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~~~~~~A TlON MANAGEMENT (cont.) 
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Continuity of care requests will be reviewed by a medical professional based on the information provided about specific medical 
conditions. Claims for approved continuity of care services will be paid at the /nember's in-nelivork benefit level. Continuity of 
care will not be provided when thc provider's contract was terminated for reasons relating to quality of care or fraud. Such a 
decision may not be reviewed on appeal. Please call BCBSNC Customer Service at the number listed in "Whom Do I Call?" for 
additional information.. 

second trimester pregnancy which shall extend through the provision of 60 days of postpartum care; and 
terminal illness which shall extend through the remainder of the individual's life with respect to caredirectly related to the 
treatment of the terminal illness 

Further Review Of Utilization -. - Managemenf .. - Decisions 
I f  you receive a no~~cer/ f jcu/~on as part of the prior reuieiv process, you have the right to request that the Plan review the 
decision through the grievance process. Refer to "What If You Disagree With A Decision?" 

For U M  and the first level grievrrnce review for inprxiieni and ozclpotien/ mcntal health and substance abuse services, Magellan 
Behavioral Health is responsiblc. Claims determinations and second level grievance review are provided by BCBSNC. 

In an effort to allow for continuous quality improvement, BCBSNC has processes in place to evaluate new medical technology, 
procedures and equipment. These policies allow BCBSNC to deterrnine the best services and products to offer members. They 
also help BCSSNC keep pacc with the ever-advancing medical field. Before implementing any new or revised policies, 
BCBSNC reviews professionally supported scientific literature as well as state and federal guidehcs, regulations, 
recommendations, and rcquircmcnts BCBSNC thcn seeks additional input from providers who know the needs of the patients 
they serve. 

___ Delegated Utilization Management ___ . . _- 

E!Eaha!@g New Technokgy 
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WHAT IF YOU DISAGREE WITH A DECISION? 

I n  addition to the U M  program, the P h  offers 3 grievcnice procedure for rnernbers. Grievances include dissatisfaction with a 
claims denial or any decisions (including an appeal of a noriceriificniion decision), policies or actions relatcd to the availability, 
delivery or quality of health carc scrvices. If  you havc a grievance, you have the right to request that BCBSNC review the 
decision th i  ough the grievance process. The grievance process is voluntary and may be requested by the rneniber or an 
authorized representative acting on the rnember's behalf with the ~netnber's writtcn consent. I n  the event you appoint an 
authorized representative, references to "you" under this section mean "you or your authorized representative" (;.e., the 
authorized representative may pursue your rights and shall receive all notices and  benefit determinations). 
You may request, at no charge, rcasonablc access to, and copies of, all documcnts, records and other information relevant to 
your claim for benefits 

For cach step in this process, thcrc arc spccified time frames for filing a grievunce and for notifying you or yourprovider of the 
dccision. The rcvicw must be requcsted in writing, within 180 days of a denial of benefit coverage (the initial claim denial or the 
first level grievance review decision). 
Any request for review should include: 

Employcc's ID numbcr Patient's name 
Employee's name The nature of the grievunce 
Any other information that may be helpful for the review. 

To rcquest a form to siibmir a requesr for revicw, visit the BCBSNC Wcb silc a t  www.bcbsnc.com/nienibers/duke-energy or call 
BCBSNC Customcr Service at the number listed in "Whom Do I Call?" 
All correspondence related to ;t request for a review through BCBSNC's grievance process should be sent to: 
BCBSNC 
Customer Services 
PO Box 2291 
Durham, N C  27702-2291 
I n  addition, members may also receive assistance with yririwnces from the Managcd Care Paticnt Assistance Program by 
contacting. 
Managcd Care Paticnt Assistance Program 
9001 Mail Service Center 

Tel: (919) 733-6272 
Tel (toll free in NC): 1-866-867-0272 
Email: MCPA@ncdoj gov 
Following such request for review: it review will be conducted by BCBSNC, by someone who is neither the individual who 
made thc original claims denial that is the subject of thcgrievorice, nor the subordinate of such individual The denial of the 
initial claim will not havc an effect on the review If a claims dcnial is bascd on mcdical judgmcnt, including dctcrmiiiations 
with respect to whether a particular treatment, drug or other item is c v p r  Imm/u[, inves/igcrrro/ia/, or not r?iedicdy necessary 01 

appropriate, BCBSNC shall consult with a health care professional with an appropriate level of training and expertise in the 
field of medicine involved ( a s  determined by BCBSNC) who was not involvcd in the initial claims denial and who is not a 
subordinate of any such individual. 

- Steps To Follow In The Grievance Process 

Kalcigh, NC 27699-9003 

First Level Grievance Review 
BCBSNC will provide you with the namc, address and phonc number of thc giic,ivmc coordinator within three business 
days after receipt of a review request. BCBSNC will also give you instructions 011 how to subinit written materials. For 
qrieviinces conccrning quality of health care. an ~icknowledgemciit will hc sent by BCBSNC within five business days. 
Although you are not allowed to attend a first levcl gricwrzce review, BCBSNC asks that you scnd all of thc written 
material you fee) is necessary to make a decision BCBSNC will use the material provided in the request for review, along 
with other availablc information, to reach ;t decision. YOU will be norificd in dear written terms of the decision, within a 
reasonable time but no later than 30 days from the date BCBSNC received the rcqucst You may thcn rcqucst all 
inforination thal was relevant to the rcvicw 
Second Level Grievance Review 
Since the Pltrri is subject to ERISA,  the first level gricw/ncc review is t l i c  only l e ~ l  that you must conipletc before you call 
pursue your grievnrice i n  an action in federal court 
Othenvise, i f  you are dissatisfied with the first lcvcl grieiuuc e rcvicw decision, you havc the right to a second level grievclncc 
rcvic\v Second level grici~ciiccr are not allowed for benefits 01- services [ h a t  iirc clc;irly excluded by this benefit hooklet or 
c-uality of care complaints Within ten husincss days ilftcr BC BSNC rcccivcs your  rcqiicst for i i  scconcl levcl griri~unce 
review, the lollowing inforniation will bc given to you. . - Namc, iiddrcss ant1 telcphone nunibcr of the gr i c ium c coordinaror 

A statcmcnt of your rights, including the right to 
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request and receive from BCBSNC all information that applies to your case 
attend the second level grievance review meeting 
present your case to the rcvicw pancl 
submit supporting material before and at the review meeting 
ask questions of any member of the review panel 
be assisted or represented by a person of your choosing, including a family member, an eriiploycr representative, or 
an attorney 
pursue other voluntary alternative dispute resolution options. - 

The second level review meeting, which will be conducted by a review panel coordinated by BCBSNC using external 
physicians and/or benefit expcrts, will be held within 45 days aftcr BCBSNC receives a second level grievance review 
request. You will receive notice of the meeting date and location at lcast 1.5 days before the meeting. You have the right 10 a 
full review of your grievrince even if y o u  do not attend ihe meeting.. A written decision will be issued to you within five 
business days of the review meeting. 
Notice Of Decision 
If any claim (whether expedited or noncxpeditcd) shill1 be wholly or partially denied at either the first level griei~rince or the 
second level grievance review, a written notice shall be provided to the rrietvber worded in an understandable manner and 
shall set forth: 

Tfie specific reason(s) for the denial 
Reference to the specific the Plrrn provisions on which the decision is based 
A statement that the tneinber is entitled to receive, upon request and without charge, reasonable access to, and copies 
of, all documents, records and other information relevant to the inein6et~',s claim for benefits 
If applicable, a statement describing any voluntary appeals procedures and the /t?etnher'.r righr to receive information 
about the procedures as well as the n7etnDer's right to bring a civil action under Section 502(a) of ERISA following an 
adverse determination upon I eview 
A copy of  any internal rule, guidcline, protocol or other similar criteria relied on in making the decision or a statement 
that such spccific rule, guideline: pro~ocol, or othcr similar criteria was rclicd upon in making the dccision and that this 
will be provided without charge upon request 
I f  the decision is based on mediccilrircrssiiy or t~speritmntd treatment or a similar exclusion or limit, either an 
explanation of the scientific or clinical judgment for the determination, applying the terms of the Plrin to the 117onber's 
mcdical circumstances, or a statement that such cxplanntion will he provided without charge upon request; and 
The following statement. "You may have other voluntary alternative dispute resolution options, such as mediation. 
One way to find out what may be available is to contact your local U S Department of L.abor Office and  your State 
insurance regulatory agency ." 

- 

- 
Expedited Review 
You have the right to a more rapid or expedited review of a denial ofcoverage i f  a delay. (i) would reasonably appear to 
seriously jeopardize your or your dependent's life, health or ability to regain maximum function, or (ii) in  the opinion of 
yourprovidei., would subject you or your dependent to severe pain t h a t  cannot be adequately managed without the 
requested care or treatment. You can request an expedited sccond levcl review even if you did not rcqucst t h a t  the initial 
review be cxpedited. An expedited review may be initiated by calling BCBSNC Customer Service at the number given in 
"Whom Do 1 Call?" An expeditcd review will take place in consultation with a medical doctor- All of the same conditions 
for a first level or second level grieivmce review apply to an expedited review, except that the review meeting will take place 
through a coriference call or through written communication. BCBSNC will communicate the tlecision by phone to you 
ancl your pt,oipirk.r as soon as possible, taking into account the medical circumstances? but no latcr than 72 hours after 
receiving the request. A written decision will be communicated within four days after receiving the request for the expedited 
appeal. Information initially Siven by tclephonc must also be given i n  writing. 
After requesting a ~ i  expeditcd review, (he P/uu will remain responsible for covcred health care scrvices you are receiving 
until you have been notified of the review decision 
Correspondence related to ;I request for ii review tlirougli the P /titi's griei~rnc~~ process should bc scnt to 
BCHSNC 
Customer Services 
PO Box 2291 
Durham, NC 27702-2291 

substance abuse services Please forward writtcn g r i c w n ~ c ~ ~  to 
Magellan Bcliavioral Health 
Appeals Dcpnrtmen I 
PO Box 1619 

24 
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Second level grievrrrzce review for inprrrienr and ourprrfient mental health and substance abuse services is provided by BCBSNC. 
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ADDITIONAL TERMS OF YOUR COVERAGE 1 -  
-_ Benefits - To Which Members Are Entitled 
The benefits described in this bcnefit booklet are provided only for metnbers. These benefits and the right to receive payment 
cannot be transferred to anotlicr person At the option of the Plun, payment for services will be made to the provider of the 
services, or the Plnn may choose to pay theparricipani. 
I fa  rnanber resides with a custodial parent or legal guardian who is not the purricipant, the Plun will, at its option, make 
payment to either the provider of the services or to the custodial parent or legal guardian for services providcd to the t imiher,  I f  
thepurricipnnr or custodial parent or legal guardian receives payment, it is his or her responsibility to pay theprovider. 
Benefits for cowredservices specified in the P l m  will be provided only for services and supplies that are performed by a provider 
as specified in the Plan and regularly included in the nlloived nnioun/ BCBSNC establishes covcragc detcrmination guidelines 
that specify how services and supplics must be billed in order for payment to be made under the P l m  
Any amounts paid by the Plun for noncovercd services or that are in excess of the bcnefit provided undcr your Blue Options 
coverage may be recovered by BCBSNC. BCBSNC may recover thc amounts by deducting from a inember's futurc claim 
payment.. This can result in a reduction or climination of future claims paymcnts Amounts paid by the Plun for work-related 
accidents, injuries, or illnesses covcrcd under state workcrs' compensation laws will be recovered upon final adjudication of the 
claim or an order of the applicable state agency approving a settlement agreement. I t  is the legal obligation of the /ne/nhrr, the 
employer or the workers' compcnsation insurer (whocvcr is rcsporisible for payment of the mcdical expenses) to notify 
BCBSNC in writing that there has been a final adjudication or settlcment. 
Providers are independent contractors, and they are solely responsiblc for injuries and damages to /iietiihers resulting from 
misconduct or negligcnce. 

BCBSNC takcs your privacy seriously and handles all PHI as required by state and fcdcral laws and regulations and 
accreditation standards BCBSNC has developed a privacy notice that explains the procedures. To obtain ;t copy of [he privacy 
notice, visit the DCBSNC Wcb sitc at www.bcbsnc.com/niembersldokc-energy or call BCBSNC Customer Scrvicc at thc numbcr 
listed in "Whom Do 1 Call?" 

ECBSNC's Disclosure Of Protected Health Information (PHI) 

Administrative- .. - -. Discretion _ .  

BCBSNC has the authority to make reasonable determinations in the administration of covcragc Thcsc dctcrminations will bc 
f ina l  Such determinations include decisions concerning covcrage ofservices, care, treatment or supplies, and reasonableness of 
charges. BCBSNC medical policies are guides considered whcn making coverage determinations 

llro vi!!&--!? !-E k!!IY?E~t 
BCBSNC has contracts with certain providers of health carc serviccs for the provision of, and payment for, health carc services 
providcd to all i i i e td~~rs  entitled to liealtli carc benefits. BCBSNC's payment toproi&r.s niay be bascd on an amount otlicr 
than the actual charges, including without limitation, mi anrount per confinement or episode of care: agreed upon schedule of 
fkes, or other methodology as agreed upon by BCBSNC and the provider. Undcr certain circumstances, a contractingproi,ic/er 
may reccivc paynicnts from BCBSNC greater than the charges for services provided to nn  cligiblc ini~nilier, or BCBSNC may 
pay lcss than cliargcs for scrvices, due to ncgotiated contracts. The meinher is not entitled to rcccivc any portion of the 
payments made under the terms of contracts wi th  provider The rnrinber's liability when dcfincd as a percent of charge shall be 
calculated bascd on the lesser of tlie cilloivedumourir or the providcr'r actual charge for ~ o i ~ c r e d  r'ervicctr provided I O  a meiiiber. 

Services Received In North Carolina 
Some ~ i u r - o ~ n e r i i ~ r r k  providers have othcr agreerncnts with BCDSNC that affcct theii reirnburscnient for covered ser.vices 
provided to Blue Options ~ n e ~ n h r r s  These provide! r agree not to bill rnenihen for a n y  charges higher than thcir agreed 
upon, contractcd amount. I n  these situations, ine/nDers will be rcsponsiblc for thc dilrerence betwcen the Blue Options 
ullowLd mnoiin~ and the contracted amount Our-r?/-ricrii'orkProViCler,s niay bill you directly l f  you are billed, you will be 
rcsponsiblc for paying the bill and filing a claim with BCBSNC 
Services Received Outside Of North Carolina 
Your I D  cordgives you access to participatinpproviders outside the state of North Carolina through the BlueCard 
program. Your ID curd tclls participatinpprovi~k.,.s that you ;Ire a /iie/iiher of BCBSNC By taking part in  this program, 
you n iay  receive discounts from out-of-statepr-oi1ickrer-s who participate in the BlueCard progriim 
When you obtain health care services through the BlucCard program outsidc the arca in  which the BCBSNC network 
operates, tlie amount you pay toward such toiirrctl.\eri~iLe,\: such as r / c . h i c f i h l e ~ .  L O ~ I ~ ~ ' I I I F ~ / S  or < oin.rurrnic.e, is usually based 
on thc lesser of: 

. 
This "negotiated price" can be. - . 

The billed charges for your ~oi~ererlseri,ice,. or 
The negotiated price that the out-ol-state Blue Cross and/or Blue Shield licensee ("I-lost Blue") passcs on to BCBSNC 

A simple discount which reflects t h c  actual price paid by the I-lost Blue 
A n  cstini;lted price that ractors i n  expectcd scttlcnicntsI withholds, contingcnr payment arrangeincnts. or othcr 
iioncIairiis transactions, with your health GIJC p~oi~r tkor .  or with a group of proi;idi,r.r 

26 
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lTlONAL TERMS OF YOUR COVERAGE (cont.1 I 
A discount from billed charges that reflects the average expected savings with your heaith care provider or with a group 
ofproviders. The price that reflects average savings may result in greater variation (more or less) from the actual price 
paid than will the estimated price. 

The estimated OJ average price may be adjusted in the future to correct for over- o r  under-estimation of past prices 
However, the amount you pay is considered a final price. 
Should any state enact a law that mandates liability calculation methods that differ from the usual BlueCartf program 
method or requires a surcharge, your required payment for services in that state will be based upon the method required by 
that state's law. 

I_ Right Of Recovery Provision 
Immediately upon paying or providing any benefit under the P h i ,  the Plun shall be subrogated to all rights of recovery a 
inember has against any party potentially responsible for making any payment to a meinber due to a metnber's injuries, illness or 
condition, to the full extent of benefits provided or to be provided by the Plan. 
In addition, if a member receives any payment from any potentially responsible party as a result of an in,jury, illness or 
condition, the Plun has the right to recover from, and be reimbursed by, the member for all amounts the Plun has paid and will 
pay as a result of that injury or illness, up to and including the full amount the men7ber receives from all potentially responsible 
parties. The meinher agrees that if the ~nernber receives any payment from any potentially responsible party as a result of an 
injury or illness, the ine,nher will serve as a constructive trustee over the funds for the benefit of the Pkuii Failure to hold such 
funds in trust will be deemed a breach of the tnen~ber's fiduciary duty to the Pkan. 
Further, the Plun will automatically have a lien, to the extent of benefits advanced, upon any recovery whether by settlement, 
judgment or otherwise, that a )ne)nber receives from any third party, any third party's insurer or any other source as  a result of 
the rnernber's iiijuries" The lien is in  the amount of benefits paid by the Plun for the treatment of the illness, injury or condition 
for which another party is responsible. 
As uscd throughout this provision, the term responsible party means any party possibly responsible for making i111y payment to 
a nienrher due to a inernber's injuries or illness or any insurance coverage including, but not limited to, uninsured motorist 
coverage, underinsured motorist coverage, personal umbrella coverage, medical payments coverage, workers' compensation 
coverage, no-fault automobile insurance coverage, or any first party insurance coverage 
The lien can be filed with or enforccd against any party who possesses funds or proceeds representing the amount of benefits 
paid by the Plun including. but not limited to, the /neinber, the me,nber's representative or agent; responsible party, responsible 
party's insurer, representntive or agent, andlor any other source possessing funds representing the amount of benefits paid by 
the Plot1 
The ,7rember acknowledges that the Plun's recovery rights are a first priority claim against all potentially responsible parties and 
are to be paid to the Plun before any other claim lor the ~neinber' ,~ tlamages. The Plun shall be entitled to full reimbursement 
first from any potential responsible party payments, even i f  such payment to the P h i  will result in a recovery to the ine/nber 
which is insufficient to make the nieinber whole or to compcnsatc the rne/nber in part or in whole for the damages sustained I t  
is further understood that the Ylun will pay all fees associated with counsel it hires t o  represent its interests related to any 
recovery it  may be entitled to, but i t  is agreed that the Plun is not required to participate in or pay court costs or attorney fecs to 
any attorney hired by the rneiirher 
The terms of this entire right of recovery provision shall apply and the Plun is entitled to full recovery regardless of whether any 
liability for payment is admitted by any potentially responsible party and regardless of whether the settlement or judgment 
received by the iI?e/nberidentifies the medical benefits the P h i  provided. The P h i  is entitled to recover from any and all 
settlements or judgments, even those designated as pain and suffering or non-economic damages only 
The ni~m[7er acknowledges that BCBSNC h a s  been delegated authority by the Pkun Adininis[ruror to assert and pursue the right 
of subrogation andlor reimbursement on behall of the Plun The ineniber shall fully cooperate with BCBSNC's eff'orts to 
recover benefits paid by the Pkiti. I t  is the duty of the nietnher to notify BCBSNC in wriiing oftheni~)inber '~ intent to pursue a 
claim against any potentially responsible party, within 30 days of the date when any notice is given to any party, including an 
:ittorriey, of the intention to put-sue or investigate a claim to recover damages or obtain compensation due to injurics or illness 
sustained by the rn(~ /nb~r  The mcwbc~r shall provide all information requested by BCBSNC or its representative including, but 
not liniited to, completing and submitting a n y  applications or other forms or statements as BCBSNC may reasonably request 
The nicT/)ibrr shall do  nothing to piejudicc the Pluii's recovery rights as  lierein set forth This includes. but is not limited to, 
refraining from entering into any setilernent or recovery that attempts to reduce, waive, bar or exclude the full cost of a11 
benefits provided by the Plru? 
In  the even[ that any claim is made that any part of this right o l  recovery provision is ambiguous or questions arise concerning 
the meaning or intent of any of its terms. the nienibcv and the Plun agree that the Plun ,4dni ini .~r~[or shall have the sole 
authority and discretion to resolve all disputes regarding the interpretation of this provision 
The / ? ? e / & ~  agrees tha t  any legal action or proceeding with respect to this provision m;ry be brought in any court 01  competent 
jurisdiction as BCBSNC mny elect Upon receiving benefits under the Pkin, the nicmiber hereby submits to each such 
jurisdiLtion, waiving whatcvcr rights 111:1? correspond to the 1711'1nI7er by reason of the / n w r h r '  present o r  future domicile 
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Notice Of Claim 
The Plan will not be liable for payment of benefits unless proper notice is furnished to BCBSNC that coveredservkes have been 
provided to a member. I f  the member files the claim, written notice must be given to BCBSNC within 18 months after the 
member incurs the coveredservice, except in the absencc of lcgal capacity of the tnernber. The notice must be on an approved 
claim form and includc the data nccessary for BCBSNC to determine benefits 
Notice ~ Of Benefit - __ Detcmingtion 
BCBSNC will provide an explanation of benefits determination to the rnetnber or the riietnber's authorized representative within 
30 days of receipt of a notice of claim if the t n e r n b ~ ~  has financial liability on the claim other than a copuyment (unless your P h  
has chosen to provide an explanation of benefits for additional claims where the mernber does not have a financial liability 
other than a copu,ymenr) BCBSNC may take an extension of up to 15 additional days to complete the benefits determination if 
additional information is needed If BCBSNC takcs an cxtension, BCBSNC will notify the rnernber or the rnenrber's authorized 
representative of the extcnsion and of the information needed. You will then have 90 days to provide the requested information. 
As soon as BCBSNC receives the requested information, or at the end of the 90 days, whichever is earlier, BCBSNC will make 
a decision within 15 days. 
Such notice will be wordcd in an understandable manncr and will include: 

. 

The specific rcason(s) for the denial of benefits 
Reference to the benefit booklet section on which the denial of benefits is bascd 
A description of any additional information needed for you to perfect the claim and an explanation of why such 
information is needed 
A description of the review procedures and the time limits applicable to such procedures, including the rnernber's right I O  
bring a civil action under Section .502(a) of ERISA following a dcnial of benefits 
A copy of any internal rule, guideline, protocol or other similar criteria relied on, i f  any, in making the benefit 
determination or a statement that it  will be provided without charge upon rcquest 
I f  the denial of benclits is based on rnrili~nlnece.~sir~ or e~perirnental treatment or a similar exclusion or limit, either an 
explanation of the scientific or clinical judgment, applying the terms of thc hcalth benefit plan to thc inernher's medical 
circumstanccs, or a statement that this will be provided without charge upon request, and 
In the case of a denial of benefits involving ttrgenr cure, a description o f  the cxpedited review process available to such 
claims. 

IJpon receipt of a denial of benefits, you have the right to file a g r i r w v i w  with BCBSNC SCC "What If  You Disagrec With A 
Decision?" for more intormation. 
Limitation Of Actions 
Since the Plun is subject to ERISA, you must only exhaust the first level grievance rcvicw process following the Notice of Claim 
requircmcnt. Plcasc scc "What I f  You Disagrec With A L)ecision?" for details regarding the grievurice review process. No legal 
action may be taken later than three years from the datec-owrod ,rrvices are incztrred However, i f  you are authorized to pursue 
an action in federal COUI-t under ERISA, and you choosc to pursue a second Icvel grievnnce review, the three-year limitation is 
temporarily suspended until that review has been rcsolved 

If  a metiiber is also enrolled in  another group health plan, the Ylun may coordinate benefits with the other plan Coordination 
of benefits (COB) means that if  a rireniber is covered by more than one insurance plan, benefits under one plan are detcrnmined 
before the benefits arc determined under the second plan The plan that dctcrmincs bcnefits first is callcd the primary plan The 
other plan is called the secondary plan Benefits paid by the sccondary plan may be rcduced to avoid paying benefits between 
the two plans that are greater than the cost of thc hcalth care service 
Most group health insurance plans include a COB provision The rules used 10 dctcrmine which plan is primary and secondary 
are listed in the following chart The "participant" is the person who is signing up for hcalth insurance coverage. 

Coordination Of Benefits ~ (Overlapping Coverage) 
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The plan without COB is 
The plan with COB is 
The plan covering the person as the participant is 
The plan covering the person as a dependent is 

The plan of the parent whose birthday occurs earlier in the 

When a person is covered by 2 
group health plans, and 
One plan does not have 
a COB provision 
The person is the 
participant under one plan 
and a dependent under the 
other 
The person is covered as a 
dependent child under 
both plans, including when 
parents are divorced or 
separated and share joint 
custody 
The person is covered as a 
dependent child and parents 
are divorced or separated 
with no court decree for 
coverage 
The person is covered as a 
dependent child and 
coverage is stipulated in a 
court decree 

I 

Yes 

Yes 
Yes 

Yes 

Yes 

The person is covered as a 
laid-off or retired employee 
or that employee's depcndent, 
on one of the plans 

year is 

covered the parent longer is 
Note: When the parents have the same birthday, the plan that 

The custodial parent's plan is 
The plan of the spouse of the custodial parent is  - 
Or, if the custodial parent covers the child through their 
SDOUSe'S a h .  the Dlan Of the SDOUSC is 

The pcrson is the participant 
in two active group health 
plans and none of the rules 
above apply 

-. 
YCS 

Yes 

Yes 
YCS 

rhen 1 Primary I SCCO- 

The non-custodial parent's plan is 
The plan of the parent primarily responsible for health coverage 
under the court decree is 

Yes 
Yes 

I -+- calendar year (known as the birthday rule) is 
The plan of the parent whose birthday is later in the calendar 

The plan of the other parent is 

financial responsibility for the child's health care coverage, and 
BCBSNC has actual knowledge of those terms of the COUJI 

decree, benefits under that parent's health benefit plan arc 
The plan that covers a person other th;in as a laid-off or rctircd 

Note: If there is a court decree that requires a parent to assume 
Yes 

Yes 

Yes 

or the dependent of a laid-off or retired cmployce 
Note. This rule does not apply if  i t  results in  a conllict in 
determining order of benefits 
The plan that has been in effect longer is 
The plan that has been in cffcct the shorter amount of time is 

Yes 
Yes  

employee or as that employee's dcpciident 
Thc plan t h a t  covers a person as  ii laid-off or retired employee I I Yes 

NOTE,: Payment by BCBSNC under the P h 7  takes into account whether or not thepro\*itler is a p3rticip3tingprovitier I f  
the Plutz is the secondary plan, and the tnen7her uses a participatingpr.ollic./c,,., the P h 7  will coordinate up to thc (illowed 
amorrni The participatingprovir has agreed IO accept the c r l i o i i d  ( r m ~ z o ~ [  as payment in full. 
BCBSNC may request information about the other plan lrom the rncr~76er A prompt reply will help BCBSNC process 
payments quickly There will be no payment until primary coverage is determined I t  is important to remember that even 
when benefits are coordinated with other group health plans, benefits for coveted rervices are still subject to program 
requirements, such as prior review and c e r / f ; c c i / k m  procedures 
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DEFINITIONS 

- _ _ _ - ~ -  ALLOWED AMOUNT - the charge that BCBSNC determines is reasonable for covered .services provided to a meinber. This 
may be established in accordance with an agreement between the provider and BCBSNC.. In  the case of providers that have not 
entered into an agreement with BCBSNC, the allowed amount will be the lesser of theprovider’sactual charge or a reasonable 
charge establishcd by BCBSNC using a methodology that is applied to comparableprovic~erers for similar services under a similar 
plan. BCBSNC‘s methodology is based on several factors including BCBSNC’s medical, payment and administrative 
guidelines lJnder the guidelines, some procedures charged separately by the provider may be combined into one procedure for 
reimbursement purposes. 
AMBULANCE-- transportation by means of a specially designed and equipped vehicle used only for transporting the sick 
and injured, includes ground and aircraft. 
AMBULATORY SURGICAL CENTER - a nonliospitrrl~frrciliry with an organized staff of doclors, which is licensed or 
certified in the state where located, and which: 
a) Has permanent facilities and equipment for the primary purpose of performing surgical procedures on an ou[pa[ierzf basis 
b) Provides nursing services and treatment by or under the supervision of ducrors whenever the patient is in the facility 
c) Does not provide inparirrir accommodations 
d) Is not other than incidentally, a facility used as an office or clinic for the private practice ofa  doclor or orherprovider 
BENEFIT PERlOD - the period of time, as slated in the “Summary Of Benefits,” during which charges for covered services 
provided to a rnentber must be incurred in order to be eligible f i r  payment by the P / w .  A charge shall be considered incurred on 
the date the service or supply was provided to a inernher. 
BENEFIT PJXIgQ MAXIMU-M-- the maximum amount of charges for coveredset vices in a betiefir period that will be 
rcinibursed on behalf of a mernber while covered under the Plan 
CERTlFIC&TLO-N.-- the determination by BCBSNC that an admission, availability of care, continued stay, o r  other services, 
supplies or drugs have been reviewed and, based on the information provided, satisfy BCBSNC’s requirements for medicdy 
nece.rsory services and supplies, appropriateness, health care setting, level of care and effectiveness 
COINSURANCE - the sharing of charges by the Plan and the ineitiber for coveredservices received by a tneinber, usually 
stated as a percentage of the d/owedcimoutii 
COINSURANCE MAXlM-UM-- the maximum amount of coins~tronce that a tneiizher is obligated to pay for coveredservices 
per benefit period 
COM.PLl-CATIONS OF PKEGNANCY_ - medical conditions whose diagnoses are distinct from pregnancy, but are 
adversely affected or caused by pregnancy, resulting in the mother’s life being in jeopardy or making the birth of  a viable infant 
impossible and  which require the mother to be treated prior to the full term of the pregnancy (except as otherwise stated below), 
including, but not limited to: abruption of placenta; acutc nephritis: cardiac decompensation; docurncntcd hydramnios; 
eclampsia. ectopic pregnancy, insulin dependent diabetes mellitus, missed abortion; nephrosis; placenta previa; Rh 
sensitization, severe pre-eclampsia; trophoblastic disease; toxemia, immediate postpartum hemorrhage due to uterine atony. 
retained placenta or uterine rupture occurring within 72 hours of delivery; or, the following conditions occurring within ten 
days of delivery: urinary tract infection? mastitis, thrombophlebitis, and endometritis E1~7ergeiicy cesarean section will bc 
considered eligible for benefit application only when provided in the course of treatment lor those conditions listed above as a 
complication of pregnancy. Common side effects of an otherwise normal pregnancy, conditions not specifically included in this 
definition, episiotomy repair and birth injuries are not considered complications of pregnancy. 
CONG-gNl-TA&- existing at, and usually before, birth referring to conditions that iire apparent at birth regardless of their 
ciiusatiori. 
COPAY,MENT-- the fixed-dollar amount that is due and payable by the tnenihr at the time a tovercd wrvite is provided 
COSMETIC- to improve appearance. This does not include restoration of physiological function resulting from accidental 
injury, trauma or previous treatment that would be considered a rovered serike This also does not include reconstructive 
.~trgerj; to correct congenital or developmental anomalies that have rcsultcd in functional impairment 
COVERE,D-&ERVl_1CE(_- a service, drug, supply or equipment specilied in this benefit booklet for which riieiiibers are 
entitled to bcncfits in accordance with the terms and conditions of the Plun 
CRED1TABL.E CQVEJR-A45--- accepted health insurance coverage carried prior to BCBSNC coverage can be group heallll 
insurance, self-funded plans, individual health insurance. public health plan, Chiltfrcn’s Health Insurance Program (CHIP), 
Mcdicilre, Medicaid, and any other coverage defined as creditable coverage under state or fetlcral law Creditable coverage does 
]lot include covcragc consisting solely of excepted benefits. 
<;US-IODJACCARE--- care designed essentially t o  assist iln individual with activities of daily living, with or without routine 
ntirsing care and the supervisory caie 0 1  a doctor While some skillcd services may be provided, the patient does not require 
continuing skilled serviccs 24 hours daily The individual is not under specific medical, surgical, or psychiatric treatment to 
reduce 21 physical or mental disability to the extent necessary to cnablc the paticnt to Iivc outside either the institution or the 
home setting with subst;intial assistance and supervision, n o r  is there reasonable likelihood that the disability will be reduced 10 
il1at level even wi th  treatmcnt. Custodial care includes, but is not limited to, help in  it alking. batliing, dressing, feeding, 
prepar:jtion of special diets and supervision over medications thitt could otherwise be sclf-;itfministered Sucli services and 
siipplics arc custodial as determined by BCBSNC without regard to the place of service or the ,moi*id~t prcscribing or providing 
the services. 
DEDUCTIBLE - the specified dollar amount lor certain (o iwed wt viccr th:it the it7cwL)er must incur bcforc benefits arc 
p;ly;iblc for  [lie rcmaining coi.eret/ set \:ices The deductiblc docs not include t o p u v t n c ’ n / y ,  [ o i t i ~ s u t u t i c ( ’ .  chiirges i n  csccss of the 
~ ~ / / ~ ~ l t ~ ~ ~ ~ / ~ / / / ~ ~ ~ 1 t / 7 l ,  amounts exceeding any maximum and expenses for noncovcrcd sen ices 

3 0 
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DENTAL SERVICE(S) - dental care or treatment provided by a dentisf or orherprofessionalprovider in the derrtist's office to 
;overed m m b e r  while the policy is in effect, provided such care or treatment is recognized by BCBSNC as a gencrally 
accepted form of care or treatment according to prevailing standards of dental practice. 
DENTIST- a dental practitioner who is duly licensed and qualified under the law ofjurisdiction in which treatment is 
received to provide dental .services, perform dental sitrgery or administer anesthetics for dental rurgerj'.. All services performed 
must be within the scope of license or certification to be eligible for reimbursement. 
DEVELOPMENTAL DYSFUNCTION- difficulty in acquiring the activities of daily living including, but not limited to, 
walking, talking, feeding or drcssing oneself or learning in school Developmental therapies are those to facilitate or promote 
the dcvelopmcnt of skills, which the member has not yet attained. Examples include, but are not limitcd to: speech therapy to 
teach a n i e d w r  to talk, follow directions or learn in school, physical therapy to treat a inernber with low muscle tone or to teach 
a rneniber to roll over, sit, walk or use other large muscle skills; occupational therapy to teach a mariber the activities of daily 
living, to use small muscle skills or balance or to assist with behavior or achicvemcnt in the learning setting 
DOCTOR - includes the following: a doctor of medicine, a doctor of osteopathy, licenscd to practice mcdicine or surger,y by 
the Board of Medical Examiners in the state of practice, a doctor of dentistry, a doctor of podiatry, a doctor of chiropractic, a 
doctor of optometry, or a doctor ofpsychology who must he licensed or certified in the state of practice and has a doctorate 
degree in psychology and at least two years clinical experience in a recognized health setting or has met the standards of the 
National Registcr of l-lealth Service Providers in Psychology. All of the above must be duty licensed to practice by the state in 
which any service covercd by the contract is performed, regularly charge and collect fees as a personal right, subject to any 
licensure or regulatory limitation as to location, manner or scope of practice. All services performed must be within the scope of 
licensc or certification to be eligible for reimbursement. 
- DURABLE __ ME-ECAL EQUIPMENT - items designated by BCBSNC which can withstand repeated use, are used primarily 
to servc a mcdical purpose, are not useful to a person in the absence of illness, injury or disease, and are appropriate for use in 
the patient's home. 
l5J-5E-gJlE DATE - thc datc on which covcrage for a member begins, according to "When Coverage Begins And Ends " 
__ -. - EMERGENCY(1ES) . .- . - - - __ - the sudden or unexpcctcd onset of a condition of such severity that a prudcnt layperson, who 
posscsscs an average knowlcdge of hcalth and medicine, could reasonably expect the absence of immediate medical attention to 
result in  any of rhe following: placing the hcalth of an indjvidual or with respect 10 a pregnant woman, the health of the 
pregnant woman or her unborn child in serious jeopardy, serious physical impairment to bodily functions, scrious dysfunction 
of any bodily organ or part, or death. Heart attacks, strokcs, uncontrolled bleeding, poisonings, major burns, prolonged loss of 
consciousncss, spinal injuries, shock, and other severe; acute conditions are cxamples of emergencies. 
E.MER_GENC.Y.SE-~VICES- health care items and services furnished or required to screen for or treat an en1ergr~7c.y medical 
condition unt i l  thc condition is siubi/ked, including pre-hospital care and ancillary scrvices routinely a\r:jilitble in the emergency 
depa r t men t 
- EMPLOYER - Duke Energy Corporation or an affiliated company that is participating in  thc Plun. 
ER1S.A - the Employee Retirement Income Security Act of 1974. 
E,XPEIilM,EN J A L  - see Inve.srigationn/ 
FACI LJ1.Y SE,RV[CCS - covered services provided and billed by a hospird or noiihospilul.rclrilir!: All services pcrformed must 
be within the scope of license or certification to be cligiblc Cor rcimburscment. 
G R I E V A N C E  - grievances include dissatisfaction with :i claims dcnial or any decisions (including an appeal of a 
nonciw~ic~l~iotz  decision), policies or actions rclatcd to thc availability, dclivery or quality of health care services. 
HOL.ISTIC MEI?JCING-- unproven preventive or treatment modalities, gencrally described as alternative, integrative or 
conipleincntar y medicine, whether performed by a physician or any orher provider 
HOMEBOUND - 21 rneniber who cannot leave their home or temporary residcnce due to 3 medical condition which requires 
both the assistance of another pcrson and the aid of supportive devices or the use of special transportation A nie/nbrr is not 
considered homcbound solcly because the assistance of another person is reyuircti to leave the homc 
HOME HEAL.'TI-i AGENCY - a r7o17/7o.spira(Jii~i/ii~ which is primarily engaged in providing home hcalth care services 
mcdical or therapeutic in nature, and which: 
a) 
b) 
c) 
d )  
e) Is acccptablc 1 0  BCBSNC 
I<OSpICE - a rio~ihorpirolfrrcilir~ that providcs medically related services to persons who arc terminally i l l .  ; ind Lbhich 
a)  
b) 
C) Is ;icccptablc 10 I3CUSNC. 
HOSpI-rAL .- :in accredited institution for the treatment of the sick that is licensctl as  a hospital by [lie apprvpriate siatc 
:tgcn(:y in  ihe state wherc located All services performcd must he within the scope of license or certification to br cligiblc for 
rcimburserncnt 
I DENT1 FICATION CARD ( ID card) - the card issued to rt7en7b~r..r upon cnrollnicnt which providcs c , f ~ 7 ~ / ~ ~ ~ ~ ~ f - / f ~ 7 i , / ~ 7 ~ ~ [ ~ ~ -  

idcntificiiiioii ntimbcrs. niinies of the /rzernbers. applicable copuyrnenf~ andlor coin.wrun~c, and key phone numbcrs and 
add1 csscs 

J-'~ovides skillcd nursing and other services on a visiting basis in !he mwiber's home, 
Is responsible f b r  supervising the delivery of such serviccs under a plan prescribed by a dotior. 
Is accrcditcd ant1 licensed or certified in the state where located, 
Is certified for participation in the Medicare program. and 

Is accreditcd, liccnscd or certified in the state whcre located, 
Is ccrtified for participation in thc Medicare program, and 
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__ INCURRED _~ - the date on which a tnernber receives the service, drug, equipment or supply for which a charge is made. 
- INFERTILITY-- ~- the inability of a heterosexual couple to conceive a child after I2 months of unprotected male/femaie 
intercourse. 
---- IN-NETWORK - designated as participating in the Blue Options network. BCBSNC's payment for in-network covered 
services is described in this benefit booklet as in-network benefits or in-network benefit levels. 
IN-NEIWORK PROVIDER ~ - a /mpirnl, docror, other medical practitioner or provider of medicalservices and supplies that 
has been designated as a Blue Optionsprovider by BCBSNC or aprovider participating in the BlueCard program. 
- INPATIENT- __--- pertaining to services received when a tnetnber is admitted to a hospital' or nonhospiia( fuciliiy as a registered 
bed patient for whom a room and board charge is made. 
I ~ ~ ~ S T I G A T I O N A L  (EXPERIMENTAL)- the use of a service or supply including, but not limited to, treatment, 
proccdure, Facility, equipment, drug, or device that BCBSNC docs not recognize as standard medical cure of the condition, 
disease, illness, or injury being treated The following critcria are the basis for BCBSNC's dctennination that a service or supply 
is investigational: 
a) Services or supplies requiring federal or other governmcntal body approval, such as drugs and devices that do  not have 

unrestricted market approval from the Food and Drug Administration (FDA) or final approval from any other 
governmental regulatory body for use in treatment of a spccified condition Any approval that is granted as an interim step 
in the regulatory process is not a substitute for final or unrestricted market approval.. 

b) Therc is insufficient or inconclusive scientific evidence in peer-reviewed medical literature to permit BCBSNC's evaluation 
of the therapeutic value of the service or supply 

c) There is inconclusivc cvidcnce that the service or supply has a beneficial effect on health outcomcs 
d) The service or supply undcr consideration is not as beneficial as any established alternatives 
e) There is insuflicient information or inconclusive scientific cvidence that, when utilized in a non-investigational setting, the 

service or supply has ;I beneficial effect on health outcomes and is as beneficial as any established alternatives. 
I f  a servicc or supply mccts one or more of the criteria, it  is deemed investigational exccpt for clinical trials as described undcr 
the Plun Determinations arc made solely by BCBSNC after independent review of scientific data. Opinions of experts in a 
particular field and/or opinions and assessnients of nationally recognized review organizations may also be considered by 
BCBSNC but are not dcterminativc or conclusive. 
LICENSED __ . . - . . -. - . .. PRACTlCAL .- . . - - . - NURSE. . .- (LPN.) - a nursc who has graduated from a formal practical nursing cducation program 
and is licensed by tlic appropriate statc authority 
L.l-FETLME.MAX!MUM - the maximum amount of <overedservices that will be rcimbursed on behalf of a tnernber while 
covered under the Pkin 
MAIN.TENANCE.-IHERAPY -- scrviccs that prcscrvc your prcscnt lcvcl of function or' condition a n d  prcvcnt regression of 
that function or condition Maintenance begins when the goals of the treatmcnt plan have been achieved and/or whcn no 
furthei. progress is apparent or expccted to occur 
M-6QJCA.L. CAR E/SEIIV!CE,S- professional services provided by a docror or oiherprovider for the treatment of a11 illness or 
i jiju ry 
MEDICAL.S.UP_PL.IES - hcalth care materials that include ostomy supplies, catheters, oxygen and diabetic supplies 
MEDICALLY NESESSARY (or-MF,DI(SA-L. NECESSITY) - those coveredservices or supplies that are: 
a) 
b) 

c) 
d) 
For metlically neccssary services. BCBSNC may compare the cost-effectiveness of alternative serviccs, settings or supplies when 
determining which of the services or supplies will bc covered and in what setting medically necessary services are eligible for 
coverage 
MEMBER - an poi trci /xt t ir  or depcndcnt, who is currently enrolled in the P/uii and for whom premium is paid 
MEN-TAL ILLNESS - mcntal disorders, psychiatric illnesses, mental conditions and psychiatric conditions (whether organic 
or non-org;inic, whether of biological. nonbiological, chemical or nonchemical origin and irrespective of causc: basis or 
inducen1ent) This includes, but is not limited to, psychoses, neurotic disorders, schizophrenic disorders, affeclive disorders, 
personality disorders, and psychokyiral or behavioral abnorrnalitics associated with transicnt or permanent dysfunction of the 
brain or related neurohormonal systems (1  his i s  Intended to include disorders, conditions and illnesses classilied o n  Axes I and 
11 in the current cdition of thc L)i;ignostic and Statistica_l Ma2ual_of_Mental Disorders of the American Psychiatiic: Association, 

Provided for the diagnosis: treatment, cure, or rclief of a health condition, illness, injury, or discase, and. cxccpt for clinical 
trials as described under thc P/ut7. not for e~pet~imeutul ,  invesrigotionnl, or co.srne/ic purposcs, 
Necessary for and appropriate to the diagnosis, treatment. cure. or rclief of a health condition, illness, injury, disease, or its 
symptoms, 
Within generally accepted standards of rnedicul cut e in the community, and 
Not solely for the convcnience of the insured, the insurcd's family, or the provider. 

Washington. DC ) 
NOKCER rIFICA'TION - ii detrrmin;ition by BCBSNC that a service covered undcr the Plun has bccn reviewed and does 
not I11cct BCBSNC's requirements for riwtlic d t70ce , v~s i r~ ,  appropriateness, health care setting, level of care or effectiveness or the 
prudellt layperson st;indard for cowrage of c~rncrg~ruy w v i r e . ~  and, as ii rcsult, the requested service is denied. reducrd or 
terminated. Tlre detcrniiniition that a rcquestcd service is e\pcJrirnet7/tr/, ~ri~~est~gttfrotifr~ or tom7eric is considcred a 
noncertification A noncertification is not a dccision based solely on the fact that the requested service is specificslly cxcludrd 
und cr  your bene fits 
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- NONHOSPUAL - -- . - - CAClLlTY - an institution or entity other than a hospital that is accredited and licensed or certified in the 
state where located to provide covered services and is acceptable to BCBSNC. All services performed must be within the scope 
of license or certification to be eligible for reimbursement 
OFFlCE VISIT - rnedicn( ccrre, .surgery, diagnostic services, short-term rel7abilitative therapy services and medical sipplies 
provided in a provider’s office.. 
OTHER PROFESSIONAL PROVIDER - a person or entity other than a docror who is accredited and licensed or certified 
in the state where located to provide (oiwed.service.s and which is acceptable to BCBSNC All services performed must be 
within the scope of license or ccrtification to be eligible for reimbursement. 
__ OTHER PROVIDER - an institution or entity other than a doctor or hospital, which is accredited and licensed or certified in 
the state where located to provide covered services and which is acceptable to BCBSNC All services performed must be within 
the scope of license or certification to be eligible for reimbursement. 
OTHER - THEkAPY(1ES) - the following services and supplies, both inputierir and ourpotient, ordered by a docror or oflier 
provider to promote recovery from an illness, disease or in,jury when provided by a docfor, olherprovider or professional 
employed by a provider licensed i n  the state of practice. 
a )  Cardiac rehabilitative therapy 

behavioral change 
b) Chemotherapy (including intravenous chemotherapy) - the treatment of malignant disease by chemical or biological 

antineoplastic agents which have received full, unrestricted marker approval from the Food and Drug Administration 
(FDA) 

c) Dialysis treatments - the treatnicnt of acute renal failure or chronic irreversible renal insufficiency for removal of waste 
materials from the body to include hemodialysis or peritoneal dialysis 

d) Pulmonary therapy - programs that combine exercise, training, psychological support and education in order to improve 
the patient’s functioning and quality of life 

e) Radiation thcrapy - the treatment of disease by x-ray, radium, or radioactive isotopes 
r) Respiratory therapy - introduction of dry or moist gases into the lungs for treatment purposes. 
__ - . . OlJT-OF-NE1’WORK - .-__ - not designated as participating in the Blue Options network, and not certified in advance by 
BCBSNC to be considered as in-ne/irork. Payment for out-of-network coiwedsersicer is described in this benefit booklet as 
out-of-network benefits or out-of-network benefit levels. 
OUT-OF-NETWORK ~ PROVIDk41< - a provider that has not been designated as a Blue Optionsprovider by BCBSNC. 
Q-UT’TPATIENT - pertaining to services received from a h o q i / d  or nonliospi/u//ilcilit~ by a rnernber while not an inparierir. 
OUTPATlE,NT . _. _. CLINIC(S1 _ _ _  - an accredited iiistitution/facility associated with or owned by a hospiral. An outpatient clinic 
m a y  bill for oit/pu~ie)i/ visits, including profcssional services and ancillary services, such as diagnostic tests ‘These services may 
be subject to the Orirpcrtierii Scrvices benefit All services performed must be within the scope of the profcssional or facility 
liccnse or certification to be eligible for reimbursement. 
PAR7 ICIYA-NI - a person who is eligible for covcragc under the Pkrn and properly enrolled. 
PLAN - Duke Energy Medical Plan’s Preferred Provider Organization (PPO) option 
. PLAN . - -. __ __ _. ADMINISTRATOR - -- - Duke Emergy Benefits Committee 
PLAN SfWNSCR - Duke Energy Corporation 
~OSITIONAL PLAGI.OCEPHALY - thc asymmetrical shape of a n  infant’s head due to uneven external pressures on the 
skull in eithcr the prenatal or postnatal environment. l-his does not include asymmetry of an infant’s head due to premature 
closure of the sutures of the skull 
. PREVENTIVE . .. . . - ____ CARJ - nietfica/ services provided by o r  upon the direction of a doclor or otherprovider related to the 
prevention of disease 
PRIM_AP_Y_CAREPR-OV!DER (P$P) - a n  in-ne/iiw k pr oivrler who has been designated by BCBSNC as a PCP 
IZR_IR_L<-EV_IEW 
supplies or drugs, based on the information provided and requirements for a deterinination of,izedicnlriecessity of services and 
supplies, appropriateness, health care sctting, or level of care and effectiveness. Prior review results in c.er/i/ication or 
noncerrijccriion of benefits 
,. pROST~iEr_l~-APPL!/\NC~s . - . __- . - fixed o r  removable artificial limbs or other body parts, which replace absent natural ones 
following permanent loss of the body par1 
PROVIDER - a /mspirc//, t7on/7ocpi/o/ / ( i t  ;///I:, doc 1 0 1 ,  or 0ih~’r pi ovicfer-. accredited, licenscd or certificd wherc required in the 
state of practice, performing within thc scope of liccnsc OJ ccrtiJic;ition All services performed must be within the scope of 
liceiisc or certification to be eligible for reimbursement 
REG-IS-I-ERED NURSE ( R N )  - a nursf who has graduated from ;I formal program of nursing education (diploma school, 
associate degree or baccalaureate program )” and is licensed by the appropriate state authority in the state of practice. 
ROUTIN E FOOT CAR E - hygit:ne and preventive inaiiitenaiice such ;IS trimming of corns, calluses or nails that do not 
usunlly require the skills of a qualified / ) rov i r / cJr  of foot care services 
SE?ClJAL. DYSFUPCT.ION -- a n y  of ii group o1’scxu:iI disorders charactcrized by inhibition either of sexual dcsirc o r  of the 
psychophysiolo~icai changes that  usually characterize ~cxual  rcsponse included arc female sexual arousal disorder. male 
erectile disorder and 1iypo;tctive sexual desire disorder 
SHC)RT-TE,I<M l<El-lAUIL I T A T I V E  7 1-1 ERAr’Y - services a n d  supplies both rnpor;enr and oir/po/ierzt, ordered by ;I 
or ( ) / / ] [ , I  / > r ~ > i ~ ; ( k ~ ~ r  to promote the recovery o l  thc n r c w h c , i  from ;in illncss, disease or injury when providcd by a rlor/or, o t / ~ ( , ~  

reconditioning the cardiovascular system through exercise, education, counseling and 

the consideration of benefits for :ti1 admission, availability of care, continued stay, or other services, 



Case No. 2009-00202 
STAFF-DR-01-039 
Page 489 of 1661 

1 i - 
DE FI N IT IONS (con t") 

provider or profcssional employed by a provider licensed by the appropriate state authority in the state of practice and subject to 
any licensure or regulatory limitation as to location, manner or scope of practice. 
a) Occupational therapy -- treatment by means of constructive activities designed and adapted to promote the restoration of 

the person's ability to satisfactorily accomplish the ordinary tasks of daily living and those required by the person's 
particular occupational role after such ability has been impaired by disease, injury or loss of a body part 

b) Physical therapy - treatment by physical means, hydrotherapy, heat or similar modalities, physical agents, biomechanical 
and neurophysiological principles and devices to relieve pain, restore maximum function and prevent disability following 
disease, injury or loss of body part 
Speech therapy - treatment for the restoration of speech impaired by disease, surgery, or injury; or certain significant 
physical congenirril conditions such as cleft lip and palate; or swallowing disorders related to a specific illness or injury. 

C) 

SKJLLED NURSlN_(;,EACILJTY - a nor~ht~~pipjlcilji,ciliIy licensed under state law that provides skilled nursing, 
rehabilitative and related care where professional rncdical services are administered by a registered or licensedpr~icticalntrrse 
All services performcd must be within the scope of license or certification to be eligible for reimbursement. 
SPECIALIST - a docfor who is recognized by BCBSNC as specializing in an area of medical practice. 
-~ STABILIZE - to provide niedical core that is appropriate to prevent a material deterioration of the tnemher's condition, 
within reasonable medical certainty. 
~- SURGERY - the performance of generally acccptcd operative and cutting procedures including specialized instrumentations, 
endoscopic cxaminarioris and other invasive proccdurcs, such as: 
a) The correction of fractures and dislocations 
b) IJsual and related pre-operative and post-opcrative care 
c) Other procedures as rcasonable and approved by BCBSNC. 
TRANSPLANTS - the surgical transfcr of a human organ or tissue taken from the body for grafting into another area of the 
samc body or into anorher body; the rcmoval and return into thc same body or transfer into another body of bone marrow or 
peripheral blood stein cells. Grafting proccdurcs associatcd with reconstructive sitrgery are not considered transplants. 
URGENT CARE - services provided for a condition that occurs suddenly and uncxpcctcdly: requiring prompt diagnosis or 
treatment, such that in the absence of immediate care the individual could reasonably be expected to suffer chronic illness, 
prolonged impairment, or require a more hazardous treatment Fcvcr over I01 dcgrccs Fahrcnhcit, car infection, sprains, some 
lacerations and dizzincss arc cxarnples of conditions that would be considered ui'gent. 
UTILIZATION MANAGEMENT (UM) - a set of lornial processes tliat are uscd to evaluate the ,,iedicol)iecrs.sity. quality 
of care, cost-cffectivencss and  appropriateness of many health care services, including procedures, treatments, medical devices, 
providers and facilities 
____. WAITING PERIOD - the amount of time that must pass before a 117~~nibe1. is eligible to be covered for benefits under the 
terms of the P h i  
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BlueCross BlueShjeld 
of North Carolina 

MEMBER’S AUTHORI ION REQUEST FORM 
COMMERCIAL OPERATIONS / IDC 

You may give Blue Cross and Blue Shield of North Carolina (BCBSNC) written authorization to disclose your protected health 
information (PHI) to anyone that you designate and for any purpose. If you wish to authorize a person or entity to receive your 
PHI. please compfele the information below Comptetjon of this iorm will Dot change the way that BCBSNC communicates 
with members or subscribers. F o r  axamdo. wo wil/ send axplanation of benefits (€06) stelements to the subscriber. 

MEMBER WHOSE INFORMATlON WILL BE DISCLOSED: 

MEMBER’S FIRST NAME MI MEMBERS LAST NAME 
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At my request I authorize BCESNC to disclose Proteded Health Information to (entm name of person/entity W ~ O  will m i v e  member‘s PHIJ: 

Please provide the following information to the person you have authorized so that we may verify the person’s identity and authority to receive your PHI: 
(i) your subscriber ID number, (ii) your date of birth, and (iii) subscriber address. - 

I authorize BCBSNC to disclose the following PHI to the penonlentity listed above. CHECK ONLY BOXES THAT APPLY: 

c] ALL Inlormation Requested 0 Eruoilment lntwmation 0 Benefd information 0 Premium Paymenl Inlormalion Explanation of Benefits (EOB) Information 

0 All Claims Information 0 All Services horn a Specific Health Care Providnls) (List ProvKfer‘S Name): 

0 Othw (Pkasn List Sppcific PW and/or Date Ganges): - 
I f  y w  want to authorize someone to have access to your mental health or substance abuse PHI, please call the mental healttVsubstance abuse company’s 
telephone number on the back of your membership card lo requesi a separate authorization form from them 

NOTE BCBSNC will consider the effective date of th is authorization t o  be the date BCBSNC enters this authorization into its 
Commercial Operations business system. typicalfy five (5) days following receipt. 

If you would l ike this authorization to become effective on a date afler BCBSNC - 
enters the authorization into its system, please insert the date here: 

MWTH DAY YEAR 

I would l ike this authorization to expire o n  (enter date): [-I [--3 / [7 rl /[‘-I n rl r] OR 0 When my policy expires. 

(M no expiration date is provided, this authorfzation will expire twelve (12) months from the date of receipt.) 
_ _ _ _  

I understand that I may revoke this authorization at any time by giving BCBSNC written notice malled to the address below. However, il I revoke 
this authorization. I also understand that the revocs tb  wilt nnf sffeCl any action BCBSNC took in reliance on this authorization before BCBSNC 
received my mitten notice of revocation. 
I also understand th& BCBSNC will not condition the provision of health plan benefrts on this authorization. 
I elso understand that if the persons or entities I authorize to receive my PHI are not health plans, covered heatth care providers or health Cere 
clearinghwsos subject to the Health Insurance Portability and Accountability A d  (“HlPAAn) or other federal heatth inlormation privacy laws, they 
may turther dkclose the PHI and it may no longw bo protecied by HIPAA or federal health informatfon privacy laws 

MONTH DAY YfM 

tf signed by an individual other than the membw: 

Describe your authority to act for the member tag., power of attorney, court order, parent of minw child, ek): 

PWKT YOlJR NU NAME 

- 
NOTE pkase attach the legal documenl naming you as the personal representative if you have not previously submitted it to us. 

RETURN THIS AUTHORIZATION TO: Commercial Operations / IDC 
Blue Cross and Blue Shield of North Carolina 
P.O. Box 2291 Durham, NC 27702-2291 

E 5 1 6  1/04 An Independent I icenx-e of the Blue C ~ o r i  and Blue Shseld Assoctalton 
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This section provides a summary of your Blue Options benefits. A more complete description of your benefits is 
found in "Covered Services." General exclusions may also apply - please sce "What Is Not Covered?" AS yoL1 
review the "Summary Of Benefits" chart, keep in mind. 

Services subject to  a copuyrizent are not subject to clerluctible and coinsurance 
Copuyment amounts  are fixed dollar amounts the niemher must pay for some coveredservices 
Multiple ofice  visirs or emergency room visits on the same day may result in multiple copayments 
Coinsurance percentages shown in this section are the portion of the nllorved ar77ourz[ that the Plan covers 
Dehictilde and coinsirrnrzce amounts are based on the a/lowec/ amoiiiit 
Services applied to the cleductihle also count toward any visit or day maximums 
To receive in-nelwork benefits, you must receive care from a Blue Options in-nei~i~ork provider. However, in an 
emergency, or when in-network providers are not reasonably available as determined by BCBSNC's access to care 
standards, you may also receive in-network benefits for care from an out-oftierwork provider. Please see 
"0i:t-OfiNetwork Benefits" and "Etnergency Services" for additional information. Access to care standards are 
available on the BCBSNC Web site at www.bcbsnc.com/members/duke-energy or by calling BCBSNC Customer 
Service at the number listed on your ID Cord or in "Whom Do I Call?" 
If you see an  orit-of-network provider, you will receive out-of-network benefits unless otherwise approved by 
BCBSNC. 

Please note: The  list of in-network providers may change from time to time, so please verify that  the provicler is still in 
the Blue Options network before receiving caie. Find a provider on the BCBSNC Web site at 
www.bcbsnc.com/members/duke-energy or call BCBSNC Customer Service at the number listed on your ID cord or 
in "Whom Do I Call?" 

SPECIAL NOTICE IF YOU CHOOSE AN OUT-OF-NETWORK PROVIDER 

NOTICE Your actual expenses for covereclserricw may exceed the stated coiiiwrcmx percentage or 
copaytmnt amount because actual provider charges may not be used to determine the Plan's and iiieinher's 
payment obligations. For o i i t - ~ f - n e t i t ~ ~ r k  benefits. you may be required to pay for charges over the ullnived 
amoimI, in  addition to any copuvmerit or coin~~iiaiice amount. 

Benejitperiod January 1 through December 31 
Benefit payments are based on where services are received and how services are billed. 

In-network Out-o f-network 

_ _  Physician ______ I______._.____ Office Services ___ 

S e e  Outpatient Services for outpatient clinic or hospital-based services. Office visits for the evaluation and treatment 
of obesity are limited to a combined in- and out-of-network maximum of four visits per benefit period. 
Off ice Services 
Primary Care Provider $40 copayment $40 copayment 
Specialist $50 copayment $50 copayment 
Includes office surgery, x-rays and lab tests. 

CT Scans,  MRls ,  M R A s  and PET Scans 80% after deductible 80% after deductible 

Preventive Care 
Primary Care Provider 
Specialist 

$40 copayment 
$50 copayment 

$40 copayment 
$50 copayrnent 

Includes routine physical exams, well baby, well-child care, immunizations, gynecological exams, cervical cancer 
screening, ovarian cancer screening, screening mammograms, colorectal screening, and prostate specific 
antigen tests (PSAs). 

39 



Case NO. 2009-oozoz 

Page492 of 1661 
STAFF-DR-01-039 

SUMMARY OF BENEFITS (c0nt.i i 
In-network Out-of-network 

- Physician Office Services (m 
Short-term Rehabilitative Therapies $50 copayment $50 copayment 
Chiropractic Services $50 copayment $50 copayment 
Combined in- and out-of-networkbenefit period maximums apply to home, office and outpatient settings. 80 visits per 
benefit period for speech therapy, physical/occupationaI therapy, and chiropractic services combined 

Other Therapies 100% 100% 
Includes chemotherapy, dialysis and cardiac rehabilitation provided in the office. See Outpatient Services for 
other therapies provided in an outpatient setting 

Infertility and Sexual Dysfunction Services 
Primary Care Provider 
Specialist 

$40 copayment 
$50 copayment 

$40 copayment 
$50 copayment 

$50 copayment $50 copayment Routine Eye Exam 

@gen_f_Care Centers and Emergency Room 
Urgent Care Centers $50 copayment $50 copayment 
Emergency Room Visit $75 copay, then $75 copay, then 

If admitted to the hospital from the emergency room, inpatient hospital benefits apply to all covered services 
provided. If held for observation, outpatient benefits apply to all covered services provided If you are sent to the 
emergency room from an urgent care center, you may be responsible for both the emergency room coinsurance 
and the urgent care copayment. 

80% after deducQble 80% after deductible 

Ambulgtory Surgical-cen ter 80% after deductible 80% after deduc0ble 

Outpatient Services 
Physician Services 80% after deductible 80% after deductible 
Hospital and Hospital-based Services 80% after deductible 80% after deductible 
Outpatient Clinic Services 80% after deductible 80% after deductible 
Outpatient Diagnostic Services: 

performed alone 
Outpatient lab tests and mammography, when 
performed with another service 
Outpatient x-rays, ultrasounds, and other 
diagnostic tests, such as EEGs, EKGs and 
pulmonary function tests 
CT scans, MRls ,  M R A s  and PET scans 80% after deductible 
Therapy Services 80% after deductible 80% after deductible 
Includes short-term rehabilitative therapies and other therapies including dialysis; see Physician Office Services 
for visit maximums. 

Outpatient lab tests and mammography, when 100% 100% 

80% after deductible 

80% after deductible 

80% after deductible 

80% after deductible 

80% after deductible 
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SUMMARY OF B E N E F I T S ( c o n t . )  i. 
In-network Out-of-network 

Inpatient - -- Hospital Services 
Physician Services 80% after deductible 80% after deductible 
Hospital and Hospital-based Services 80% afler deductible 80% after deductible 
Includes maternity delivery, prenatal and post-delivery care. If you are in a hospital as an inpatient at the time you begin 
a new benefit period, you may have to meet a new deductible for covered services from doctors or other professional 
providers. 

Skilled Nursing Facilitl 80% after deductible 80% after deductible 
Combined in- and out-of-network maximum of 60 days per benefit period. Services applied to the 
deductible count towards this day maximum. 

Othe! Services 80% after deductible 80% after deductible 
Includes ambulance, durable medical equipment, hospice services, medical supplies, orthotic devices, private 
duty nursing, prosthetic appliances, and home health care Orthotic devices for correction of positional 
plagiocephaly are limited to a lifetime maximum of $600 

Lifetime -~ Maximum, Deductible, and-Coinsurance Maximum 
The following deductibles and maximums apply to the services listed above in the "Summary Of Benefits" unless 
otherwise noted 

Lifetime Maximum Unlimited Unlimited 
iJnlimited for all services, except orthotic devices for positional plagiocephaly, infertility and sexual dysfunction 
and substance abuse 

Deductible 
Individual, per benefit period $800 
Family, per benefit period $2,400 
Charges for the following do not apply to the benefit period deductible: 
0 inpatient newborn care for well baby 

mental health and substance abuse services. 

Coinsurance Maximum 
Individual, per benefit period $2,500 

Charges for the following do not apply to the benefit period coinsurance maximum. . 
Family, per benefit period $5,000 

mental health and substance abuse services. 

$800 
$2,400 

$2,500 
$5,000 
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In -network Out-o f-network 
__I 

.- Penalty For Failure To .- Obtain Certification 
Certain services require prior review and certification by BCBSNC in order to receive benefits. You are responsible for 
requesting or ensuring that your provider requests prior review by BCBSNC. Failure to  request prior review and 
receive certification may result in allowed charges being reduced by 50% or full denial of benefits. See 
"Prospective ReviewlPrior Review" in "Utilization Management." 

Prior review and certification by Magellan Behavioral Health are required for inpatient and outpatient mental health and 
SiJbstance abuse services, except for emergencies. Please see the number in "Whom Do I Call?" 

_____I Mental Health And Substance Abuse Services 
Prior review and certification by Magellan Behavioral Health are required for inpatient and outpatient services Please 
see the number in "Whom Do I Call?" 

Mental Health Office Services 
Combined in- and out-of-network limit of 30 office visits per benefit period. 

$50 copayment $50 copaymenf 

Mental Health InpatientlOutpatient Services 80% after deductible 80% after deductible 
Combined in- and out-of-network limit of 30 days per benefit period. 

Substance Abuse Office Services $50 copayment $50 copayment 
substance Abuse Inpatient/Outpatient Services 80% after deductible 80% after deductible 
Substance Abuse Benefit Period Maximum 
Substance Abuse Lifetime Maximum 

None 
$1 6,000 
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Prescription Drug Program 
The Duke Energy Medical Plan options include outpatient prescription drug coverage currently 
administered by Medco Health Solutions, Inc. (“Medco”). Medco is a national pharmacy benefit manager 
with participating retail pharmacies that include Wal-Mart, Rite Aid, Walgreens, CVS, and others. The 
prescription drug program can help you save on medically necessary prescribed medications at retail 
pharmacies and through Medeo By Mail, a home delivery pharmacy service. 

Through the prescription drug coverage, you can“ 

e 
Purchase up to a 30-day supply of prescription medications at a participating retail pharmacy. 
Use Medeo By Mail for up to a 90-day supply of prescription medications. 
Use online resources at ww.medco.com to order medications, check the status of your order(s), 
locate a participating pharmacy near you, and access useful health information. 
Reach Medco Member Services representatives, 24 hours a day, 7 days a week (except Thanksgiving 
and Christmas when holiday schedules apply) at 1-800-987-8361. Pharmacists are also available 
around the clock for medication consultations. 

0 

Medical Plan and Health Care Spending Account 
(Applicable on4 to active employees) 
The prescription drug program copays do not apply to your Medical Plan deductible or coinsurance 
maximum, if applicable If you have enrolled in a Health Care Spending Account (HCSA) and are eligible 
to access HCSA funds, you may pay any prescription drug annual deductible aniounts and copays with 
before-tax dollars by filing for reimbursement from your HCSA, using your HCSA debit card, or through 
the HCSA automatic reimbursement feature. 

&ail Prescription Drug Program Deductible for Catastrophic Coverage 
p t ion 

(Applicable oidy to ceriniii reiirees) 
If you are enrolled in the Medical Plan’s Catastrophic B coverage option. each covered individual has a 
$200 annual individual retail prescription drug deductible for prescription purchases made at participating 
retail pharmacies. The $200 deductible is separate from the Medical Plan’s Catastrophic B coverage 
option deductibk. Each covered person must meet the annual deductible before the prescription drug 
program copays apply to retail prescription drug purchases for that person. When you make retail 
prescription drug purchases at a participating pharmacy that are applied toward the prescription drug 
annual deductible, you will pay 100% of Mcdco’s negotiated price for the medication that you are 
purchasing.When you reach the point where the amount of a prescription drug purchase will allow you to 
mcet your annual deductible. you will pay the remaining amount of the deductible and the applicable 
copay amount. 

For example, if the amount of your prescription puichnse is $90 and there is $2.5 remaining to meet your 
annual deductible, you will pay $2.5, which is applied to the deductible, and the applicable copay amount 
for the purchase of the prescription drug. 

As you make prescription drug purr hases for each covered individual, the ieceipts you receive can help 
you track your progress towaid meeting the annual deductible foi each person You may also call 
Medco‘s Membei Services to determine the portion of the deductible that has been satisfied to date 

2 
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If you are enrolled in any option other than the Medical Plan’s Catastrophic B option, you are not 
required to satisfy an annual deductible before the prescription drug program copays apply to retail 
prescription drug purchases. 

Formulary 
Your prescription drug program includes a tiered formulary. A formulary is a list of commonly prescribed 
medications that have been selected based on their clinical effectiveness and opportunities for savings for 
the member and the Medical Plan. Due to the tiered formulary, your copay amount for prescription 
purchases will vary depending on whether your physician prescribes a generic, preferred brand-name or 
non-preferred brand-name medication. By asking your physician to prescribe generic or preferred brand- 
name medications, you can help control rising health care costs. 

To firid out whether a medication is included in the tiered formulary, visit Medco online at 
\nvw.Medco.com. If you are a first time visitor to the site, please take a moment to register. Please have 
your member number available. After you log in, click “Learn about formularies” in the “Prescriptions 
& benefits” section. Search for a specific drug to determine if it is on the formulary. A formulary guide is 
included in your Medco Welcome Kit and you may also call Medco Member Services and request that a 
formulary guide be mailed to your home. See the prescription drug program sumniary of benefits for 
more information about applicable copays for generic, preferred brand-name and non-preferred brand- 
name medication. 

Filling Your Prescription at a Retail Pharmacy 
You can f i l l  a prescription at a retail pharmacy for up to a 30-day supply. You will simply show your 
Medco ID card (with the Medco group number) at the time of your purchase. Afier niceting any 
applicable deductibles, you will pay the applicable prescription drug copay 

If you don’t identifv yourself to the pharniacist as a Mcdco participant, or if you go to a non- 
participating pharmacy, you will have to pay the full price whcn you pick up the prcscription and then 
submit a paper claim to Medco for reimbursement You will be reimbursed based on the Medco 
negotiated price for the medication, less any required deductible and copay. Retail phariiiacies that 
participate in the Medco retail pharmacy network fill prescriptions at an agreed upon discounted 
price. When you f i l l  prescriptions at a non-participating retail pharmacy, or do not identify yourself as 
a Medco participant, you may be charged a price higher than the negotiated pi ice and the result is a 
higher cost prescription to you. 
I f  you make a prescription drug purchase at a participating retail pharmacy and do not identify 
yourself as a Medco participant by presenting your Medco ID card and are required to pay ful l  price 
for the prescription drug purchase, generally, you have up to 14 days from the time your prescription 
was purchased to return to the pharmacy, present your Medco ID card and ask the pharmacist to 
submit the order using the original dispensing date. Please confirm that at the time you make your 
puichasc that you can return to have your purchase re-processed You may be entitled to a refund for 
the difference between the full price and your applicable deductible and copay. 1-his process will 
eliminate your need to submit a paper claim to Medco for rcinibursenien1.. 

e 
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Retail Refill Allowance (Mandatory Mail) After Three Retail Refills 
Generally, a maintenance medication is one that you take on a long-term basis such as those used for 
diabetes, asthma, high blood pi essure, high cholesterol or birth control. Under the Medical Plan’s 
prescription drug program, you must use Medco By Mail to receive prescription coverage benefits for 
your maintenance medication purchases. Here’s how it works. 

Beginning with the 4Ih retail f i l l  of a covered maintenance medication, you will pay the entire cost of 
that maintenance medication if you continue to purchase it at a participating retail pharmacy. 
However, if you use Medco‘s mail-order service, Medco By Mail, you will pay the applicable mail 
order copay amount for up to a 90-day supply. 
The first three times that you purchase each maintenance medication at a participating retail 
pharmacy, you will pay your participating retail pharmacy copay (for members enrolled in the 
Medical Plan’s Catastrophic B coverage option, the deductible must be met before the copay will 
apply). After that, you will pay the entire cost of each maintenance medication unless you choose to 
order through Medco By Mail 
You should continue to purchase your prescriptions for short-term use, such as antibiotics, at a 
participating retail pharmacy. You’ll pay the applicable participating retail pharmacy copay for up to 
a 30-day supply. 

- 

- 
The list of maintenance medications that are addressed by the Retail Refill Allowance provision is subject 
to change at any time Visit www.medco.com and click “Price a medication” to find out whether your 
medication is considered a maintenance medication and whether it is affected by any plan limits, or you 
may call Medco directly for mors information 

Usi~llg Medco By Mail 
Thc prescription drug piogram includes Medco By Mail, a home delivery pharmacy service, which offers 
a greatet discount on the cost of maintenance medication and a larger supply (up to a 90-day supply) per 
prescription. Refer to the Retail Refill Allowance section above for a description of what constitutes a 
maintenance medication. To itse Medco By Mail: 

I I 

2. 

Ask your- physician to prescribe your maintenance medication for up to a 90-day supply, plus 
refills for up to one year, i f  appropriate. 
Mail your prescription, along with an order form and the required copay, to Medco Order forms 
are available online on the Duke Energy Portal and at www.medco.com, or you may call Medco 
to request a supply oforder forms 
Once you have established your prescription through Medco By Mail, you can order refills 
online You will need to enter your member number (from your Medco ID card), enter the 
prescription number for the medication you wish to refill and verify your address A detailed 
summat y of your order, including costs, will be available for viewing online. Similar information 
\vi11 be included with yout prescription when i t  is mailed to you. 
You may also ask your physician to call 1-888-EASYRXI (1-888-327-9791) for instructions on 
how to fas the prescription Remember to give your physician your Member ID and Medco group 
nunibers (as shown on your Medco ID card); both numbers will be required tot. your prescription 
order. 

3 

4. 

I f  youi presc,ription is written lot. less than a 90-clay supply, the prescription will be filled in accoidance 
\\it11 the day supply you1 physician ordered, but you will pay thc entire Medco By Mail copay. If the 
mcclication is a federal legend. mainrenance medicarion, a Medco phat macist will rcview the prescription 
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and notify you if  the prescription is less than the maximum days’ supply available at mail. The pharmacist 
will offer to contact your physician on your behalf to obtain a new prescription. Please note there are 
certain situations that may preclude the pharmacist from contacting you directly, such as if the medication 
is a contiolled substance, a specialty drug, or a compounded prescription. 

Your prescription will be delivered to your home within 14 calendar days. With a Medco By Mail 
prescription, you will receive materials explaining the purpose of the drug, correct dosages and other 
helpful information. When a prescription is ordered using Medco By Mail, Medco will automatically 
dispense the generic equivalent if one is available and permissible by law, unless your physician has 
indicated that substitution is not allowed. 

Send mail order prescriptions to: 
Medco Mail Order Pharmacy 

PO BOX 650322, Dallas TX 75265 

Accredo Health Group - Medco’s Specialty Care Pharmacy 
Specialty medications are typically injectable medications administered either by you or a healthcare 
professional, and they often require special handling 

Corirliiioris orirl tlicr(ipics$)r which specinltv niediriifions (ire typically used irtclude: 
Age-related macular degeneration 
Alpha- 1 proteinase deficiency 
Anemia 
Anti-infective therapy 
As t lima 
Cancer 
Cy5tic fibrosis 
Deep vein thrombosis 
Fabry disease 
Gauche1 disease 
Growth hot tiione deficiency 
Hemophilia 
Hepatitis C 
Hereditary tyrosinemia 
HIV 
Hyperparathyroidism 

Immune deficiency 
Infertility 
Insulin-like growth factor therapy 
Iron chelation therapy 
Mucopol ysaccharidosis 
Multiple sclerosis 
Neutropenia 
Osteoarthritis 
Osteoporosis 
Parkinson disease 
Pompe disease 
Psoriasis 
Pulmonary hypertension 
Respiratory syncytial virus 
Rheumatoid arthritis 

Tlndet your pi escription dt ug program. some specialty medications may no/ be covered at participating 
retail pharmacies or through Medco By Mail. but instead may only be covered when ordered through 
Acrredo HeirlilJ Crimp. Medco’s specialty care pharmacy Accredo is dedicated to helping you meet the 
particular needs and challenges of using specialty medications, many of which require injection or special 
handling. Services include 

e 

e 

o Refill reminder calls 

Toll-free access to specially trained phatmacists 24 hours a day, 7 days a week 
Personalized counseling f m i i  our detlicared team of registered nurses and pharmacists 
Expedited, scheduled delivety 0 1  youi nicdications at no extra charge 
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Coordination of home care and other healthcare services 
Free supplies, such as needles and syringes, to administer your medication 

To find out whether any of your specialty medications need to be ordered through Accredo, please call 
Medco Member Services at the toll-free number on your prescription drug ID card. 

Medicare Part B Medications 
(Applicable onlj lo Medicare Part B erirollees) 
If you are eligible for Medicare Part B coverage and use a participating Medicare Part B retail pharmacy. 
you may not have to incur out-of-pocket expenses for your Medicare Part B-eligible medications and 
supplies*. Medicare Part B-eligible prescriptions niay be filled through the Medco By Mail mail-order 
pharmacy or at a participating Medicare Part B retail pharmacy. In either case, the pharmacy will verify 
coverage and file your prescription claims with Medicare, and bill you if any balance is due. For more 
inforrnation about Medicare Part B coverage, call Medco Member Services toll-free at 1-800-987-836 1 ~ 

or visit \vwv.Medco.com. 

* Medicni-e Pari B coverage will begin onlv r7fiei. you have paid your Medicare dehrclihle 

Some of the medications and supplies typically covered by Medicare Part B include” 

0 

0 

0 

Diabetic supplies (test strips, meters) 
Medications to aid tissue acceptance fi om Medical e-covered organ transplants 
Certain oral medications used to treat cancer 
Certain medications used in situations where (he kidneys have completely failed 

It you have Medical-e Pait B coverage, you will be able to fill prescriptions like these in one of two ways: 

0 Medicare Part  B Mail-order Ylarmacy-When using mail order for your medication or supply 
needs, you will initially send your prescription to Medco By Mail. Then, depending on the type of 
medication 01 supply requested, Medco By Mail will transfer your prescription information to one of 
two Medicare Part B participating mail-order pharmacies-Liberty Medical or Accredo Health 
Group. Medco’s specialty care pharmacy Both Liberty and Accredo have extensive experience with 
Medicare Part B and will support the dispensing and billing of your prescriptions. They will verify 
coverage, file your prescription claim with Medicare, and bill you for any balance due. Depending on 
the covered medications or supplies that you need, L.iberty or Accredo will mail your Medicare Part B 
medications and supplies directly to you and provide instructions for obtaining refills. 
Medicare Part  B Retail Pharmacy-When using a participating Medicare Part B retail pharmacy 
for your Medicare Part B medication or supply needs, you will be asked to present your Medicare 113 
card Thc participating Medicare Part B retail pharmacy will work with you to bill Medicare on your 
behalf, Most independent pharmacies and national chains are Medicare providers. If you want to 
locate a retail pharmacy that i s  a Medicare Part B provider, visit the Medicare website at 
\vww. m ed i ca re. gov. 

0 

Medicare Part B Coordination of Benefits processing is available and coordinated by the Part B 
providers The provider will submit c.lainis on behalf of the member to Medicare for processing as 
primary. Once payment i s  received from Medicarc. the Part I3 provider will submit a secondary claim to 
Medco anrl the claini will process under the secondary benefit. if that is offered (for example, Medicare 
would pay SO% of the claim as primaiy, and the client would pay 20% of the claim as secondary). 

6 
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A word about prescriptions covered by Medicare Part B 
For more details about which medications or supplies are Medicare Part B-eligible and to learn more 
about your Medicare coverage. 
* 
* 

Visit the Medicare website at www.medicare.gov. 
Call Medicare Customer Service at I 800 MEDICARE ( 1  800 633-4227). 

Drug Utilization Reviews 
Drug utilization reviews may help you guard against drug interaction problems that can occur, for 
example, when medications are prescribed by more than one physician. When your prescriptions are tilled 
through Medco By Mail or at a participating retail pharmacy (using your Medco ID card), they are 
reviewed for any potential drug interactions. Phis review i s  especially important if you or your covered 
family members take several medications or see more than one physician. If there is a question about your 
prescription, a registeied pharmacist may contact your physician before dispensing the medication to 
discuss any alternatives and recommendations. You will be notified of any change in your prescribed 
medication. Your doctor makes the final decision on all of your prescription medications. 

Generic Drugs 
For prescription medicalions. the brand-name is the product name under which a drug is advertised arid 
sold.. Generic equivalent medications contain the sanie active ingredients and are subject to the same rigid 
FDA standards for quality, stmigtli: and purity as their brand-name counterparts. Generally, generic drugs 
cost less than a brand-name drug Whenever appropriate, you should ask your pliysician to prescribe 
generic drugs. Sometimes your physician may prescribe a medication as “dispense as written’’ when a 
preferred brand-name or generic equivalent drug is available As part of your prescription drug program, 
the pharmacist may discuss with your pliysician whether an equivalent generic or pieferred brand-name 
drug might be appropriate for you. The final decision on your medication always rests with you and your 
physician, even if that decision results in a higher cost to you I’br you1 prescription medication. 

Covered Expenses 
The following are covered expenses unless listed as an exclusion below: 
0 

0 

0 

0 

% 

* 
* 
D 

m 

e 

0 

0 

e 

Federal Legend Drugs 
State Restricted Drugs 
Compounded Medications of which at least one ingredient is a legend drug 
Insulin 
Needles and Syringes (covered at a $0 copay) 
Over-the-Counter ( O K )  Diabetic Supplies (lancets, insulin syringes and needles ale covered at $0 

Oral, Pransdermal, Intravaginal and Injectable Contraceptives 
Drugs to Treat Impotency (all  dosage forms except Yohinibine) for males age 18 and over 
Yoliimbinc (covered without the limits that exist for other impotency products) 
Inhaler Assisting Devices 
Peak flow meters 
Synagis/Respigam 
I-1 e mo ph i I i a F ac t ors 
Ferlility Agents (100% covered after standard copay. up to [S?L500 per person per lifetimel then 
member pays 50% of the cost of the drug) 
Z.yban and Chantix ( l imi t  of 180 days of therapy per year and 360 days of thei-apy pel. lifetime) 

COPY) 
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e Substance abuse treatments 
0 Dental Fluoride Products 
0 

e 

Anti obesity Agents (covered Medco By Mail only) 
Products packaged as greater than a 30 days supply are covered at mail only 

Coverage limits for Certain Medications 
Your prescription drug program may have certain coverage limits. For example, some quantities may be 
limited or some prescriptions require a coverage review. Examples of drugs with limitations or requiring 
coverage review a i  e Provigil, Hurnan Growth Hormones, lmpotency Products, and Proton Pump 
Inhibitors (Prevacid, Protonix. Acipliex, Zegcrid) Refer to www.Medco com or call mernher services at 
1-800-987-8361 for details 

Dispensing Limits 
e The amount of drug which i s  to be dispensed per prescription or refill (regardless of dosage form) will 

be i n  quantities prescribed up to a 30-day supply at a participating retail pharrnacy and up to a 90-day 
supply through Medco By Mail 
Thalomid limited to a 28 day supply at both retail and Medco By Mail e 

xcllluded Expenses 
The following ale excluded from coverage unless specilically listed as a benefit under "Covered 
E.xpenses." 
6D 

0 

e 

ID 

e 

e 

e 

0 

0 

e 

e 

e 

ID 

e 

e 

* 

0 

0 

1Von-Federal L.egend Drugs 
Non-systemic contraceptives, devices 
Smoking Deterrents (except as listed above) 
Nutritional Supplements 
Ostomy Supplies (covered under the Medical Plan) 
Glucowatch Products 
Anti-obesity meds at retail 
Mi feprex 
Therapeutic devices or appliances (including Diabetic Pumps and supplies. which ai-e covered as a 
medical expense under the Medical Plan) 
Drugs whose sole purpose is to promote or stimulate hair growth or for cosmetic purposes only 
Allergy Serums 
Biologicals, Immunization agents or Vaccines 
Blood or blood plasma products 
Drugs labeled "Caution-limited by Federal law to investigational use," or espcrimental drugs, even 
though a charge is made to the individual 
Medication for which the cost is recoverable under  any Workeis' Compensation 01' Occupational 
Disease Law 01 any State or Governmental Agency, or medication furnished by any other Drug or 
Medical Service lor which no charge is made to the member 
Medication which is to b e  taken by or administered to an individual. in whole or in part. while he or 
she is a patient in a licensed hospital, rest hoine, sanitarium, estended caw lhcility, skilled nursing 
facility, convalescent hospital, nursing homc or similar institution which opeiates on its premises or 
allows to be operated on its preinises, a facility for dispensing pharmaccuticals 
Any prescription refilled in escess o f  the nuniber of refills specified by the physician. 0 1  any refill 
dispensed after one year from the physician's original order 
Charges for the administration or in,jection of any drug 
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Coordination of Benefits for the Prescription Drug Program 
Under the prescription drug program, Medco will not coordinate benefits for pi escription drug expenses 
with other coverage you may have. That is, if you and/or your covered family rneinbeis have prescription 
drug coverage under another plan, you may submit your prescription drug claims to whichever plan you 
choose. For example, if your spouse/domestic partner’s medical plan does not rover prcscription diugs or 
requires a deductible and coinsurance, you may want to use your Medco ID Card, instead of your 
spouse/domestic partner’s plan, to obtain your prescriptions 

Please Note: Medco does coordinate benefits for Medicare Part B. Please see section titled 
“Medicare Part B Medications” for more details. 

How to File a Prescription Drug Program Claim 
When you f i l l  your prescription at a participating retail pharmacy and identify yourself as a Medco 
participant, you will not have to file a claim form. At the time your prescription is tilled. you will have to 
pay the applicable deductible. if any. and the copay. 

If you do not identify yourself to the pharmacist as a Medco participant, or if you do not use a 
participating pharmacy, you will need to file a claim for reimbursement of youi piescription d rug  
expenses through Medco. When you submit your claim, attach your original rcccipts and mail your claim 
to the address shown on the form. An original receipt should show the date, the cost, the strength, 
quantity, and days supply of medication, the name of the medication, prescriplion number and NDC 
number. When you submit an original receipt, keep a copy for your records. Claim reimbursement is 
limited to Medco’s discounted price less any required deductible and copay. Medco will considcr claims 
for payment, provided your prescription claim is filed within 1.5 months Kroin the date o f  service. Claims 
filed after 1.5 months from the date of service will not be considered for payment For csamplc, if you 
purchase a prescription medication on January IS, 2009, from a non-participating pharmacy. you must 
file your claim by April 1.5, 2010, to receive reimbursement for your expenses. Duke E,rlergy offers new 
Medco prescription participants a 45-day grace period for prescription drug claims purchased at fu l l  cost 
in situations where the prescription ID card was not used. The grace period allows membcrs to be 
reimbursed at loo%, less the applicable deductible and copay, for paper claims submitted within 45 days 
from a participant’s initial eligibility effective dale with Medco. For example, a participant who‘s initial 
effective date with Medco is January 1, 2009 would have 4.5 days (until February 14. 2009) to submit 3 
paper claim for medications puichased at full cost (no prescription ID card used) regardless of whcther 
the pharmacy was a participating or non-participating. 

To obtain a claim form. call Medco Member Services at 1-800-987-8361. or go online to 
wvnv.medco.com 

Submit claim f o r m  to: 
Medco Health Solutions, Inc. 

PO Box 14711 
Lexington, K Y  40512 

9 
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Reviews & Appeals 
Medco will notify you or your representative of the determination within 15 days after receiving the 
request. However. if more time is needed to make a determination due to matters beyond Medco's 
control, it will notify you or your representative within 15 days after receiving the request. The extension 
notice will include the date a determination can be expected, which will be no more than 45 days after 
receipt of the request 

If more time is needed because necessary information is missing from the request, the notice will also 
specify what information is needed. The determination period will be suspended on the date Medco sends 
such a notice of missing information, and the determination period will rcsunie on the date you or your 
representative responds to the notice. You will have 45 days to respond to the request for information 

Notice of Adverse Determination 
In the event of an adverse benefit determination, in whole or in part. you (or your authoriied 
representative) will be notified of the adverse deterinination in writing. 

An adverse benefit determination is a denial, reduction or termination of, or failure to provide or make 
payment (in whole or in part) for, a plan benefit An adverse benefit detemiination notification for any 
prescription drug plan claim will contain. 

0 the specific reason or reasons for the adverse determination, 

reference to the specific plan provisions on which the deterinination is based; 

a description of any additional material or information necessary to perfect the claim and 

a description of the prescription drug program's review procedures and the time limits 

0 

0 

an explanation of why such material or iriformation is necessary, 

0 

applicable: including a statement of a claimant's rights to bring a civil action under 
section 502(a) of ERISA following an adverse benefit determination on appeal; and 

a upon request and flee of charge, a copy of any internal rule, guideline. protocol or other 
similar criterion that was relied upon in making the adverse determination regarding your 
claim. 

When You Have a Coniplaint or an Appeal 
If your claim is denied, you may request a full review by Medco within 180 days of the date of the 
adverse benefit determination. Your written letter of appeal should include the following. 

0 your name and member ID number; 

you' doct0r.s name and telephone number; 

the name of the medication; and 

any additional information from your pharmacy or medical provider that \b i l l  assist 

0 

e 

0 

Medco in completing its review of your  appeal, such as documents, records, questions or 
comments. 

Documents. iecords, wrilten comments, and other information in support of your appeal should 
accompany your rcquest. This information will be considered by Medco in reviewing your  claim. Yoti 
may I cquest reason;ihle access to copies of all documents, records, and other information relevant to your 
claim. Medco will revicw your claim without granting any deference to the initial decision regarding 
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your claim. Also, no reviewer may be a person that was involved in niakjng the initial decision regarding 
your claim, or a subordinate to that person. Your appeal should be mailed to: 

Meclco Health Solutions of Irving 
81 1 1  Royal Ridge Parkway 

Irving TX 75063 
1-800-987-8361 

Medco will notify you of its decision on your appeal within 15 days of its receipt of yout request for 
review. 

Notice of Benefit Determination on Appeal 
Every notice of a determination on appeal will be provided i n  writing or electronically and. i f  an adverse 
determination, will include: 

m 

m 

the specific reason or reasons for the adverse determination; 

reference to the specific plan provisions on which the determination is based; 

0 a statement that the claimant is entitled to receive, upon request and free of charge, 

a statement describing any voluntary appeal procedures offered by the prescription drug 

upon iequest and free of charge, reasonable access will be provided to copies of any 

reasonable access to and copies of all documents, records, and other relevant information: 

0 

program and the claimant’s right to bring an action under ERISA section 502(a): 

0 

internal rule, guideline, protocol or other similar criterion that was relied upon in making 
the adverse determination regarding your appeal. 

Second Level Appeal Process 
l f  your claim is denied on appeal, you have a right to bring a second appeal A second appeal should 
contain the information and  should be submitted to the address described in “When You Have a 
Complaint or Appeal” above. Medco will notify you of its decision on your appeal within IS days of 
your request for a second review Every notice of a determination on appeal will be provided in writing 
or electronically and, i t  an adverse determination, will include the information listed in “Notice of Benefit 
Determination on Appeal” above. 

You also have the right IO bring a civil action under Section 502(a) of ERISA if you are not satisfied with 
the decision on review You or Duke Energy may have other voluntary alternative dispute resolution 
options such as mediation One way to find out what may be available is to contact your local IJ S 
Department of 1-3bOr office 

Legal Action 
You have the right to bring a civil action under section 502(a) of ERISA if you are not satisfied with the 
outcome of the Appeals Procedure Yo11 may not initiate a legal action until you have completed the first 
and second level appeal processcs NO legal action may be brought more than one year following a final 
decision on the claim under the appeal processes I f  a civil action is not filed within this period, your 
claim will he deemed permanently waived and abandoned, and you will be precluded from reasserting it 



Case No. 2009.0D202 

Page 506 of 1661 
STAFF-DR-01-039 

Discretionary Authority 
The authority to decide initial claims for prescription drug program benefits under the prescription drug 
program and denied claims for prescription drug benefits on review under the prescription drug program 
includes the full power and discretion to interpret prescription drug program provisions and to make 
factual determinations, with Medco’s decisions, interpretations and factual determinations controlling 
Requests for information regarding individual claims, or a review of a denied claim, are to be directed in 
writing and properly addressed to Medco at the address listed above 
Cali Medco Member services for additional information regarding the appeals process. 

This is a guide of covered expenses and expenses not covered under the prescription drug program. For 
more information about applicable deductibles. copays and plan limits, please call Medco Member 
Services or visit www.Medco.com For more detailed information on the Medical Plan, refer to the Duke 
Energy Medical Plan General Jnforniation Booklet and BCBSNC Benefits Booklet sections of this 
Summary Plan Description The official plan documents govern plan provisions and payinent of plan 
benefits 

I2 
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SUMMARY OF PRESCRIPTION DRUG BENEFITS 

$0 Annual Deductible (per person*) - 
uppiies io retail pliarniacy purchases 

Prescription Drug Co-pays 

Mail Order 
(up to a 90-day supply) I Retail Pharmacy I (up to a 30-day supply) You must show votrr Medco ID card 

Generic $20 $SO 

Preferred Brand $40 $100 

Norm-Preferred Brand $60 $150 
'There is no annual familV prescription drug deductible 
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Medical Plan Benefi ts 

Enhanced Exclusive Provider Organization (€PO) option 

Duke 
Energy, 
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Inside you will find: 
e SECTION I :  Duke Energy Medical Plan-General Information 

SECTION It: BCBSNC Benefit Booklet (includes Summary of 
Medical Benefits) 

e SECTION 111: Medco Prescription Drug Guide 

e SECTION IV: Summary of Prescription Drug Benefits 
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The Duke Energy Medical Plan 
General lit formation 
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PORTANT NOTICE 

This General lnfonnation booklet for The Duke Enerw Medical Plan (“Medical 
Plan”) provides information that is applicable to all Medical Plan coverage 
options. This booklet addresses eligibility for coverage under the Medical Plan, 
how to enroll, opportunities to make mid-year election changes, when coverage 
ends and how you and your covered dependents may be able to continue 
coverage if it ends. It also contains information such as who provides coverage, 
who administers the Medical Plan, who decides claims for benefits, ERISA rights 
and Duke Energy Corporation‘s right to amend or terminate the Medical Plan. 

The attached Medical Plan booklets and summaries of benefits describe your 
Medical Plan benefits, applicable deductible, co-pay and co-insurance 
information, how to submit a claim for Medical Plan benefits and other important 
information about your Medical Plan. 

This General Information booklet, together with the Medical Plan booklets and 
summaries of benefits. is the Summary Plan Description (SPD) for the Medical 
Plan as of January 2009 and replaces all prior descriptions of the Medical Plan 
It is intended to provide an easy-to-understand explanation of your benefits. 
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Medical Coverage Availability 

Duke Energy Corporation (“Duke Energy”) offers you and your eligible dependents a 
comprehensive Medical Plan with coverage administered by the claims administrators identified 
in your Medical Plan benefits booklets (the “Claims Administrators”). The Medical Plan includes 
medical, surgical, hospitalization, pharmacy, wellness and disease management benefits. 

Based on your location and employee or retiree group, there are various Medical Plan coverage 
options available, such as exclusive provider organization (EPO), preferred provider organization 
(PPO) and high-deductible health plan (HDHP) options. If you do not have adequate access to 
network providers, you may qualify for out-of-area (OOA) options that mirror the PPO options. 
All of the Medical Plan options are designed to help you pay for health care expenses. 

myHR Service Center 

If you have any questions about the Medical Plan or the information in this General Information 
booklet, contact the myHR Service Center at 1-888-465-1 300. Representatives are available 
Monday through Friday, 8.00 a.m. to 8.00 p.ni., Eastern Time. Information is also available 
through the Your Benefits Resourcesn’ (YBR) Web site at http://resources hewittxodduke- 
energy. 

Eligibility 

Eligible Employees 

Generally, you are eligible for coverage under the Medical Plan on your first day of active work 
as an eligible employee (provided you enroll within 31 calendar days of the date you become an 
eligible employee). 

To be an eligible employee, you must be identified in and paid through Duke Energy’s payroll 
system as an employee of Duke Energy or an affiliated Duke Energy company that is 
participating in the Medical Plan (collectively referred to with Duke Energy as the “Company”) 
and you must be classified by your Company as a: 

Regular employee; or 

Fixed-term employee. 

Generally, you are a regular employee if you f i l l  a regular position that is typically Ionger than 
180 days in duration, and you are a fixed-term employee if you are hired for a position for a 
specifically defined time frame, duration of a project (usually one year or less), until services are 
no longer needed, or until the work goes away. 

You are not eligible to participate in the Medical Plan if you are: 

a non-resident alien with no US. source income; 

not on a LJ”S“ payroll of the Company; 

covered by a collective bargaining agreement, unless the collective bargaining 

* 

agreement in effect expressly provides for participation in the Medical Plan (a 

http://resources
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copy of your applicable collective bargaining agreement can be obtained from 
your union steward, union hall, Duke Energy Labor Relations contact or 
immediate supervisor); 

individual whose employment is governed by a written agreement (including an 
offer letter setting forth terms and conditions of employment) that provides the 
individual is not eligible for benefits (a general statement in the agreement, offer 
letter or other communication stating that the individual is not eligible for 
benefits is construed to mean that the individual is not eligible to participate in 
the Medical Plan); or 

0 an individual who has waived eligibility though any means, including an 

e a temporary employee, a seasonal employee or any other employee who is not a 
regular employee or fixed-term employee. 

In some circumstances, an individual who provides services to the Company under an agreement 
that identifies the individual as an independent contractor or through a third party (such as a 
contracting services firm, temporary agency or leasing organization) may be considered a 
Company “employee” for certain purposes under the law, such as tax withholding. Such an 
individual is not paid through the Company’s payroll system and is not eligible for the Medical 
Plan. 

International Assignment 

When you are assigned by your Company to work outside the U S .  for a period that is initially 
expected to last at least nine consecutive months, you will cease to be eligible for the Medical 
Plan options available to employees on lJ.S domestic assignment. 

Instead, you will be eligible for the Medical Plan’s special international assignment coverages. 
Tliesc coverages are described in a special booklet and not in the Medical Plan’s General 
Information booklet or the other Medical Plan booklets. 

Eligible Retirees 

I f  your employment terminates on or after January 1,  2009, to be eligible for retiree coverage 
under the Medical Plan, at terniination of employment you must: 

be employed by a Company that offers access to retiree coverage under 
the Medical Plan; and 

e be at least age 50 and credited with at least 5 years of retiree eligibility 
service. 

Contact the myHR Service Center if you want to know if a particular Company offers access to 
retiree coverage under the Medical Plan. 

I f  your Company employment terminated before January 1 ,  2009, your eligibility for retiree 
coverage is governed by the eligibility rules in effect at that time. 

2 
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If you enroll for coverage for yourself, you may be able to  elect coverage for your eligible spouse 
and/or child(ren). If you are a L,egacy Duke employee’ who retires on or after January 1, 2006, 
you may be eligjble io elect coverage for your eligible domestic partner. If you are a Legacy 
Duke employee who retired before January 1, 2006, or if you are a L,egacy Cinergy retiree*, you 
are not eligible to elect coverage for your domestic partner. Please refer to the sections Enrolling 
in the A4edical Plan - Eligible Retirees and Mid-Year Coverage Changes for additional 
information ~ 

Duke Energy Corporation reserves the right to amend, modify or terminate retiree coverage 
offered under the Medical Plan at any time, including termination of eligibility. 

Eligible Dependents 

When you enroll for certain coverage, you may elect to cover your eligible dependents, which 
may include: 

e your eligible spouse 

* your eligible domestic partner5 

e your eligible child(ren)’ 

Spouse Eligibility 

Your spouse, eligible for coverage as a dependent, is a person to whom you are legally married 
under applicable law, which may include “common law marriage.” 

Generally, for health coverage of a taxpayer’s spouse to be tax-free to the taxpayer, the spouse 
must be recognized as such under applicable state law, which may include “common law 
marriage,” and the spouse must meet the federal tax requirement of being a person of the opposite 
sex who is the taxpayer’s husband or wife. 

’ When used in this booklet, the term “Legacy Duke’‘ refers to an individual who ( I )  terminated 
employnient with Duke Energy Corporation, a North Carolina corporation, and its affiliates prior to the 
merger of Cinergy Corp. and Duke Energy Corporation, a North Carolina corporation, (2) was employed 
by Duke Energy Corporation, a North Carolina corporation, and its affiliates immediately prior to such 
merger or ( 3 )  except as providcd in footnote 2 below, was hired following such merger by a payroll 
company that was affiliated with (or has been designated as having been affiliated with) Duke Energy 
Corporation, a North Carolina corporation, immediately prior to such merger. 

employment with Cinergy Corp. and its affiliates prior to the merger of Cinergy Corp. and Duke Energy 
Corporation, a North Carolina corporation, (2) was employed by Cinergy Corp. and its affiliates 
immediately prior to such merger, ( 3 )  was hired following such mcrger by a payroll company that was 
affiliated with (or has been designated as having been affiliated with) Cinergy Corp.. immediately prior to 
such merger or (4) was hired by Duke Energy Business Services, L.LC on or after July I ,  2008 at a work 
location such that he or she would have been employed by Duke Energy Shared Services, Inc. if he or she 
was hired to work at such location immediately prior to July 1,2008 and he or she is so designated as 
Legacy Cinergy in accordance with rules prescribed by the Plan Administrator. 

See E/igib/e Reiiree,s for information regarding eligible retirccs’ ability to elect coverage for a domestic 
partncr 
’ A child of divorced parents will generally be recognized by Section 152(e) of the Internal Revenue Code 
as a &pendent of both parents for purposes of coverage under the Medical Plan. 

When used in this booklet, the term “Legacy Cinergy” refers to an individual who (1) terminated 
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By enroIling a spouse, you represent that the individual meets these requirements. You must 
immediately drop coverage for a spouse who no longer meets these requirements. 

Domestic Partner Eligibility 

If you are an active employee" enrolled in Medical Plan coverage, you can elect coverage for 
your eligible same- or opposite-gender domestic partner. You and your domestic partner must 
continuously : 

0 be in an ongoing, exclusive and committed relationship with one another of 
mutual caring and support, in which each is responsible for the other's welfare 
and which is intended to continue indefinitely: 

e be at least 18 years old and mentally competent to enter into a legal contract; 

reside together in a joint household for the preceding 6 consecutive months: 

share financial obligations of, and be ,jointly responsible for, the joint household; 

not be legally married to or legally separated from anyone else, and not be in a 

not be blood relatives to a degree where marriage would be prohibited 

0 

e 

0 

domestic partnership with anyone else, and 

0 

Child Eligibility 

Your child is: 

your biological child; or 

your legally adopted child. including a child placed in your home for adoption by 
you as long as the child remains in your home and the adoption procedure has not 
been terminated (a legally adopted child will not qualify as a dependent if the 
child has reached age 18 as of the date of adoption or placement for adoption); or 

a stepchild for whom you or your spouse has full or joint custody or managing 
conservatorship; or 

any other child related to you by blood or marriage or for whom you or your 
spouse has court-appointed legal guardianship or managing conservatorship, who 
is living in  your household on a substantially full-time basis, who you claim as a 
dependent for federal income tax purposes, and with whom you have a regular 
parentkhild relationship. 

In addition to meeting the above requirements, a child must also meet the following eligibility 
criteria: 

e Unmarried; and 

e Primarily dependent on you for support; and 

Less than age 19 if not a full-time student. or 0 

L. See Eligible Reffrees for information regarding eligible retirees' ability 10 elect coverage for a domestic 
partner. 
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0 Less than age 25 if a full-time student at an accredited educational institution 
taking nine or more hours per term; or 

while enrolled in the Medical Plan and before reaching the applicable limiting 
age of 19 or 25 and continuously remains incapacitated and enrolled in the 
Medical Plan; or 

date of employment with the Company, was enrolled in the Medical Plan as of 
your employment date and continuously remains incapacitated and enrolled in 
the Medical Plan. 

In addition, your child must meet the Internal Revenue Code requirements for tax-free health 
coverage to be eligible for coverage in the Medical Plan. 

e Any age if he or she became physically or mentally incapable of self-support 

e Any age if he or she was physically or mentally incapable of self-support on your 

By enrolling a dependent child, you represent that the individual satisfies these requirements. 
You must immediately drop coverage for a dependent child who no longer meets these 
requirements. 

An eligible child can only be covered by one Company employee or retiree. 

Employee and Retiree Couples 

No one may be considei,ed as a dependent of more than one employee or more than one retiree 

Verification of Dependent Status 

You map be required to provide evidence of dependent eligibility, such as, but not limited to, a 
marriage license, divorce decree, birth certificate, court order, adoption papers, 
certificate/affidavit of common-law marriage or proof of joint residency. Verification of a 
dependent child’s full-time student status may be requested at age 19 and each year beyond age 
19. 

To continue coverage beyond age 19 for a child who is physically or mentally incapable of self- 
support, you must provide evidence of your child’s incapacity to the applicable Claims 
Adniinistrator. The apptication can be obtained by contacting the myMR Service Center. You 
may be required periodically to provide evidence of the child’s continuing incapacity. 

If a Dependent Becomes Ineligible 

If a covered spouse, domestic partner or dependent child becomes ineligible for coverage during 
the year (for example, if your child graduates from college), the individual(s) who become(s) 
ineligible for coverage will be dropped from your coverage 

You must immediately report that any dependents should be dropped froin coverage due to a loss 
of eligibility within 31 calendar days of the loss of eligibility. When you report a dependent’s 
loss of eligibility within 3 1 calendar days of the loss ofeligibility: 

* The dependent’s coverage ends at midnighl on the last day of the month 
in which the dependent loses eligibility for coverage; and 
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e Changes to your contribution amounts will be made as soon as 
administratively practicable after the date on which you notify the myHR 
Service Center that your dependent is no longer eligible. 

If you do not inform the myHR Service Center of a covered dependent’s ineligibility within 31 
calendar days of the loss of eligibility: 

B The dependent’s coverage ends at midnight on the last day of the month 
in which the dependent loses eligibility for coverage, 

0 No changes to your coverage level. if applicable, may be made until the 
next annual enrollment period or, if earlier, the date you experience 
another worWlife event which allows you to change your Medical Plan 
elections (this means that you must continue to pay for the dependent’s 
coverage through the end of the year in which the dependent loses 
eligibility for coverage even though he or she is no longer covered, 
unless you experience another work/life event which allows you to 
change your Medical Plan elections). 

0 The coverage provided while pour dependent is ineligible will be 
considered as part of the individual’s COBRA coverage period (this 
period begins on the first day of the month following the month in which 
eligibility is lost); and 

* COBRA contributions (102% of the total cost) will be required to pay for 
the coverage received since the end of the month in which eligibility was 
lost if the individual elects continuation of coverage under COBRA. 

To drop coverage for ineligible dependents, go to the myHR link on the Duke Energy Portal or 
contact the myHR Service Center. 

The Company reserves the right to seek recovery of any benefits paid under the Medical Plan to 
your ineligible dependents. 

Enrolling in the Medical Plan - Eligible Employees 

When You Are First Eligible 

When you are eligible to enroll as an employee, you will make your Medical Plan elections using 
an online enrollment tool. You will receive additional information about the online enrollment 
tool when you become eligible. 

Lf you have questions or need assistance in making your Medical Plan elections, contact the 
rnytIR Service Center 

When you enroll i n  the Medical Plan as an eligible employee, based on the dependent(s) that you 
elect to cover, if any, your coverage level will be one of the following: 

e Individual Only 
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e Individual + Spouse/Domestic Partner 

e Individual + Child(ren) 

e Individual + Family (spouse/dornestic partner and child(ren)) 

You must make your election within 3 1 calendar days of becoming eligible for coverage. 

You may also decline coverage altogether. 

During Annual Enrollment 

Each fall you will have the opportunity to change your Medical Plan elections for the following 
plan year, including changing your coverage option or electing to drop or add eligible dependents. 
This is “annual enrollment.” You will receive information and instructions each fall about annual 
enrollment. 

Other Opportunities to Enroll 

Under the provisions of the Health Insurance Portability and Accountability Act of 1996 
(HIPAA), you can enroll yourself and your eligible dependents for coverage under the Medical 
Plan during the year if: 

0 You or pour dependent had other coverage under another health plan or health 
insurance at the time the Medical Plan was previously offered lo you; and 

You did not enroll in the Medical Plan; and 

You or your dependents lose such other coverage and are otherwise eligible for 
coverage under the Medical Plan. 

0 

0 

To enroll for Medical Plan coverage, the following conditions must be satisfied: 

m The other coverage was: 

- llnder a federal continuation provision (COBRA) and the continuation 
period for the other coverage was exhausted. (COBRA coverage is 
considered exhausted when it ceases for any reason other than either 
failure of the individuals to pay contributions on a timely basis or for 
cause (fraudulent or intentional misrepresentation).) 

Not under COBRA and the other coverage terminated as a result of ( I )  
loss of eligibility (such as loss of eligibility due to legal separation, 
divorce, death, termination of employment or reduction in the number of 
hours of employment), or (2) employer contributions toward the other 
coverage end. 

In any case, the other coverage must not have terminated because you failed to pay timely 
contributions, or for cause (such as filing fraudulent claims). 

If  you need to enroll for coverage under the Medical Plan as a result of one of these events, such 
as loss of other coverage, or because you acquire an eligible dependent through marriage, birth, 
adoption or placement for adoption, you must enroll within 31 calendar days of the event. 
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Otherwise, unless a subsequent worWlife event giving rise to a mid-year election change occurs 
(see Midyear Coverage Changes), you must wait until the next annual enrollment. 

If You Are Rehired 

If your Medical Plan coverage ends due to your termination of employment with the Company or 
layoff and you are reemployed by the Company as an active employee within 3 1 calendar days 
and within the same plan year, you will be automatically reenrolled in the Medical Plan (in the 
previous coverage option and at the previous coverage level). If  you have experienced a life 
event for which you can make a change in your Medical Plan elections (such as marriage, divorce 
or birth), you can add and/or drop coverage for your eligible dependent(s), as applicable, within 
3 1 calendar days of the date you again become an eligible employee. If you are reemployed more 
than 3 1 calendar days after your termination or in a subsequent plan year, you must reenroll as a 
new employee. 

Enrolling in the Medical Plan - Eligible Retirees 

When You Are First Eligible 

If you are an eligible retiree as described in Eligible Rerirees, you may elect retiree coverage 
under the Medical Plan when you retire. When your employment terminates, if you are an 
eligible retiree, you can choose to: 

e Begin Medical Plan coverage immediately or at a later date; or 

e Decline Medical Plan coverage. 

When you enroll in the Medical Plan as an eligible retiree, based on the dependent(s) that you 
elect to cover, if any, your coverage level will be one of the following 

e Individual Only; 

e Individual + Spouset'; 

e Individual f Child(ren); or 

e Individual + Family (spouse and child(ren)) 

You must make your election within 3 I calendar days of becoming eligible for retiree coverage 

When you are eligible to enroll as a retiree, you can make your Medical Plan elections using an 
online enrollment tool. You will receive additional information about the online enrollment tool 
when you become eligible You can also make your Medical Plan elections by contacting the 
myHR Service Center. 

If you have any questions or need assistance in making your enrollment elections, contact the 
myHR Service Center. 

+' See Eligible Retirees for information regarding your ability to clect coverage for a domestic partncr. 
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If you are an eligible retiree anc you do not immediately begin retiree coverage under the Iedical 
Plan at your termination of employment, or if you subsequently discontinue your retiree 
coverage, you can elect to enroll during a subsequenl annual enrollment period or within 31 
calendar days of a wotWlife event for which mid-year election changes are allowed. 

For example, if you are an eligible retiree covered as a dependent of a spouse enrolled as an 
active employee under the Medical Plan, you may elect retiree coverage under the Medical Plan 
during a future annual enrollment period or within 31 calendar days of a worWIife event f5r 
which mid-year election changes are allowed. 

Please refer to During Annual Enrollment and Mid-Year Coverage Changes for additional 
informat ion. 

During Annual Enrollment 

Each fall you will have the opportunity to change your Medical Plan elections for the following 
plan year, including changing your coverage option or electing to drop or add eligible dependents. 
‘This is “annual enrollnient.” You will receive information and instructions each fall about annual 
enrol lnient. 

If You Are Rehired 

If you retire from the Company as an eligible retiree and are later rehired as an eligible active 
employee, you will be eligible for coverage as an active employee. When your employment 
terminates, you may reelect retiree coverage; however, unless you were represented by IBEW 
1347, IBEW 1393, lJSW 12049, IJSW 5541-06 or IJWUA, you will not receive additional 
service credit for the time you worked as an active employee after your rehire date for purposes 
of determining your eligibility for or the amount of any Company contribution towards the cost of 
retiree medical coverage, either in the form of subsidized monthly coverage under the Medical 
Plan or Health Reimbursement Account benefits. 

Cost of Coverage 

Active Employees 

If you are an active employee, you and the Company share in the cost of medical coverage for 
yourself and your covered dependents. Your contribution amount is based on the Medical Plan 
coverage option that you elect and the eligible dependent(s) you choose to cover. Information 
about contribution amounts is available through the YBR Web site. 

Paying for Coverage as an Active Employee 

Your contributions for medical coverage while an employee are deducted from your pay on a pre- 
tax basis each pay period. Because your contributions are taken as deductions on a pre-tax basis, 
they are not subject to federal income. Social Security and most states’ income taxes. 
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\ i; 
Even though you reduce your income for tax purposes through pre-tax contributions for medical 
coverage, you are not reducing the value of your other Company pay-related benefits, such as life 
insurance, disability insurance and retirement benefits. These benefits are based on your pay 
before contributions for medical coverage are deducted. 

If you elect coverage for a domestic partner, the portiori of your contribution required to cover a 
domestic partner under the Medical Plan is deducted on a pre-tax basis. On pay advice 
statements, the contribution amount for your coverage will appear as a pre-tax deduction and the 
contribution amount for your domestic partner will appear as imputed income. 

While the Company subsidy amount for domestic partner coverage under the Medical Plan is the 
same as for spousal coverage, the subsidy amount for domestic partner coverage is reported each 
pay period as imputed income to the employee and is subject to applicable taxes. 

Non-tobacco user discounts may be available for certain active employee Medical Plan coverage 
options. To qualify for applicable non-tobacco user discounts, you and all covered dependents 
must not have used tobacco products, including smokeless tobacco, during the 12 months prior to 
the effective date of your coverage. When you enroll, you will be asked to indicate if the non- 
tobacco user discount applies. 

Non-Tobacco User Discount - Alternate Procedure for Active Employees in Certain 
Medical Plan Options 

I f  you (or your covered dependent) are unable, due to a medical condition, to meet the 
requirements for the non-tobacco user discount (or i f  it is medically inadvisable for you to 
attempt to meet the requirements for the non-tahacco user discount), you may still apply to 
receive the discount by providing these two items: 

1 .  A written statement from your (or your covered dependent’s) physician stating 
that you (or your covered dependent) have a medical condition that makes it 
unreasonably difficult (or medically inadvisable) for you (or your covered 
dependent) to meet the requirements for the non-tobacco user discount. This 
statement should identify the health factor, explaining why the health factor 
makes it unreasonably difficult (or medically inadvisable) for you (or your 
covered dependent) to meet the requirements for the discount, and 
recommending a specific tobacco-cessation program that is appropriate for you 
(or your covered dependent), and 

2 Either of the following: 

A written statement from the recommended tobacco-cessation program 
stating that you (or your covered dependent) are either currently enrolled 
or that you (or your covered dependent) have completed the program 
within the last 12 months. or 

If  i t  is your initial year of claiming the discount in accordance with this 
procedure, a written certification froni you that you (or your covered 
dependent) will enroll in the tobacco-cessation program recommended 
by your (or your dependent’s) physician within the next three months. 

In order to continue the non-tobacco user discount under this procedure, a new physician’s 
statement and a new tobacco cessation program’s statement will be required each year. In order 
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for you to qualify for the non-tobacco user discount, you and each of your covered dependents 
will have to meet the requirements for the discount or satisfy the alternate procedure. 

If you would like to apply for the non-tobacco user discount under the alternate procedure, you 
should indicate at enrollment that you are a tobacco user and then contact the myHR Service 
Center to discuss remitting the information required under the alternate procedure. All 
information must be received within 31 calendar days of the date you become an eligible 
employee or, in the case of enrollment during a future annual enrollment period, by the deadline 
communicated in your annual enrollment materials. You will pay tobacco user rates until your 
alternate procedure application has been approved, at which time the non-tobacco user discount 
will be applied on a prospective basis as soon as administratively practicable. 

Retirees 

If you are an eligible retiree, the cost of your retiree coverage under the Medical Plan is based on 
the Medical Plan coverage option that you elect and the eligible dependent(s) you choose to 
cover. The portion of that cost that you must pay depends on multiple factors, including your 
date of hire, your date of termination and your retiree group. As described below, you may be 
eligible for a Company contribution towards the cost of retiree medical coverage, either in the 
form of subsidized monthly coverage under the Medical Plan or Health Reimbursement Account 
benefits. Information about contributidn amounts is available through the YBR Web site. 

If you were hired before January I ,  2009, you may be eligible for a Company contribution 
towards the cost of retiree medical coverage if you terminate employment after satisfying all 
applicable requirements. Your eligibility for Company contributions is governed by the 
eligibility rules in effect at the time of your date of termination, but remains subject to Duke 
Energy Corporation's right to amend, modify or terminate the Medical Plan, including 
termination of eligibility for Company contributions toward the cost of retiree medical coverage. 

If you are hired on or after January I ,  2009 (including most rehired employees) and you 
subsequently terminate your employment with the Company as an eligible retiree, you will not be 
eligible for a Company contribution toward the cost of retiree medical coverage and will be 
responsible for paying the full cost of any retiree coverage you elect under the Medical Plan, 
unless you are represented by IBEW 1347, IBEW 1393, USW 12049, USW 5541-06 or UWUA, 
in which case the rules directly above for individuals hired before January I ,  2009 continue to 
apply to you. 

If  you are rehired on or after January 1, 2009 and you subsequently terminate your employment 
with the Company as an eligible retiree, you will be eligible for a Company contribution towards 
the cost of retiree medical coverage only if you satisfied the eligibility requirements for Company 
contributions toward the cost of retiree medical coverage in effect at the time of your previous 
termination of employment. If  you did not satisfy the eligibility requirements in effect at the time 
of your previous termination, you will be treated as a new hire and will be responsible for paying 
the full cost ofany retiree coverage you elect. The rules described in this paragraph do not apply 
to individuals represented by IBEW 1347, IBEW 1393, USW 12049, USW 5541-06 or IJWCJA" 
lf you are represented by one of these unions, the rules directly above for individuals hired before 
January I ,  2009 continue to apply to you.. 
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Paying for Coverage as a Retiree 

Initially, you will be billed directly for the monthly contribution for your medical coverage. 
There are several different options available to you for making payment, which are listed below: 

e If you are billed directly each month, you will receive a statement that 
explains how to make your payments, when they are due and where they 
need to be sent. 

0 You also have the option to pay contributions in advance for the quarter 
(three months); semi-annually or for the entire year. If you later drop 
coverage for any reason, your unused contributions will be refunded 
Contact the inyHR Service Center to set up alternate billing 
arrangements. 

withdrawal from your checking or savings account for monthly 
contribution payments. I f  you choose this option, a Direcl Dehil 
Aurhorizafion must be completed and returned to the myHR Service 
Center. 

e Rather than receiving a monthly bill, you may set up an automatic 

0 If you are receiving annuity payments under a Company-sponsored 
pension plan, you may elect to have your contributions deducted from 
your monthly pension check by contacting the myHR Service Center. 

If you would like to change your payment method, contact the rnyHR Service Center. 

Termination of Coverage for Non-Payment 

Your coverage will be terminated for non-payment if: 
e 

e 

e 

you do not make the required payment in full for two months, or 
you are two months behind but have been sending in partial payments, or 
you call the myHK Service Center to indicate the payment is being sent, but it  
does not arrive by the due date. 

If your coverage is terminated for non-payment, you will receive a Confirmation of Coverage 
statement indicating that your coverage has been cancelled. 

Reinstatement after non-payment is possible if you contact the myHR Service Center no later 
than three months from the date printed on the Confirniation of Coverage statement; however, 
past due contributions must be paid in full to reinstate coverage. Reinstatement after non-payment 
will be allowed only one time 

Any amounts owed in arrears at the time of a death or coverage change will continue to be billed 
and must be paid.. 

When Coverage and Contributions Begin 

When you make your Medical Plan elections as a newly eligible employee or retiree, coverage 
begins on the date you become eligible (assuming that you make your elections within 31 
calendar days of becoming eligible). Deductions for your contributions (or payment for your 
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coverage, in the case of eligible retirees) begin as soon as administratively practicable following 
the date that you make your elections. 

Mid-Year Coverage Changes 

As a covered active employee or retiree, once you have made your Medical Plan election for the 
year, you may not change it  during that year unless you have a work or life event that results in 
the gain or loss of eligibility for coverage. Specific information about these “worMlife” events 
and allowable mid-year election changes is available through the myHR link located on the Duke 
Energy Portal or by contacting the myHR Service Center. 

If you experience a worWIife event for which changes are allowed, you have 31 calendar days 
from the date of the event (for example, your marriage date) to change your elections. Otherwise, 
unless a subsequent workllife event giving rise to a mid-year election change occurs, you cannot 
change your Medical Plan elections until annual enrollment. 

If a covered dependent ceases to be eligible for benefits, your dependent’s coverage ends at 
midnight on the last day of the month in which the dependent loses eligibility for coverage. If 
you notify the myHR Service Center within 3 I calendar days of the loss of eligibility, changes to 
your contribution amounts will be made as soon as administratively practicable after the date on 
which you provide notice. See y a Dependent Becomes IneIigible for information about the 
consequences of failing to notify the myHR Service Center within 3 1 calendar days of a loss of 
eligibility. 

If you are eligible to make changes, the elections you make must be consistent with and on 
account of the worMlife event. 

Below is a list of some workllife events for which mid-year election changes are allowed: 

0 Your legal marital status changes 
- you get married 

you get divorced or have your marriage annulled 

you get legally separated and lose coverage under your spouse’s 
employer plan 

your spouse dies 

0 Your domestic partner status changes 

your domestic partner becomes eligible for coverage 

your domestic partner relationship ends 

your domestic partner dies 

0 The number of your eligible children changes 

you have, or adopt, a child 

you become the legal guardian of a child 

your child gains or loses eligibility for coverage under the Medical Plan 
(for example, your dependent child marries or turns 19 and is not a full- 
time student) 
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Election Change 
~. 
Start or increase coverage 

Decrease or stop coverage 

a QMCSO is received. 

your child dies 

e You begin or end an international assignment scheduled for at least nine months 

Your dependent's benefits coverage changes because: e 

he or she gains or loses coverage due to a change in eligibility as a result 
of a change in employment status or work schedule 

his or her period of coverage and annual enrollment window is different 
from yours 

e You or your dependent's COBRA coverage from another employer expires 

You or your dependent becomes entitled to or loses Medicare or Medicaid. 

You or your dependent loses or gains coverage under a group health plan 

There is a significant increase or decrease in the cost of coverage under the 

e 

e 

e 

employer pian in which your dependent participates 

e You die 

Coverage Contributions 

Coverage changes on the day 
the worMlife event occurred 
(Event Date) as administratively practicable 

Coverage changes on the first 

Changes to your contribution 
amounts are effective as soon 

after your Election Date* 
Changes to your contribution 

When Mid-Year Election and Contribution Changes Are Effective 

(your elective decrease or 
coverage termination)* * 

Decrease coverage due to a 
covered individual becoming 
ineligible for coverage (for 
example, divorce, child is age 
19 and not a full-time 
student)* * * 

-- 

The following chart shows when coverage and contributions change if you notify the myHR 
Service Center of a work/life event within 3 1 calendar days of the event. 

amounts are effective as soon 
as administratively practicable 
after your Election Date* 
Changes to your contribution 
amounts are effective as soon 
as administratively practicable 
after your Election Date* 

day of the month after your 
Election Date* 

Coverage for individuals no 
longer eligible ends at 
midnight on the last day of 
the month in which the 
individual loses eligibility 
for coverage (Event Date) 

* Court Orders If a Qualified Medical Child Support Order is issued requiring medical coverage for your 
child, you may change your medical coverage election to procide coverage for your child. You may also 
make an election change to cancel medical coverage for the child i f  the order requires the child's other 
parent to provide coverage 
e Entitlement to Medicare or Medicaid If you. your spouse or any dependent child is enrolled in the 
Medical Plan and subsequently become entitled to coverage in Part A or Part B of Medicare or in Medicaid. 
you may make an election to cancel Medical Plan coverage for that individual. 
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Election Change 
-- 

Coverage Contributions 

Situations Impacting Your Coverage 

If You Are on an Authorized Leave of Absence 

While you are on an authorized leave of absence, you may be eligible to continue your coverage 
under the Medical Plan. Contact the myHR Service Center for additional information regarding 
your ability to continue coverage under the Medical Plan during an authorized leave of absence. 
If your authorized leave of absence is unpaid such that you begin to be billed directly for the 
monthly contribution for your medical coverage, see Terminarion of Coverage,for Non-Payment 
for a description of what happens when required payments for coverage are not made. 

If You Become Disabled 

If you begin receiving disability benefits under the Duke Energy Short-Term Disability Plan or 
the Duke Energy Long-Term Disability Insurance Plan or pay under the Sick Time Pay Benefit, 
you may be eligible for continued coverage under the Medical Plan. Contact the myHR Service 
Center for additional information regarding your ability to continue coverage under the Medical 
Plan if you begin receiving disability benefits. 1f you begin to be billed directly for the monthly 
contribution for your medical coverage, see Termination of Coverage for Non-Payment for a 
description of what happens when required payments for coverage are not made. 

When You Reach Age 65 

If you continue to work past age 65, your Medical Plan coverage will continue as long as you 
remain an eligible employee and pay any required contributions, and your coverage will be 
primary to Medicare. 

If You Become Entitled to Medicare 

i f  you are not actively at work and you become entitled to Medicare, you will be required to 
enroll in an option that coordinates with Medicare. Contact the myHR Service Center for 
additional information regarding the options available to you when you become entitled to 
Medicare. 

If you elect to terminate your coverage under the Medical Plan when you become entitled to 
Medicare, any of your eligible dependents who are covered under the Medical Plan and are not 
eligible for Medicare may continue coverage under the Medical Plan until reaching age 65. 

l fyou and/or a covered dependent enroll in a Medicare prescription drug plan for a calendar year, 
YOU and/or your covered dependent will not be eligible for coverage under the Medical Plan for 
that calendar year Therefore, Medical Plan coverage ends for a calendar year for individuals 
who enroll in a Medicare prescription drug plan mid-year. Such individuals may be able to enroll 
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for Medical Plan coverage at the next annual enrollment if Medicare prescription drug coverage is 
dropped for the following calendar year. 

Termination of Coverage 

Whew Coverage Ends 

Your coverage under the Medical Plan will cease on the earliest of the following dates: 

e the last day of the month in which your employment ends, unless you elect to 
continue coverage under COBRA or as an eligible retiree; 

e the last day of the month in which you cease to be an eligible employee, retiree 
or dependent or otherwise cease to be eligible for coverage under the Medical 
Plan; 

e the end of  the period for which your last required contribution was made; 

e the date the Company informs the Claims Administrator that you (while you are 
still eligible) are canceling Medical Plan coverage; or 

when the Medical Plan is discontinued. e 

Your dependent’s coverage will end when your coverage ends, at the end of the period for which 
your last required contribution was made, on the last day of the month in which you elect not to 
cover the dependent, or on the last day of the month in which the dependent loses eligibility, 
unless he or  she continues his or her coverage under COBRA. Medical Plan coverage will 
actually terminate, but will be reinstated retroactive to the coverage termination date if your 
COBRA enrollment is properly received and processed. COBRA enrollment forms must be 
completed and received within 60 days of the event or notification, whichever is later. 

When your coverage ends, you will receive a certificate of coverage that indicates the length of 
time you had coverage under the Medical Plan to the extent required by applicable law. You may 
need this certificate of coverage when enrolling in another plan. With this certificate, the time 
you were covered may be credited toward any pre-existing condition limitations in your new 
plan, provided you are enrolled in the new plan within 63 days of losing your Medical Plan 
coverage. 

Benefits if You Die 

If you die while you and your spouse/domestic partner are covered under the Medical Plan, your 
surviving spouse/dornestic partner may continue Medical Plan coverage by making contribution 
payment arrangements with the myHR Service Center. This coverage can be continued until the 
earliest of your spouse’s remarriage, your domestic partner’s establishment of a new domestic 
partner relationship, the death of your spouse/domestic partner and the date that your 
spouse/domestic partner becomes eligible for other coverage (e g., through an employer’s plan or 
Medicare). 
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If you are survived by dependent children, their medical coverage may continue for as long as 
they: 

e continue to meet the definition of eligible dependents; and 

e make required payments for coverage. Payment arrangements should be 
coordinated with the myHR Service Center. 

This provision applies even if your spouse dies or loses coverage after you. 

Your surviving spouse/domestic partner and/or dependent children will be charged for their 
component of the contribution for coverage. If coverage under the Medical Plan is declined or 
ends, your covered dependents niay be eligible for continued coverage under COBRA for up to 
36 months in certain situations. 

Your spouse/domestic partner must immediately report that any dependents should be dropped 
from survivor coverage due to a loss of eligibility within 31 calendar days of the loss of 
eligibility. See ( f a  Dependent Becomes Ineligible for a description of what happens when your 
spouse/domestic partner either does or does not report a dependent's loss of eligibility within 31 
calendar days of the loss of eligibility. To drop coverage for ineligible dependents, your 
spouse/domestic partner should go to the YBR Web site or contact the myHR Service Center. 

See Termination of Coverage for Non-Paynient for a description of what happens when required 
payments for coverage are not made. 

I f  you are covered under the Medical Plan and your spouse/domestic partner is an eligible retiree 
who is covered as your dependent, your spouddomcstic partner may elect retiree coverage under 
the Medical Plan at the time of your death. 

If You Become Divorced or Your Domestic Partner Relationship Ends 

I f  you cover a spouse/domestic partner under the Medical Plan and you become divorced or your 
domestic partner relationship ends, you must drop coverage for your former spouse/domestic 
partner within 31 calendar days of the divorce or the date on which your domestic partner 
relationship ends. Your former spouse/domestic partner will then be notified that he or she may 
continue coverage through COBRA by contacting the COBRA administrator within 60 days of 
the qualifying event. 

See ga Dependent Becomes Ineligible for a description of what happens when you either do or 
do not report your divorce or the end of your domestic partner relationship within 31 calendar 
days. 

To drop coverage for your former spouse/doniestic partner, go to the myHR link on the Duke 
Energy Portal or contact the myHR Service Center. 

If You Leave the Company 

If  your employment with the Company terminates, your coverage under the Medical Plan will 
end, unless you elect to continue coverage under COBRA or as an eligible retiree. 
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See If You Are Rehired for a description of what happens if you are reemployed by the Company 
after your termination of employment. 

COBRA Continuation Coverage 

LJnder COBRA (Consolidated Omnibus Budget Reconciliation Act), you, your spouse and 
eligible dependent children may elect to continue Medical Plan coverage if certain qualifying 
events occur. Although domestic partners are not entitled to COBRA continuation coverage 
under the terms of COBRA, to maintain consistent administration, Duke Energy will apply the 
same rules to a domestic partner as to a spouse. 

Continued Coverage for You 

You may continue coverage for yourself and your covered eligible dependents under the Medical 
Plan for up to 18 months if you lose coverage under the Medical Plan due to: 

0 termination of your employment (for reasons other than gross misconduct), or 

e a reduction of your work hours. 

Continued Coverage for Your Dependents 

Your covered dependents may continue their coverage under the Medical Plan for up to 36 
months if they lose coverage as a result of your: 

e death, 

e divorce, 

e termination of domestic partner status, 

8 entitlement to Medicare, or 

e dependent child ceasing to be a dependent as defined by the Medical Plan. 

Newborn and Adopted Children 

If you give birth or adopt a child while you are on COBRA continuation coverage, YOU may 
enroll your new child for COBRA coverage within 31 calendar days following the date of the 
birth or adoption. Your newborn or adopted child will be a “qualified beneficiary.” This means 
that your child will have independent election rights and multiple qualifying event rights. (Refer 
to Mulriple Qualihing Events.) 

Bankruptcy Proceeding 

If you are a retired employee and you or your eligible dependents lose coverage resulting from a 
bankruptcy proceeding against your Company, you may qualify for continuation coverage under 
COBRA. 
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In Case of Disability 

You and your covered dependents may be eligible for up to 29 months of continued coverage if 
you or your dependents receive a determination from the Social Security Administration stating 
that you or your dependents were disabled at the time you elected COBRA coverage or at any 
time during the first 60 days of COBRA coverage. The disability must last at least until the end 
of the 18-month period of continuation coverage. 

You must notify the myHR Service Center in writing within the initial 18-month coverage period 
and within 60 days of the Social Security Administration’s determination Your verbal notice is 
not binding until confirmed in writing and the myHR Service Center receives a copy of the Social 
Security disability determination. You must also noti@ the myHR Service Center within 30 days 
of the date you are determined by the Social Security Administration to no longer be disabled. 

If You Become Covered by Medicare 

If you become entitled to Medicare while you are an active employee and you later experience a 
qualifying event (e.g., a termination of employment), you and your dependents may be eligible 
for continued coverage when the qualifying event occurs. If COBRA is elected, coverage for 
your covered dependents will extend 36 months from the date you first became covered by 
Medicare or the maximum coverage period for the qualifying event ( 1  8 months in the case of 
termination of employment or reduction in hours) whichever is later. 

For example, suppose you are actively employed on January I ,  2009, when you reach age 65 and 
become covered under Medicare. If you terminate your employment (a qualifying event) 12 
months later on January 1,  2010, your eligible dependents would be eligible for continued 
coverage until the later of: 

e 36 months following the date you become covered for Medicare - January 1, 

18 months following your termination of employment - July 1, 20 1 1 

2012; or 

0 

In this case, your eligible dependents would be eligible for continued coverage until January 1, 
2012 if COBRA continuation coverage is elected. 

Multiple Qualifying Events 

I f  your dependents experience more than one qualifying event while COBRA coverage is active, 
they may be eligible for an additional period of continued coverage not to exceed 36 months from 
the date of the first qualifying event. 

For example, if you terminate employment, you and your dependents may be eligible for 18 
months of continued coverage. During this 18-month period, if your dependent child ceases to be 
a dependent under the Medical Plan (a second qualifying event), your child may be eligible for an 
additional period of continued coverage. This period would not exceed a total of 36 months from 
the date of your termination (the first qualifying event). 
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Procedures to Obtain Continued Coverage 

Both you and the Company have responsibilities ifqualifying events occur that make you or your 
covered dependents eligible for continued coverage. 

You or your covered dependents must notify the myHR Service Center within 60 days when one 
of these qualifying events occurs: 

0 you become divorced; 

your domestic partner relationship ends; 

your dependent child is no longer considered an eligible dependent as defined by 

you become entitled to Medicare; 

you or an eligible dependent is determined to be disabled by the Social Security 

e 

the Medical Plan; 

0 

0 

Administration 

For other qualifying events, such as your death, termination of employment or reduction in work 
hours, it is the Company’s responsibility to notify the COBRA administrator. 

Election Period 

Duke Energy’s COBRA administrator will notify you or your covered dependents of your right to 
elect continued coverage. Each qualified beneficiary has independent election rights and has 60 
days to elect coverage, beginning on the later of 

* the date coverage terminates by reason of the qualifying event, or 

the date notification of the right to elect continued coverage is mailed to  you and 0 

your covered dependents 

Type of Coverage 

If  you choose continued coverage, you will initially have the same medical coverage you had on 
the day before your qualifying event. During your COBRA continuation period, any changes to 
the inedical coverage of similarly situated active employees will also apply to your medical 
coverage as a COBRA qualified beneficiary. In addition, if your COBRA continuation period 
extends into a future plan year, you will be able to change your Medical Plan COBRA election 
for the following plan year during annual enrollment to the sanie extent that similarly situated 
active employees are able to change their Medical Plan elections for the following pIan year 
during annual enrollment 

Cost 

You and your covered dependents will be required to pay 102% of the full group cost for your 
continued coverage. The 2% is used to cover administrative fees. The contributions are paid on 
an after-tax basis. 
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You will be asked to pay for coverage in monthly installments. Your first payment will be 
retroactive to the date of your qualifying event and will be due no later than 45 days after the date 
you elected continued coverage. Coverage will be effective once the initial premium is paid. 
Once payment is received, notification of coverage will be passed on to the applicable Claims 
Administrator. You may refile claims that may have been denied between your benefits 
termination and your election to continue coverage. You will be required to make monthly 
payments thereafter, with a 30-day grace period. If the cost or benefits change in the future for 
active employees, the changes will also affect continued coverage under COBRA. You will be 
notified prior to any changes in the cost or benefits associated with your coverage. 

Termination of Continued Coverage 

COBRA coverage automatically ends if any of the following occurs: 

The COBRA participant fails to make the required contribution on time; 

e The Company terminates the Medical Plan for all employees; or 

m The COBRA participant becomes covered under another group medical plan (as 
an employee or otherwise) after the election of COBRA coverage. (If the other 
plan limits coverage of a pre-existing condition, COBRA coverage may be 
continued in certain circumstances). 

Pre-existing Condition Limitation 

If you become covered under another group medical plan and are affected by a pre-existing 
condition limitation under that plan, COBRA coverage may continue for that condition until you 
have satisfied the pre-existing condition limitation, as long as you remain within the COBRA 
period. When you are eligible for full benefits under your new plan, your COBRA coverage will 
be terminated. 

Conversion Privilege 

The Medical Plan has no conversion privilege. This means that you are not able to convert your 
coverage under the Medical Plan to an individual policy upon your termination from the 
Company or when coverage ends. 

Medical Child Support Orders 

If the Company receives notification that, as a result of a Qualified Medical Child Support Order, 
you are required to provide Medical Plan coverage for a dependent child, the Company will: 

m 

m 

Notify you (and any other person named in the order) of receipt of the order, and 

Within a reasonable period of time (up to 30 days), determine if the child is 
eligible for coverage under the Medical Plan and notify you in writing of the 
decision. 

As appropriate to the court order, the child will be enrolled for medical coverage, unless there are 
legal proceedings that dispute the detemiination. If the court order is disputed, claims processing 
will be delayed until the dispute is resolved. 
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If the child's covered expenses are paid by a custodial parent 01 legal guardian who is not a 
participant in the Medical Plan, reimbursement of these expenses will be made directly to the 
custodial parent or legal guardian if required by the order. Custodial parents and legal guardians 
may also sign claim forms and assign benefits to providers. The Claims Administrator will send 
notification of payment to providers to the custodial parent. 

If  you do not comply with the procedures required by the order, the Company may change your 
coverage status to that required by the court order and deduct the appropriate contributions from 
your pay at the direction of the court. 

Your Role 

As a participant in the Medical Plan, please follow these guidelines: 

e File accurate claims. If someone else (other than the provider) files a claim on 
your behalf, you must review the form before you sign it. 

Make sure that 
benefits have been paid correctly based on your knowledge of the expenses 
incurred and the services rendered 

Review the explanation of benefits when i t  is returned to you. 

e Never allow another person to seek medical treatment under your identity 

Provide complete and accurate information on claim forms and any other forms; m 

answer all questions to the best of your knowledge. 

You must notify the applicable Claims Administrator if a provider: 

e Bills you for services or treatment that you have never received. 

Asks you to sign a blank claim form 

Asks you to undergo tests that you feel are not needed. 

0 

e 

Any covered person who knowingly intends to defraud the Medical Plan will be considered guilty 
of fraud. If you are concerned about any of the charges that appear on a bill or explanation of 
benefits form or if you know of or suspect any illegal activity, call the applicable Cfaims 
Administrator at the toll-free number on your 1.D. card. All calls are strictly confidential. 

Other ImQortant Information 

Plan Sponsor 

Duke Energy Corporation is the sole sponsor of the Medical Plan. 
telephone number and employer identification number ( E N )  are: 

The company address, 

Duke Energy Corporation 
526 South Church Street 
Charlotte, NC 28202 
704-594-6200 
EM: 20-27772 18 
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dentification Numbers 

If you need to correspond with the federal government about the Medical Plan, you should 
include in the correspondence the Duke Energy Corporation EIN and the plan number assigned to 
the Medical Plan. The plan number assigned to the Medical Plan is 502. 

Funding 

Benefits under the Medical Plan generally are provided from funds held by trustees. All Medical 
Plan claims except for post-retirement coverage for non-key employees are paid from the Duke 
Energy Corporation Welfare Benefits Trust VEBA 1 with Mellon Bank NA as trustee. Claims for 
post-retirement coverage for non-key employees are paid from the Duke Energy Corporation 
Post-Retirement Medical Benefits Trust VEBA I1 with Mellon Bank, NA as trustee. The address 
for Mellon Bank, NA is: 

Mellon Bank, NA 
One Mellon Bank Center 
Pittsburgh, PA 152.58 

The Company may also provide benefits under the Medical Plan through insurance or from its 
general assets, and may also transfer assets from the 401(h) retiree account under the Duke 
Energy Corporation Master Retirement Trust to the Medical Plan to provide benefits for post- 
retirement coverage for non-key employees. 

Plan Administrator 

The Plan Administrator for the Medical Plan is the Duke Energy Benefits Committee. The 
Benefits Committee has responsibility and authority to control and manage the operation and 
administration of the Medical Plan, except to the extent delegated or assigned to others. 

The Benefits Committee may assign or delegate any of its authority or duties to others. The 
Benefits Committee has appointed the Claims Committee, which serves as Denied Claim 
Reviewer for claims as to whether an individual is eligible to participate in or obtain coverage 
under, or whether an eligible individual is enrolled for participation in or coverage under, the 
Medical Plan or any coverage option under the Medical Plan. The Benefits Committee and the 
Claims Committee may be contacted as follows: 

Benefits Committee Claims Committee 
Duke Energy Corporation 
400 South Tryon Street, ST06 
Charlotte, NC 28285 

Duke Energy Corporation 
400 South Tryon Street, ST06 
Charlotte, NC 28285 

704-594-6200 704-594-6200 

The Benefits Committee has appointed the Claims Administrators, which serve as Initial Claim 
Administrators and Denied Claim Reviewers for claims for benefits under the Medical Plan. The 
Claims Administrators may be contacted at the addresses listed in the Medical Pian booklets. 
You can also obtain additional information by contacting the niyHR Service Center. 
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The Benefits Committee, the Claims Committee and the Claims Administrators, each within its 
area of authority and responsibility, have power and discretion to construe and interpret the 
Medical Plan and to make factual determinations. 

Investment Committee 

The named fiduciary for the maintenance and investment of the plan assets that are held in the 
Duke Energy Corporation Welfare Benefits Trust VEBA I and the Duke Energy Corporation 
Post-Retirement Medical Benefits Trust VEBA I1 is the Duke Energy Investment Committee. 
The Chief Executive Officer of Duke Energy Corporation, or its delegate, appoints the Chairman 
of the Investment Committee, who in turn appoints the other members of the Investment 
Committee. 

The Investment Committee oversees the maintenance and investment of plan assets for which it is 
named fiduciary, selects investment managers and collective investment funds, issues investment 
guidelines and objectives and monitors investment performance. The Investment Committee may 
be contacted through the following address: 

Investment Committee 
General Manager, Long Term Investments 
Duke Energy Corporation 
526 South Church Street, EC04Z 
Charlotte, NC 28202 

Plan Year 

The plan year for the Medical Plan is January I through December 3 1 

Service of Legal Process 

The person designated for service of legal process upon the Medical Plan is. 

Vice President, Legal 
139 East Fourth Street - Room 25 AT11 
P.O. Box 960 
Cincinnati, OH 45201-0960 
(5 13) 419-1 85 1 

Legal process may also be served upon the Medical Plan’s trustees, if applicable, or upon the 
Benefits Committee as Plan Administrator. 

Affiliated Employers of the Company That Have Adopted the Medical 
Plan 

Contact the myHR Service Center for information regarding affiliated employers of Duke Energy 
that have adopted the Medical Plan. 
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Claim Determination Procedures Under ERISA 
The following are two different types of claims that may be made under the Medical Pfan: 

* claims for Medical Plan benefits; and 

claims as to whether an individual is eligible to participate in or obtain coverage e 

under, or whether an eligible individual is enrolled for participation in or 
coverage under, the Medical Plan or Medical Plan option (referred to as an 
“Eligibility or Enrollment Claim”). 

Claims for Medical Plan Benefits 

The Claims Administrators for your Medical Plan options have the authority to decide initial 
claims for Medical Plan benefits, as the Initial Claim Administrators, and denied claims for 
Medical Plan benefits on review, as the L)enied Claim Reviewers. The Conipany has no 
discretionary authority with respect to claims for Medical Plan benefits. 

Claims submission procedures for your Medical Plan benefits are described in the Medical Plan 
booklets for the Medical Plan options in which you participate. You can also obtain additional 
information by calling the myHR Service Center. To file a valid claim for Medical Plan benefits, 
you (or your authorized representative) must follow the claim submission procedures for the 
Medical Plan as described in the Medical Plan booklets applicable to the Medical Plan options in 
which you participate and any updating materials. 

Eligibility or Enrollment Claims 

Authority to decide an Eligibility or Enrollment Claim is assigned for initial claims to Duke 
Energy Human Resources, which i s  the Initial Claim Administrator. Human Resources has 
delegated its authority to the Hewitt Associates Benefits Deterniination Review Team. For 
denied claims on review, authority is assigned to the Duke Energy Claims Committee, which is 
the Denied Claim Reviewer. 

To file a valid Efigibility or Enrollment Claim, you (or your authorized representative) must 
follow the claim submission procedures far the Medical Plan as described in this General 
Information booklet and any updating materials. 

Initial Claim 

I f  you have an Eligibility or Enrollment Claim, you (or your authorized representative) must 
submit a claim initiation form. This form can be obtained by calling the myHR Service Center. 

The claim form must be submitted in writing to the address on the form and include 

* A statement that the claim is a “Claim for Eligibility/Enrollnient‘~ and 

Your name, Social Security number, mailing address and daytime telephone 

identification of the Medical Plan; 

e 

number; 
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0 A complete description of the claim, including the eligibility/enrollment issue 
presented; 

a 

e 

Dependent information, if applicable; and 

Any additional information you want considered. 

A “Claim for Eligibility/Enrollment” must be received by the Benefit Determination Review 
Team within 90 days after the end of the plan year in which you are claiming 
eligibility/enrollment should have occurred. 

The Benefits Determination Review Team will notify you or your representative of the 
determination within 30 days after receiving the request. However, if more time is needed to 
make a determination due to matters beyond the Benefit Determination Review Tearn’s control, it 
will notify you or your representative within 30 days after receiving the request. The extension 
notice will include the date a determination can be expected, which will be no more than 45 days 
after receipt of the request 

If more time is needed because necessary information is missing from the request, the notice will 
also specify what information is needed. The determination period will be suspended on the date 
the Benefits Determination Review Team sends such a notice of missing information, and the 
determination period will resume on the date you or your representative responds to the notice. 
You will have 45 days to respond to the request ior information. 

Adverse Determination 

In thc event of an adverse eligibility or enrollment determination, in whole or in part, you (or 
pour authorized representative) will be notified of the adverse determination in writing. 

An adverse determination notification for an Eligibility or Enrollment Claim will contain: 

e the specific reason or reasons for the adverse determination; 

a description of any additional material or information necessary to perfect the 

a reference to the specific plan provisions on which the determination is based, 

0 

claim and an explanation of why such material or information is necessary; 

applicable, including a statement of a claimant’s rights to bring a civil action 
under section 502(a) of ERISA following an adverse determination on appeal; 

making the adverse determination, either the specific rule, guideline. protocol or 
other similar criterion (or a statement that such a rule, guideline, protocol or 
similar criterion was relied upon in making the determination) and that a copy of 
such rule, guideline, protocol, or criterion will be provided free of charge upon 
request; and 

investigative treatment, either a clinical or scientific explanation of the 
determination, applying the terms of the Medical Plan to your medical 
circumstances, or a statement that such clinical or scientific explanation will be 
provided free of charge upon request. 

a a description of the Medical Plan’s review procedures and the tinre h i t s  

e if an internal rule, guideline, protocol or other similar criterion was relied on in 

e if the adverse determination is based on a medical necessity or experimental or 
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Appeal of Adverse Determination 

If you disagree with an adverse eligibility or enrollment determination, you (or your authorized 
representative) can request a review of the initial determination by submitting a written request to 
the Claims Committee within 180 calendar days after receipt of the adverse determination. 

A request to the Claims Committee niust be submitted in writing to: 

Claims Committee 
Duke Energy Corporation 
400 South Tryon Street, ST06 
Charlotte, NC 28285 

When reviewing an adverse determination that has been appealed, any new information that you 
provide that was not available or utilized when the initial determination was made will be 
considered. Someone other than an individual involved in the initial determination, or a 
subordinate of such individual, will make the determination on appeal. 

You will be notified regarding the decision on your claim within 60 days. The detennination of 
your appeal will be in writing and, if adverse, will contain the following: 

* the specific reasons for the adverse determination of your appeai; 

reference to the specific plan provisions on which the determination of your 

a statement regarding your right, upon request and free of charge, to access and 

a statement regarding your right to sue under Section 502(a) of ERISA following 

appeal is based; 

receive copies of documents, records and other information relevant to the claim; 

an adverse determination on your appeal and about any available voluntary 
alternative dispute resolution options; 

making the adverse determination, either the specific rule, guideline, protocol or 
other similar criterion (or a statement that such a rule, guideline, protocol or 
similar criterion was relied upon in making the determination) and that a copy of 
such rule, guideline, protocol, or criterion will be provided free of charge upon 
request; 

investigative treatment, either a clinical or scientific explanation of the 
determination, applying the terms of the Medical Plan to your medical 
circumstances, or a statement that such clinical or scientific explanation will be 
provided free of charge upon request; and 

the statement: 
options, such as mediation. One way to find out what may be available is to 
contact your local U.S. Department of Labor O f i c e  and your state insurance 
regulatory agency.” 

After completing all mandatory appeal levels, you have the right to further appeal adverse 
determinations by bringing a civil action under ERISA. Please refer to the Sfatemetit ofERISA 
Rights section below. 

e 

* 

if an internal rule, guideline, protocol or other similar criterion was relied on in 

if the adverse determination is based on a medical necessity or experimental or 

“You and your plan may have other voluntary dispute resolution 
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For additional information on filing an Eligibility or Enrollment Claim or filing an appeal of an 
adverse determination, you should contact the Claims Committee. 

Legal Action 

You have the right to bring a civil action under section 502(a) of ERISA if you are not satisfied 
with the outcome of the Appeals Procedure. You may not initiate a legal action against the 
Claims Administrators, the Medical Plan, the Company, or the Plan Administrator until YOU have 
completed appeal processes. No legal action may be brought more than one year following a 
final decision on the claim under the appeal processes. If a civil action is not filed within this 
period, your claim will be deemed permanently waived and abandoned, and you will be precluded 
from reasserting it. 

Discretionary Authority 

Authority to decide initial claims (including claims for Medical Plan benefits) under the Medical 
Plan and denied claims on review (including denied claims for Medical Plan benefits on review) 
under the Medical Plan includes the full power and discretion to interpret Medical Plan provisions 
and to make factual determinations, with the Initial Claim Administrators’ and Denied Claim 
Reviewers’ decisions, interpretations and factual determinations controlling. Requests for 
information regarding individual claims, or review of a denied claim, are to be directed in writing 
and properly addressed to the particular entity identified as having the authority to decide the 
initial claim, or to decide the denied claim on review. 

Right to Change or Terminate the Medical Plan 

Duke Energy reserves the right to amend or terminate the Medical Plan in any respect and at any 
time. For example, the Medical Plan may be discontinued in part or in its entirety, or what the 
Medical Plan or Medical Plan option covers or what benefits it provides may be changed. Cost 
sharing between the Company and covered individuals is also subject to change, which may 
include initiating or increasing contributions required of employees, retirees, other former 
employees and their dependents. 

The amendment or termination of the Medical Plan may affect the benefits or benefit coverage 
not only of active employees (and their dependents), but also of fornier active employees who 
retired, became disabled, died or whose Company employment has  otherwise terminated (and 
their dependents), and also of any covered person who began receiving benefit coverage or 
payjnents prior to the amendment or termination. If such a termination or amendment occurs, 
affected participants will be notified. The right to amend or terniinate the Medical Plan may be 
exercised by the Board of Directors, or its authorized delegates, and any amendment shall be in 
writing. 

In the event of a complete termination of the Medical Plan, eligible claims for Medical Plan 
benefits will be paid by the Duke Energy Corporation Welfare Benefits Trust VEBA 1, the Duke 
Energy Corporation Post-Retirement Medical Benefits Trust VEBA 11 andor  the Duke Energy 
Corporation Master Retirement Trust - 40 I (h) Account, as applicable, to the extent that funds are 
available. 
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Statement of Rights 
AS a participant in the Medical Plan you are entitled to certain rights and protections under the 
Employee Retirement Income Security Act of 1974 (ERISA). ERISA provides that all Medical 
Plan participants shall be entitled to: 

eceive Information About Your Plan and Benefits 

e examine, without charge, at  the Plan Administrator's office and at other specified 
locations, such as worksites and union halls, all documents governing the 
Medical Plan, including insurance contracts, collective bargaining agreements 
and copy of the latest annual report (Form 5.500 Series) filed by the Medical Plan 
with the U"S. Department of Labor and available at the Public Disclosure room 
of the Employee Benefits Security Administration. 

governing the Medical Plan, including insurance contracts and collective 
bargaining agreements, and a copy of the latest annual report (Form 5500 Series) 
and updated summary plan description. The Plan Administrator may make a 
reasonable charge for the copies. 

The Plan 
Administrator is required by law to furnish each person under the Medical Plan 
with a copy of this summary financial report. 

medical child support order (QMCSO). 

e obtain, upon written request to the Plan Administrator, copies of documents 

e receive a summary of the Medical Plan's annual financial report. 

e obtain a copy of the Medical Plan's procedures for determining a qualified 

Continue Group Health Plan Coverage 

e continue health care coverage for yourself, your spouse' or dependents if there is 
a loss of coverage under the Medical Plan as a result of a qualifying event. You 
or your dependents may have to pay for such coverage Review this summary 
plan description and the documents governing the Medical Plan on the rules 
governing your federal continuation coverage rights. 

conditions under your group health plan, i f  you have creditable coverage from 
another plan. You should be provided a certificate of creditable coverage, free of 
charge, from your group health plan or health insurance issuer when you lose 
coverage under the plan, when you become entitled to elect federal continuation 
coverage, when your federal continuation coverage ceases, if you request it 
before losing coverage, or if you request it up to 24 months after losing coverage. 
Without evidence of creditable coverage, you may be subject to a preexisting 
condition exclusion for 12 months ( IS  months for late enrollees) after your 
enrollment date in your coverage. 

0 reduction or elimination of exclusionary periods of coverage for preexisting 

' Adtiitionally, the Company extends continuation of coverage under COBRA to covered domestic partners 
ifrhcy lose eligibility for coverage in certain situations 
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Prudent Actions by Plan Fiduciaries 

In addition to creating rights for plan participants, ERISA imposes duties upon the people 
responsible for the operation of the Medical Plan. The people who operate your Medical Plan, 
called “fiduciaries” of the Medical Plan, have a duty to do so prudently and in the interest of 
you and other Medical Plan participants and beneficiaries. No one, including the Company, 
your union, or any other person may fire you or otherwise discriminate against you in any 
way to prevent you from obtaining a welfare benefit or exercising your rights under ERISA. 

Enforce Your Rights 

If your claim for a welfare benefit is denied or ignored, you have a right to  know why this 
was done, to obtain copies of documents relating to the decision without charge, and to 
appeal any denial, all within certain time schedules. 

Under ERISA, there are steps YOU can take to enforce the above rights. For instance, if you 
request a copy of Medical Plan documents or the latest annual report from the Medical Plan and 
do not receive them within 30 days, you may file suit in a federal court. In such a case, the court 
may require the Plan Administrator to provide the materials and pay you up to $1 10 a day until 
you receive the materials, unless the materials were not sent because of reasons beyond the 
control of the Plan Administrator. If you have a claim for benefits which is denied or ignored, in 
whole or in part, you may file suit in a state or federal court once you have exhausted the Medical 
Plan’s claims procedures. 

In addition, if YOU disagree with the Medical Plan’s decision or lack thereof concerning the 
qualified status of a medical child support order, you may file suit in federal court. If it should 
happen that plan fiduciaries misuse the Medical Plan’s money, or if you are discriniinated against 
for asserting your rights, you may seek assistance from the U.S. Department of Labor, or you may 
file suit in a federal court. The court will decide who should pay court costs and legal fees. I f  
you are successful, the court may order the person you have sued to pay these costs and fees. If  
you lose, the court may order you to pay these costs and fees, for example if it finds your claim is 
frivolous. 

Assistance with Your Questions 

If you have any questions about your plan, you should contact the Plan Administrator. If you 
have any questions about this statement or about your rights under ERISA, or if you need 
assistance in obtaining documents from the Plan Administrator, you should contact the nearest 
office of the Employee Benefits Security Administration, U.S. Department of L,abor listed in your 
telephone directory or the Division of Technical Assistance and Inquiries, Employee Benefits 
Security Administration, 1J.S. Department of Labor, 200 Constitution Avenue N W., Washington, 
D.C. 20210. You may also obtain certain publications about your rights and responsibilities 
under ERISA by calling the publications hotline of the Employee Benefits Security 
Administration. 

Keep, Us Informed 
It is your responsibility to make sure that your benefits records are correct and that the personal 
information needed to administer your benefits is current. Promptly review any confirmation and 
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other benefit statements carefully, and immediately advise the myHR Service Center, if 
applicable, if you beljeve there is an error. If you move, many, divorce, or gain a new child, or if 
your child marries, ceases to be a full-time student or is otherwise no longer an eligible 
dependent, contact the myHR Service Center as soon as possible. Certain work/life events allow 
you to change benefit elections that you previously made, but to do so, you must make the benefit 
election change within 3 1 calendar days of the worWlife event. 

A Final Note 

Although this SPD describes the principal features of the Medical Plan that are generally 
applicable, it is only a summary. The complete provisions of the Medical Plan are set forth in the 
plan documents, which are available upon request from Duke Energy Human Resources. An 
SPD is an overview and is written to be read in its entirety. Descriptions of Medical Plan features 
should not be taken out of context. Inquiries about specific situations should be directed in 
writing to Duke Energy Human Resources. Changes to the Medical Plan, pending revision of the 
SPD, will be communicated in benefit newsletters, letters, Duke Energy Portal announcements 
and/or enrollment materials. In the event of a conflict between this SPD or any other 
communication regarding the Medical Plan and the plan documents themselves, the plan 
documents control. Remember, the Medical Plan may be amended only by proper corporate 
action and not by oral or written communications about benefits under the Medical Plan. 

Neither the Medical Plan, this SPD, nor your Medical Plan participation is an employment 
contract, and does not give any employee the right to continue to be employed by the Company. 
Employees may resign and are subject to discipline, discharge or layoff as if the SPD had never 
been published and the Medical Plan had never gone into effect. 
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BENEFIT BOOKLET 
This benefit booklet describes benefits provided under the Duke Energy Medical Plan 
Exclusive Provider Organization (EPO) option (the Plan). Blue Cross and BIue Shield of 
North Carolina provides administrative claims payment services only and does not assume 
any financial risk or obligation with respect to claims. Please read this benefit booklet 
carefully. 
The benefit plan described in this booklet is an employee health benefit plan, subject to the 
Employee Retirement Income Security Act of 1974 (ERISA) and the Health Insurance 
Portability and Accountability Act of 1996 (HJPAA). Conditions, limitations and 
exclusions are set forth in this benefit booklet for easy reference. 
In the event of a conflict between this benefit booklet and the terms in the Plan document, 
the Plan document will control 

Blue Cross and Blue Shield of North Carolina is an independent licensee of the Blue Cross and 
Blue Shield Association. 
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Quick Reference - Toll Free Phone Numbers, Web Site and Addresses 

BCBSNC Web Site 
www.bcbsnc.com/members/duke-energy 

Member Services Web Site 
www. bcbsnc comlmembersldu ke-energy 

BCBSNC Customer Service 

8 a m-8 p.m~, Monday-Friday, except holidays 

Magellan Behavioral Health 

1-888-554-3202 

1-800-3.59-2422 

Blue Card@ PPO Program 

Medical Claims Filing: 
BCBSNC Claims Department 

PO Box 35 
Durham. NC 27702-0035 

1-800-8 IO-BLUE (258.3) 

AddlRemove Someone From Your Policy 

ro .e 
E' 
t;*f 
w 

To find a network provider by location or specialty, 
get general benefit information, search through our 
corporate medical policies to see medical criteria used 
to administer your benefits, obtain claim forms, access 
information about all the Blue ExtrasSM discounts, 
"proof of coverage" portability certificates and more. 

To enroll in a safe and secure customer service web 
site to: Check claim status, verify benefits and eligibility 
or request a new ID card 

For questions regarding your benefits, claim inquiries 
and new ID card requests. 

f2 
!3 
c3 
CD 

For mental health and substance abuse inpatient and 
outpatient pre-certification Note. You do not need 
certification lor olfice visits. 

To find a participating provider 

Mail completed medical claims to this address.. 

Contact Duke Energy's myMR Service Center at 
1-888-465-1300 

Your plan for better health": b c b s n c .  t o m  
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Tips for Getting the Most 
ut of Your ealth Care 

Manage your out-of-pocket cosfs by managing 
the locations in which you receive care 

Generally speaking, care received in a doctor's office is the most cost-effective for you, followed by hospital 
outpatient services. Hospital inpatient services often bear the highest cost. In addition, remember that 
in-network care (services from a BCBSNC participating provider who agrees to charge specified rates) will 
cost you less than similar care provided by an out-of-network provider. Know what your financial 
responsibility is before receiving care. 

Pick a primary care physician 

While our products do NOT require you to have a primary care physician, we strongly urge you to select 
and use one.. A primary care physician informs you of your health care options, documents your care, and 
maintains your records for you. In addition, they save you time and unnecessary copayrnents by 
recommending appropriate specialists, coordinating your care with them, and informing them of things 
such as your medical history and potential drug interactions 

Understand your health care plan 

The more you know about your benefits, the easier it will be to take control of your health. L,et BCBSNC 
help you understand your plan and use it effectively through our customer-friendly Web site 
(wwav.bcbsnc.comlmembers/duke-energy), toll free Customer Service line ( 1  -888-554-3202). 

Your plan for better healttf b r  b s n c .  corn 
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MEMBER RIGHTS AND RESPONSIBILITlES 
AS a Blue Cross and Blue Shield of North Carolina member, )vu have tire rifhi to: 

Receive, upon request, information about Blue Optionsincluding its services, doctors, a benefit booklet, 
benefit summary and directory of in-network providers 
Receive courteous service from BCBSNC 
Receive considerate and respectful care from your in-network providers 
Receive the reasons for BCBSNC's denial of a requested treatment or health care service, including 
(upon request) an explanation of the Utilization Management criteria and treatment protocol used to 
reach the decision 
Receive (upon request) information on the procedure and medical criteria used by BCRSNC to 
determine whether a procedure, treatment, facility, equipment, drug or  device is investigational, 
experimental o r  requires prior approval 
Receive accurate, reader-friendly information to help you make informed decisions about your health 
care 
Participate actively in all decisions related to your health care 
Discuss all treatment options candidly with your health care provider regardless of cost or benefit 
coverage 
Expect that measures will be taken to ensure the confidentiality of your health care information 
File a grievance and expect a fair and efficient appeals process for resolving any differences you may 
have with BCBSNC 
Be treated with respect and recognition of your dignity and right to privacy 
Voice complaints or appeals about the organization or the care it provides 
Make recommendations regarding the organization's members' rights and responsibilities policies 

As Q Blue Cross and BIue Shield of North Carolina member, you have the responsibility to: 
Present your ID card each time you receive services 
Give your doctor permission to  ask for medical records from other doctors you have seen. You will be 
asked to sign a transfer of medical records authorization form. 
Read your Blue Options benefit booklet and all other Blue Options member materials 
Call BCBSNC Customer Services if you have a question or do not understand the material provided by 
BCBSNC 
Follow the course of treatment prescribed by your doctor. If you choose not to comply, tell your doctor 
Provide complete information about any illness, accident or health care issues to BCBSNC and 
providers 
Make and keep appointments for non-emergency medical care. If it is necessary to cancel an 
appointment, give the doctor's office adequate notice. 
Participate in understanding your health problems and the medical decisions regarding your health care 
Be considerate and courteous to Blue Options providers, their stafr and BCBSNC representatives 
Notify your employer and BCBSNC if you have any other group coverage 
Notify your group administrator of any changes regarding dependents and marital status 
Protect your ID card from unauthorized use 

Your plan for better health? b c b s n  c. corn 
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Welcome to Blue Cross and Blue Shield of North Carolina's Blue Options plan! 
As a meinber of the Blue Options plan, you will enjoy quality health care from a network of health care providers 
and easy access to in-network specialists. There are no benefits for services from out-of-networkproviders. YOU may 
verify a North Carolina provider's participation by calling Customer Services a t  the number given in "Whom Do I 
Call?" 
You may receive, upon request, information about Blue Options, its services and doctors, including this benefit 
booklet with a benefit summary, and a directory of iiz-netruorkprovi~er,r. 
How To Use Your Blue Options Benefit Booklet 
This benefit booklet provides important information about your benefits and can help you understand how to 
maximize them. Please read it carefully. 
If you are trying to determine whether coverage will be provided for a specific service, you may want to review all of 
the following: 

"Summary of Benefits" to get an overview of your specific benefits, such as deductible, coinsurance and 
maximum amounts - "CoveredServices" to get more detailed information about what is covered and what is excluded from coverage 
'I Utilization Management" for important information about when prior review and certifj:cation are required - "What Is Not  Covered?" to see general exclusions from coverage. 

If you still have questions, you can call BCBSNC Customer Services at the number listed on your IB Card 01' in 
"Whom D o  I Call?" and get further information. 
As you read this benefit booklet, keep in mind that any word you see in italics (italics) is a defined term and will 
appear in "Definitions" at the end of this benefit booklet. 
You will also want to review the following sections of this benefit booklet: . . 
Notice For Non-English Speaking Members 

"How Blue Options Works" explains the coverage levels available to you 
"What If You Disagree With A Decision?" explains the rights available to  you when BCBSNC makes a decision 
and you do not agree. 

This benefit booklet contains a summary in English of your rights and benefits under the Plan. If you have difficulty 
understanding any part of this benefit booklet, contact BCBSNC Customer Service to obtain assistance. 
AVISO PARA AFI1,IADU.S QUE NO HARLAN INGLES 
Este manual de beneficios contiene un resumen en ingles de sus derechos y beneficios que le ofrece el Plnn.. Si usted 
tiene dificultad en entender alguna seccibn de este manual, por favor llame a1 BCRSNC Customer Service para 
recibir ayuda. 
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I 
BCBSNC Web Site 
To view your claims, get Plan information, claim forms, health and wellness information, find a doctor, change your 
address, and request new ID cards, visit the BCBSNC Web site: www.bcbsnc.comlmembers/duke-energy 
BCBSNC Customer Service 
For  questions about your benefits or claims, ID carcirequests, o r  to voice a complaint: 
BCBSNC Customer Service . . . . .  

Mental Health And Substance Abuse Services 
Companies who have signed contracts with BCBSNC administer these benefits. You must contact these vendors 
directly and request prior review for iripatient and outpatient services, except for office visit services and in 
eniergencies. In the case of an emergency, please notify the vendor as soon as reasonably possible: 
Magellan Behavioral Health . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1-800-359-2422 (toll free) 
HealthLine Blue SM 
To receive confidential, up-to-date health information 24 hours a day from specially trained nurses: 
HealthLine Blue . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1-877-477-2424 (toll free) 
COBRA Administrer 
UMR. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1-800-523-3578 (toll free) 
Prior Review 
Some services requireprior review and certzfcntion by BCBSNC. The Iist of these services may change from time to 
time. Please visit the BCBSNC Web site a t  www.bcbsnc.com/members/duke-energy or call BCBSNC Customer 
Service at the number listed above for  current information about which services require prior review. See 
"Prospective ReviewlPrior Review" in " Utilizarion Maiiagen?ent" for information about the review process.. To 
request prior review, call: 
Providers . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1-800-2 14-4844 (toll free) 
Members ~ . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1-877-258-3334 (toll free) 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1-888-554-3202 (toll free) 

2 
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Customer Service at  the number listed in "Whom Do I Call?" Be sure to carry your ID card with you at all times and 
present it each time you seek health care. 
Making An Appointment 
Call the provider's office and identify yourself as a Blue Options member. Please ask the receptionist whether the 
provider's office is hospital-owned or  operated or provides hospital-based services. Your medical services may be 
covered under Outpatient Services benefit. Your provider directory will also help you make this determination. 
Provider directories are available through the BCBSNC Web site a t  www.bcbsnc.corn/members/duke-energy or by 
calling BCBSNC Customer Service at the number given in "Whom Do I Call?" If you need nonemergericy services 
after your provider's office has closed, please call your provider's office for their recorded instructions. You may also 
contact the nurse advice line, HealthLine Blue, for assistance. 
If you cannot keep an appointment, call the provider's o f ice  as soon as possible. Charges for missed appointments, 
which providers may require as part of their routine practice, are not covered. 
HealthLine Blue 
You may call a HealthLine Blue nurse to assist you with medical questions, offer support, and send you free 
videotapes and brochures on health topics appropriate for your condition Members may ask to speak with the 
same nurse on an ongoing basis. You may also visit the BCBSNC Web site a t  
www.bcbsnc.com/rnembers/duke-energy to search a ljbrary of current health topics, send secure messages to the 
HealthL.ine Blue nurses, learn about symptoms and medications and use tools that guide you through important 
health care decisions. See the number fisted in "Whom Do I Call?" to speak to a HealthLine Blue nurse. 
How To File A Claim 
In-~ietworlcproviders will file claims for you. When you file a claimt mail the completed claim form for all medical 
services, including mental health and substance abuse services, to' 

BCBSNC 
Customer Services 
PO Box 229 1 
Durham. NC 27702-2291 

4 
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Measles-Mumps-Rubella (MMR) 
Influenza 
Pneumococcal vacxine 
Shingles . Meningococcal vaccine. 
Immunizations Exclusions 

Human papillomavirus vaccine . Chickenpox 
Rotavirus 

Immunizations required for occupational hazard 
Immunizations required for international travel. 

Gynecological Exam And Cervical Cancer Screening 
The cervical cancer screening benefit includes the examination and laboratory tests for early detection and 
screening of cervical cancer, and doctor's interpretation of the lab results. Coverage for cervical cancer screening 
includes Pap  smear screening, liquid-based cytology, and human papilloma virus detection, and shall follow the 
American Cancer Society guidelines or  guidelines adopted by the North Carolina Advisory Committee on 
Cancer Coordination and Control. 
Ovarian Cancer Screening 
For female ineriibers age 25 and older a t  risk for ovarian cancer, an annual screening, including a transvaginal 
ultrasound and a rectovaginal pelvic examination, is covered. A female rneinber is considered "at risk" if she: 
* Has a Pamily history with at least one first-degree relative with ovarian cancer; and a second relative, either 

first-degree or second-degree with breast, ovarian, or nonpolyposis colorectal cancer; o r  
Tested positive for a hereditary ovarian cancer syndrome. 

Screening Mammograms 
Beginning at  age 35, one screening mammogram will be covered per female member per calendar year, along 
with a doctor's interpretation of the results. More frequent or  earlier mammograms will be covered as 
recommended by a doctor when a female member is considered at risk for breast cancer. 
A female m m b e r  is "at risk" if she: 

. 
Colorectal Screening 
Colorectal cancer examinations and laboratory tests for cancer are covered for any symptomatic or 
asymptomatic mernber who is at least 50 years of age, o r  is less than 50 years of age and at high risk far 
colorectal cancer. Increased/high risk individuals are those who have a higher potential of developing colon 
cancer because of a personal or  family history of certain intestinal disorders. Some of these procedures are 
considered surgery, such as colonoscopy and sigmoidoscopy, and others are considered lab tests, such as 
Hemoccult screenings. 
The provider search on the BCBSNC Web site at www*.bcbsnc.codmembers/duke-energy can help you find 
office-based providers or call BCRSNC Customer Service at  the number listed in "Whom Do I Call?" for this 
information 
Prostate Screening 
One prostate specific antigen (PSA) test or an equivalent serological lest will be covered per male rnernber per 
calendar year. Additional PSA tests will be covered if recommended by a doctor. 

Has a personal history of breast cancer 
Mas a personal history of biopsy-proven benign breast disease 
Has a mother, sister, or daughter who has o r  has had breast cancer, o r  
Has not given birth before the age of 30. 

Diagnostic Services 
Diagnostic procedures such as laboratory studies, radiology services and other diagnostic testing, which may 
include electroencephalograms (EEGs), electrocardiograms (ECGs), Doppler scans and pulmonary function tests 
(PFTs), help your doctor find the cause and extent of your condition in order to plan for your care 
Certain diagnostic imaging procedures, such as CT scans and MRIs, may require prior review and certijicazion or 
services will not be covered. 
Your doctor may refer you to a freestanding radiology center for these procedures. Separate benefits for 
interpretation of diagnostic services by the attending doctor are not provided in addition to benefits for that doctor's 
medical or surgical services, except as otherwise determined by BCBSNC. 
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Benefits may differ depending o n  where the service is performed and if the service is received with any other service 
or associated with a surgical procedure. See "Summary Of Benefits." 

Bone Mass Measurement Services 
The Plan covers one scientifically proven and approved bone mass measurement for the diagnosis and 
evaluation of osteoporosis or  low bone mass during any 23-month period for certain qualified individuals only. 
Additional follow-up bone mass measurement tests will be covered if medically necessary. Qualified individuals 
include meinhers who have any one of the following conditions: 

Estrogen-deficient and at  clinical risk of osteoporosis or low bone mass 
Radiographic osteopenia anywhere in the skeleton 
Receiving long-term gliicocorticoid (steroid) therapy 

Being monitored to assess the response or  effect o f c o m o n l y  accepted osteoporosis drug therapies 

Other conditions, or receiving medical therapies known to cause osteoporosis or low bone mass. 

0 

Primary hyperparathyroidism 

- History of low-trauma fractures 

See Outpatient Services in the "Summary Of Benefits." 
Emergency Care 
The Plan provides benefits for emergency services. An emergency is the sudden and unexpected onset of a condition 
of such severity that a prudent layperson, who possesses an average knowledge of health and medicine, could 
reasonably expect the absence of immediate medical attention to  result in any of the following: 

. 
- Death. 
Heart attacks, strokes, uncontrolled bleeding, poisonings, ma,jor burns, prolonged loss of consciousness, spinal 
injuries, shock and other severe, acute conditions are examples of emergencies. 

Placing the health of an individual, or with respect to a pregnant woman the health of the pregnant woman or 
her unborn child, in seriousjeopardy 
Serious physical impairment t o  bodily functions 
Serious dysfunction of any bodily organ or part 

What To Do In An Emergency 
In an emergency, you should seek care immediately from an emergency room or other similar facility. If 
necessary and available, call 91 I or use other community emergency resources to  obtain assistance in handling 
life-threatening e~nergencies.. If you are iinsure if your condition is an emergency, you can call HealthLine Blue; 
and a HealthL.ine Blue nurse will provide information and support that may save you an unnecessary trip to the 
emergency room. 
Prior review is not required for emergency services. Your visit to the emergency room will be covered if your 
condition meets the definition of an emergency. 
If you go to an emergency room for treatment of an emergency, your coinsurance will be the same, whether you 
use an in-network or out-ofnetwork provider. When you receive these services from an out-ofnetwork provider, 
benefits are  based on the billed amount. However you may be responsible for charges billed separately by the 
provider which are not eligible for additional reimbursement, and you may be required to  pay the entire bill at 
the time of service, and file a claim with BCBSNC. 
Prior review and certification by BCBSNC are required for inpatien/ hospitalization and other selected services 
following emergency services (including screening and stabiliz,ation) in order to avoid a penalty. You may need 
to transfer to an in-nelwork hospital once your condition has been stabilized in order to continue receiving 
in-network benefits. 
Care Following Emergency Services 
In order to receive in-network benefits for follow-up care related to the emergency (such as office visits or 
therapy once you left the emergency room or were discharged from the hospifal), you must use in-network 
providers.. Follow-up care related to the emergency condition is not considered an emergency and will be treated 
the same as a normal health care benefit.. 

Urgent Care 
The Plan also provides benefits for urgent care services. When you need urgenf care, call your PCP, a specialist or 
go to an urgent care provider. If you are not sure if your condition requires urgenf care, you can call HealthLine 
Blue. 
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Urgent care includes services provided for a condition that occurs suddenly and unexpectedly and requires prompt 
diagnosis or treatment such that, in the absence of immediate care, the rneniber could reasonably be expected to 
suffer chronic illness, prolonged impairment or the need for more serious treatment. Fever over 101 degrees 
Fahrenheit, ear infection, sprains, some lacerations and dizziness are examples of conditions that would be 
considered urgent. 
Family Planning 

Maternity Care 
Maternity care benefits, including prenatal care, labor and delivery and post-delivery care, are available to all 
female members. A copayment may apply for the office visit to  diagnose pregnancy. If a member changes 
providers during pregnancy, terminates coverage during pregnancy, or the pregnancy does not result in delivery, 
one or  more copayments may be charged for pre-natal services depending upon how the services are billed by 
the provider. 

Statement Of Rights Under The Newborns' And Mothers' Health Protection Act 
Under federal law, group health plans and health insurance issuers offering group health insurance coverage generally 
may not restrict benefits for any hospital length of stay in connection with childbirth for the mother or newborn child to 
less than 48 hours following a vaginal delivery, or less than 96 hours following a delivery by cesarean section. However, 
the plan or issuer may pay for a shorter stay if the attending provider (e.g., your doctor, nurse midwife or physician 
assistant), after consultation with the mother, discharges the mother or newborn earlier. 
Also, under federal law. group health plans and health insurance issuers may not set the level of benefits or out-of-pocket 
costs so that any later portion of the 48-hour (or 96-hour) stay is treated in a manner less favorable to the mother or 
newborn than any earlier portion of the stay. 
In addition, a plan or issuer may not, under federal law, require that a doctor or other health care provider obtain 
certification for prescribing a length of stay of up to 48 hours (or 96 hours). However, to use certain providers or facilities, 
or to reduce your out-of-pocket costs, you may be required to obtain certification. 

If the mother chooses a shorter slay, coverage is available for a irotne health visit for post-delivery follow-up care 
if received within 72 hours of discharge. In order to avoid a penalty, prior review and certification are required 
for itzpatient stays extending beyond 48 hours following a vaginal delivery or  96 hours following a cesarean 
section. For  information on certijicntion, contact BCBSNC Customcr Service at the number listed in "Whom 
Do I Call?" 

Termination of Pregnancy (Therapeutic Abortion) 
Benefits for therapeutic abortion are available through the first 16 weeks of pregnancy for all female 
members. 

Complications Of Pregnancy 
Benefits for complications of pregnancy are available to all female members including dependent children. Please 
see "Definitions" for an explanation of complications of pregnancy. 
Newborn Care 
Inpatient newborn care of a well baby is covered under the mother's maternity benefits described above only 
during the first 48 hoiirs after a vaginal delivery or 96 hours after delivery by cesarean section. This inpatient 
newborn care (well baby) requires only one admission copayment o r  berzefifit period deductible for both mother 
and baby. Benefits also include newborn hearing screening ordered by a doctor to determine the presence of 
permanent hearing loss. 
For  additional coverage of the newborn, whether inpatienr (sick baby) or ozitpatient, the newborn must be 
enrolled for coverage as a dependent child within 31 days o f the  birth. At this time, the baby must meet the 
individual benefit period deductible if applicable, and prior review and cerfification are required to avoid a 
penalty. 
Infertility And Sexual Dysfunction Services 
Benefits are provided for certain services related to the diagnosis, treatment and correction of any underlying 
causes of infertility and se.xual dysjiinctioiz for all members except dependent children. 
Sterilization 
This benefit is available for all members except dependent children. Sterilization includes female tubal ligation 
and male vasectomy. 

8 
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Family Planning Exclusions 
* The  collection and storage of blood and stem cells taken from the umbilical cord and placenta for future use 

in fighting a disease 
Artificial means of conception, including, but not limited to, artificial insemination, in-vitro fertilization 
(IVF), ovum or embryo placement, intracytoplasmic sperm insemination (ICSI), and gamete intrafallopian 
tube placement (GIFT) and associated services 
Donor eggs and sperm - Surrogate mothers - Care or  treatment of the following: 
- termination of pregnancy 
- contraceptive devices 
- reversal of sterilization - 
Elective abortion 
Treatment for inferrilit,y or reduced fertility that results from a prior sterilization procedure or when 
infertility or  reduced fertility is the result of a normal physiological change such as menopause. 

infertility and sexual dysfunction for dependent children. 

Facility Services 
Outpatient services received in a hospital, a hospital-based facility or an outpatient clinic. 
Inpatient hospital services. If you are admitted before the effective date, benefits will not be available for services 
received prior t o  the effective date. Prior review must be requested and certification must be obtained in advance 
from BCBSNC to avoid a penalty, except for maternity deliveries and emergencies. See "Maternity Care" and 
"Emergency Care." 
Surgical services received in an anibulatory surgical center 
Covered services received in a skillednursiirg facility, Prior review must be requested and certificaziori must be 
obtained in advance from BCBSNC to avoid a penalty. Skiliednursing facility services are limited to a day 
maximum per benefit period. See "Summary Of Benefits." 

Ambulance Services 
The Plan covers services in a ground arnhulance traveling: 
0 

Between hospitals . 
when such a facility is the closest one that can provide covered services appropriate to your condition. Benefits 
may also be provided for amhidance services from a hospital or  skilled nursirig,facility to a mernber'.~ home when 
medically necessary. 
The Plan covers services in an air airibulance traveling from the site of an emergency to a hospital when such a 
facility is the closest one that can provide coveredservices appropriate to your condition and ground 
transportation is not medically appropriate due to the severity of the illness or the pick-up point is inaccessible 
by land. Nonemergency air ambulance services require prior review and certification or  services will not be 
covered. 

. 

Other Services 

From a inember's home or  scene of an accident or eriiergency to a hospital 

Between a hospital and a skillednursing fucility 

Ambulance Service Exclusion 

Blood 
The Plan covers the cost of transfusions of blood, plasma, blood plasma expanders and other fluids injected into 
the bloodstream. Benefits are provided for the cost of storing a in ember'.^ own blood only when it is stored and 
used for a previously scheduled procedure. 

N o  benefits are provided primarily for the convenience of travel. 

Blood Exclusion . Charges for the collection or  obtainment of blood or blood products from a blood donor, including the 
member in the case of autologous blood donation. 

Clinical Trials 
The Plaiz provides benefits for participation in clinical trials phases 11, 111, and IV. Coverage is provided only 
for medically necessary costs of health care services associated with the trials, and only to the extent such costs 
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have not been or are not funded by other resources. The rnember must meet all protocol requirements and 
provide informed consent in order to participate. The trial must involve the treatment of a life-threatening 
medical condition with services that are medically indicated and preferable for that member compared to 
non-investigational alternatives. In addition, the trial must: 

Involve determinations by treating physicians, relevant scientific data and opinions of relevant medical 
specialists 
Be approved by centers o r  groups funded by the National Institutes of Health, the Food and Drug 
Administration (FDA), the Centers for Disease Control and Prevention, the Agency for Health Care 
Research and Quality, the Department of Defense or  the Department of Veterans Affairs 
Be conducted in a setting and by personnel of high expertise based on training, experience and patient 
volume. 
Clinical Trials Exclusions 

Clinical trials phase 1 - Non-health care services, such as services provided for data collection and analysis 
hivestigatioizaldrugs and devices and services that are not for the direct clinical management of the 
patient. 

Dental Treatment Covered Under Your Medical Benefit 
The Plan provides benefits for services provided by a duly licensed doctor, doctor of dental surgery or doctor of 
dental medicine for diagnostic, therapeutic or  surgical procedures, including oral surgery involving bones or  
joints of the jaw, when the procedure is related to  one of the following conditions: 

. 
- 

Accidental injury of the natural teeth, jaw, cheeks, lips, tongue, roof and floor of the mouth 
Congenital deformity, including cleft lip and cleft palate 
Disease due to infection or tumor, including tumors, cysts and exostosis 
Temporomandibular joint (TMJ) disease, including splinting and use of intra-oral prostlietic appliances to 
reposition the bones. Surgical benefits for TMJ disease are  limited to surgery performed on the 
temporomandibular joint. If TMJ is caused by malocclusion, then benefits are provided for surgical 
correction of malocclusion if surgical management of the TMJ is n.redica//y necessary. Please have your 
provider contact BCBSNC before receiving treatment for TMJ. 
Impacted wisdom teeth. 

The Plan provides benefits for extractions, crowns, bridges, and dentures for treatment of disease due to 
infection or tumor. For treatment of congenital deformity including cleft lip and cleft palate, benefits may be 
provided for dentures and orthodontic braces used to treat the condition. 
When any of the conditions listed above require surgical correction, benefits for surgery will be subject to 
rnedicalnecessity review to examine whether or riot the condition resulted in functional impairment. Examples 
of functional impairment include an impairment that affects speech or the ability to eat, o r  injury to soft tissue 
of the mouth. 
In special cases, benefits are only provided for anesthesia and facility charges related to dental procedures 
performed in a hospital or ambulatory surgical center. This benefit is only available to dependent children below 
the age of nine years, persons with serious mental or physical conditions and persons with significant behavioral 
problems. The  treatingprovidej- must certify that the patient's age, condition or problem requires hospitalization 
or general anesthesia in order to safely and effectively perform the procedure. Other dental services, including 
the charge for surgery, are not covered unless specifically covered by the Plan. Prior review and certification are 
required or services will not be covered, unless treatment is for an emergency. 

Dental Treatment Excluded Under Your Medical Benefit - . Injury related to chewing or  biting 
Preventive dental care, diagnosis or  treatment of or related to the teeth or gums 
For disease due to infection or tumor: 
- Dental implants 
- Treatment for periodontal disease 
- 
- Orthodontic braces 

- Dental implants 
- Treatment for periodontal disease 

Dental root form implants or root canals 

. For TMJ disease: 
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- 
- Crowns and bridges 
- Extractions 
- Dentures 
- Orthodontic braces 
Replacement of crowns, bridges, dentures or in-mouth appliances, except as specifically stated as 
covered. 

Dental root form implants or  root canals 

- 
Durable Medical Equipment 
Benefits are provided for durable medical eqitipment and supplies required for operation of equipment when 
prescribed by a docfor. Equipment may be purchased or rented at the discretion of the Plan. The Plan provides 
benefits for repair or replacement of the covered equipment. Benefits will end when it is determined that the 
equipment is no longer medically necessary. Certain durable medical equipment requires prior review and 
certification or  services will not  be covered. 

Durable Medical Equipment Exclusions 
Appliances that serve no medical purpose or that are primarily for comfort or convenience 
Repair or  replacement of equipment due to abuse or desire for new equipment 
Rental or purchase of wheelchairs, liospital type beds, oxygen equipment (including oxygen), insulin 
pumps, Glucowatch and Autosensors, nebulizers and supplies related to the use of nebulizers and other 
durable medical equipment, subject to the following: 
- The equipment must be prescribed by a physician and needed in the treatment o f  an illness or in,jury 

and will be provided on a rental basis for the period of treatment. A1 our option, such equipment 
may be purchased. If the equipment is purchased, benefits will be payable for subsequent repairs 
necessary t o  restore the equipment to  a serviceable condition; subsequent repairs due to abuse or 
misuse, as determined by BCBSNC, are not covered; 
Benefits will be limited to the standard models, as determined by BCBSNC; 
The Plan will pay benefits, if determined to be medically necessary, for O N E  of the following: a 
manual wheelchair, a motorized wheelchair, or motorized scooter. 

BCBSNC will pay benefits for the replacement of any durable medical equipment subject to the proof of change 
in a medical condition or that the equipment is no longer usable or repairable. 
Eye Exams 
The Plan provides coverage for one routine comprehensive eye examination per benefit period. Diagnosis and 
treatment of medical conditions of the eye, and drugs administered for purposes other than for a visual 
examination, are not considered to be part of a routine eye exam and are subject to  the benefits, limitations and 
exclusions of the Plan. 

- 
- 

Eye Exams Exclusion 
Fitting for contact lenses, glasses or other hardware. 

Home Health Care 
Home health care services, such as professional services of a registered nurse ( R N )  or  licensedpractical rzurse 
( L P N )  for visits totaling 8 hours a day, are covered by the Plan when the member is homebounddue to illness or 
in.jury. Honie health care requiresprior review and certifcation or  services will not be covered. 

Home Health Care Exclusions . Homemaker services, such as cooking and housekeeping 
Dietitian services or  meals . Services that are provided by a close relative or a member of your household 

Home Infusion Therapy Services 
Home infusion therapy is covered for the administration ofprescription drugs directly into a body organ or 
cavity or via intravenous, intraspinal, intramuscular, subcutaneous or epidural routes, under a plan prescribed 
by a ;roctor. These services must be provided under the supervision of an RN or  L P N .  Home infusion therapy 
requiresprior review and certijlcarion or services will not be covered. 
Hospice Services . Your coverage provides benefits for hospice services for care of a terminally ill memheu with a lire 

expectancy of six months or less. Services are covered only as part of a licensed health care program 
centrally coordinated through an interdisciplinary team directed by a doctor that provides an integrated set 
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of services and supplies designed to  give comfort, pain relief and support to  terminally ill patients and their 
families. 
Hospice Services Exclusion . Homemaker services, such as cooking, housekeeping, food or meals. 

Medical Supplies 
Coverage is provided for medical supplies such as ostomy supplies, catheters, oxygen and diabetic pump and 
pump supplies (needles, syringes, teststrips are covered under the pharmacy plan). T o  obtain medical 
supplieslequipment, please find a provider on the BCBSNC Web site at www.bcbsnc.comlmernbers/duke-energy or 
call BCBSNC Customer Service. 

Medical Supplies Exclusion - Medical supplies not ordered by a doctor for treatment of a specific diagnosis or  procedure. 
Orthotic Devices 
Orthotic devices, which are rigid or semi-rigid supportive devices that restrict or eliminate motion of a weak or 
diseased body part, are covered if medically necessary and prescribed by a provider. Foot orthotics may be 
covered only when custom molded to the patient. Charges for custom built orthopedic shoes when medically 
necessary must be prescribed by a doctor and limited to  two (2) pairs per calendar year. Orthotic devices for 
correction ofpositioiiulplagiocephaly, including dynamic orthotic cranioplasty (DOC) bands and soft helmets, 
are subject to a benefit limit. 

Orthotic Devices Exclusions 
Pre-molded foot orthotics . Over-the-counter supportive devices.. 

Private Duty Nursing 
The Plan provides benefits for medically necessary private duty services of an RN or LPN when ordered by your 
doctor. Prior review must be requested and certijjcation must be obtained or services will not be covered. These 
services are always sub.ject to the deductible and coinsurance, regardless of location of service. 

Private Duty Nursing Exclusion 
Services provided by a close relative or  a member of your household. 

Prosthetic Appliances 
The Plat1 provides benefits for the purchase, fitting, adjustments, repairs, and replacement of prosthetic 
appliances. The prosthetic appliances must replace all or part of a body part o r  its function. The type of 
prosthetic appliance will be based on the functional level of the nrenzber. Therapeutic contact lenses may be 
covered when used as a corneal bandage for a medical condition. Benefits include a one-time replacement of 
eyeglass or contact lenses due to a prescription change after cataract surgery. Certain prosthetic appliances 
require prior review and certficatiorz or services will not be covered. 

Prosthetic Appliances Exclusions . 
. . 

Dental appliances except when r-neclically necessary for the treatment of temporomandibular joint 
disease 
Cosmetic improvements, such as implantation of hair follicles and skin tone enhancements 
Lenses for keratoconus or any other eye procedure except as specifically covered under the Plan. 

Surgical Benefits 
Surgical benefits by a professional or  facility provider on an inpatient or outpatient basis, including pre-operative 
and post-operative care and care ofcomplications, are covered. Surgical benefits include diagnostic surgery, such as 
biopsies, sigmoidoscopies and colonoscopies, and reconstructive surgery performed to correct coiigenital defects 
that result in functional impairment of newborn, adoptive and foster children. 
Certain surgical procedures, including those that are potentially cosmetic, require prior review and ccrtificaiion or 
services will not be covered. 
Multiple surgical procedures performed on the same date of service andlor during the same patient encounter, may 
not  be eligible for separate reimbursement. For information about coverage of multiple surgical procedures, please 
refer to BCBSNC’s medical policies, which are on the BCBSNC Web site at ~vw~v.bcbs~~c.com/mernbers/duke-~n~rgy. 
or call BCBSNC Customer Service at the number listed in ”Whom Do I Call?” 
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Anesthesia 
Your anesthesia benefit includes coverage for general, spinal block or monitored regional anesthesia ordered by 
the attending doctor and administered by or under the supervision of a doctor other than the attending surgeon 
or assistant at surgery Separate benefits are not available for related services. Your coverage does not provide 
additional benefits for local anesthetics, which are covered as part of your surgical benefit. 
Mastectomy Benefits 
Under the Women's Health and Cancer Rights Act of 1998, the Plan provides for the following services related 
to mastectomy surgery: 
* 
Q 

Please note that the decision to discharge the patient following mastectomy surgery is made by the attending 
physician in consultation with the patient. 
The benefits described above are subject t o  the same deductibles, copayment or  coitisurunce and limitations as 
applied to other medical and surgical benefits provided under the Plan. 

Reconstruction of the breast on which the mastectomy has been performed 
Surgery and reconstruction of the nondiseased breast to produce a symmetrical appearance without regard 
to the lapse of time between the mastectomy and the reconstructive surgery 
Prostheses and physical complications of all stages of the mastectomy, including lymphedemas. 

Therapies 
The  Plan provides coverage for the following therapy services to promote the recovery of a rneiiiher from an illness, 
disease or  injury. A doctor or other projes~iorialprovi~~er must order these services. 

Short- Term Rehabilita five Therapies 
The  following therapies are  covered only for treatment of conditions that are expected to result in significant 
clinical iinprovement in a niernber's condition: 

Speech therapy. 
Benefits are limited to a visit maximum for occupational and/or physical therapy, speech therapy, chiropractic 
or any combination of these therapies. These visit limits apply in all places of service except inpatient (e.&., 
outpatieiit, office and home) regardless of the type ofprovider (chiropractors, other doctors, physical therapists). 
Short-tertn rehabilitative therapy received while an inpaiieiit is not included in the betiefit period muximunn. 
Other Therapies 
The  Plaii covers: - Cardiac rehabilitation therapy 

Pulmonary and respiratory therapy 
Dialysis treatment . Chemotherapy, including intravenous chemotherapy. For bone marrow or peripheral blood stem cell 
transplants, see "Trarisplauts. " 

Occupational therapy and/or physical therapy 
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* Radiation therapy (including accelerated partial breast radiotherapy (breast brachytherapy). Breast 
brachytherapy is invesrigational but will be covered upon prior review and cel-tifi'calion, based on meeting the 
American Society of Breast Surgeons (ASBS) criteria.) 
Limited treatment of autism, consisting of: 
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(A) Therapy to  develop interactive skills and skills necessary to  perform the significant activities of daily 
living (eating, dressing, walking, bathing, toileting, and communicating) (The therapy must be performed by 
a licensed medical provider approved in advance. This therapy is not intended for schooling of an individual, 
even if the schooling requires a special environment. The provider must submit a treatment plan including 
the type of therapy to  be administered, the goals, setting and periodic measures for the therapy, who will 
administer the therapy, and the patient's current ability to perform the desired results of the therapy. The 
treatment plan must be approved in advance by the Claims Administrator and updated quarlerly with a 
report on the patient's condition, progress and future treatment plans.) 

(B) Care provided in accordance with the approved treatment plan by a non-licensed medical provider who 
is not a member of the patient's family, if the provider has been specifically trained to interact with the 
autistic patient and certified by a licensed medical provider as capable of working with the child. (This 
benefit is payable up to $50,000 during the lifetime of the patient, for the specific diagnosis of autism.) 

(C) Training and educational services provided by licensed medical providers (or non-licensed providers as 
described above) under an approved treatment plan for the parents or legal guardian of an autistic individual 
to teach the principles and practical applications of behavior modification (This benefit is payable up to 
$5,000 during the lifetime of the patient ) 

Therapy Exclusions 
Cognitive therapy - Speech therapy for stammering or  stuttering 

Transplants 
The Plan provides benefits for transplants, including hospital and professional services for covered transplant 
procedures. The Plan provides care management for iransplaril services and will help you find a hospital or Blue 
Quality Center for Transplants that provides the transplant services required. Travel and lodging expenses may be 
reimbursed, based on BCBSNC guidelines that are available upon request from a transplant coordinator. 
F o r  a list of covered transplants, call BCBSNC Customer Service at the number listed in "Whom Do I Call?" to 
speak with a transplant coordinator and request prior review. Certification must be obtained in advance from 
BCBSNC for all transplaizt-related services in order to assure coverage of these services. 
If a transplant is provided from a living donor to the recipient meniber who will receive the transplant: . Benefits are provided for reasonable and necessary services related to the search for a donor up to a maximum 

of $10,000 per transplant. However, other costs related to  evaluation and procurement are covered up to the 
recipient member's coverage limit. 
Both the recipient and the donor are entitled to benefits of this coverage when the recipient is a inember. 
Benefits provided to the donor will be charged against the recipient's coverage, if they don't have coverage for 
same elsewhere 

. 

Some transplant services are investigational and not covered for some or all conditions or  illnesses. PIease see 
"Definitions" for an explanation of invesligutioiial. 

Transplants Exclusions . 
. 
. . 

The purchase price of the organ or  tissue if any organ or tissue is sold rather than donated to the recipient 
member 
The procurement of organs, tissue, bone marrow or peripheral blood stem cells or any other donor services 
if the recipient is not a tneniher 
Transplants, including high dose chemotherapy, considered experimental or  investigational 
Services for or related to the transplantation of animal or artificial organs or tissues. 
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Mental Health And Substance Abuse Services 
The Plan provides benefits for the treatment by a of mental illness and substance abuse by a hospital, doctor or other 
provider. Your coverage for in-network inpatient and outpatient services is coordinated through Magellan Behavioral 
Health. 
Separale visit limits and benefit maximums may apply. See information on office visit benefit maximums below. 

Office Visit Services 
Prior review by Magellan Behavioral Health is not required for office visit services. The following professional 
services are covered when provided in an office setting: 

Evaluation and diagnosis 
Medically necessar,y biofeedback and neuropsychological testing 
Individual and family counseling 

0 Group therapy. 
The following rules apply to mental health qflice visit benefit maxirnurns: 
8 

Outpatient Services 
Covered outpatient services when provided in a mental health or substance abuse treatment facility include: - Each service listed in this section under office visir services 

Partial-dayhight hospitalization services (minimum of four hours per day and 20 hours per week) 
0 Intensive therapy services (less than four hours per day and minimum of nine hours per week). 
hpatient Services 
Covered inpatient treatment services also include: 

0 Semi-private room and board 

Please note benefits for inpatient and outpatient medical care are limited to one visit per day. 
How To Access Mental Health And Substance Abuse Services 
Prior review by Magellan Behavioral Health is not required for office visit services. Althoughprior review is not 
required for emergency situations, please notify Magellan Behavioral Health of your irzparienr admission as soon 
as reasonably possible. When you need inpatient or outpatient treatment, call a Magellan Behavioral Health 
customer service representative at  the number Iisted in "Whom Do I Call?" The Magellan Behavioral Health 
customer service representative will refer you to an appropriate in-network provider and give you information 
about prior review and certification requirements. 
Mental Health And Substance Abuse Services Exclusions And Limitations 

Psychoanalysis . Counseling with relatives about a patient with mental illness, alcoholism, drug addiction or chemical 
dependency . Inpatient confinements that are  primarily intended as a change of environment . Mental health services received in residential treatment facilities. 

Each service provided by a mental health provider will count as one visit 
Any mental health therapy services provided by a non-mental health provider during the course of an office 
visit will count as one visit. 

Each service listed in this section under office visit services 

Detoxification to treat substance abuse. 
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Exclusions for a specific type of service are  stated along with the benefit description in "Covered Services." 
Exclusions that apply to many services are listed in this section. To understand all of the exclusions that apply, read 
"Covered Services," "Summary Of Benefits" and "What Is N o t  Covered?" In addition, the Plan does not cover 
services, supplies, drugs or charges for: 

Provided by out-of-nelworkproviders, except when approved in advance by BCBSNC or in an emergency or 
urgent cure situation 
Any condition, disease, ailment, injury or diagnostic service to the extent that benefits are provided or persons 
are eligible for coverage under Title XVIII of the Social Security Act of 1965, including amendments, except as 
otherwise provided by federal law 
Conditions that federal, state or local law requires to be treated in a public facility 
Any condition, disease, illness or  injury that occurs in the course of employment, if the employee, employer or 
carrier is liable or responsible for the specific medical charge (1) according to a final adjudication of the claim 
under a state's workers' compensation laws, or (2) by an order of a state Industrial Commission or other 
applicable regulatory agency approving a settlement agreement 
Benefits that are provided by any governmental unit  except as required by law 
Services that are ordered by a court  that are otherwise excluded from benefits under the Plan 
Any condition suffered as a result of any act of war or while on active or reserve military duty 
A dental or medical department maintained by or  on behalf of an employer, a mutual benefit association, labor 
union, trust or similar person or group 
Dates of service received prior to the member's effective date 
A benefit, drug, service or supply that is not specifically listed as covered in this benefit booklet. 

e 

0 

e 

0 

A 
Acupuncture and acupressure, unless services ate provided by a medical doctor 
Administrative charges billed by a provider, including charges for telephone consultations, failure to keep a 
scheduled visit, completion of claim forms, obtaining medical records, and late payments 
Costs in excess of the allowed amount for services usually provided by one doctor, when those services are provided 
by multiple doctors or niedical care provided by more than one doctor for treatment of the same condition 

c 
Claims not submitted to BCBSNC within 18 months of the date the charge was incurred, except in the absence of 
legal capacity of the member 
Contraceptives, including oral and injectable contraceptives, contraceptive devices and long-term reversible 
contraceptives including, but not limited to: intrauterine devices and implanted hormonal contraceptives, solely 
prescribed for the purpose of contraception. These services are excluded at the request of your employer. 
Convenience items such as, but not limited to, devices and equipment used for environmental control, urinary 
incontinence devices (including bed wetting devices) and equipment, heating pads, hot water bottles, ice packs and 
personal hygiene items 
Cosmetic services, which include removal of excess skin from the abdomen, arms or thighs, and siirgery far 
psychological or emotional reasons, except as specifically covered by the Plan 
Services received either before or after the coverage period of the Plan, regardless of when the treated condition 
occurred, and regardless of whether the care is a continuation of care received prior to the termination 
Custodial care designed essentially to  assist an individual with activities of daily living, with or without routine 
nursing care and the supervisory care of a ducior. 

D 
Dental services provided in a hospital, except as specifically covered by the Plan, when a hazardous condition exists 
a t  the Same time, or covered oral surgery services are required at the same time as a result o r a  bodily injury. Dental 
care, dentures, dental implants, oral orthotic devices, palatal expanders and orthodontics except as specifically 
covered by the Plan. 
T h e  following drugs: 

0 

- 
Prescription drugs except as specifically covered by the P l m  
Injections by a health care professional of injectable pesrriplion drugs which can be self-administered, unless 
medical supervision is required 
Clomiphene (e..g., Clomid), menotropins (e.g. ,  Repronex) or other drugs associated with conception by artificial 
means 
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i 

Experimentaldrugs or any drug not  approved by the Food and Drug Administration (FDA) for the applicable 
diagnosis or treatment. However, this exclusion does not apply toprescription drugs used in covered phases 11, 
111 and IV clinical trials, or drugs approved by the FDA for treatment of cancer, if prescribed for the treatment 
of any type of cancer for which the drug has been approved as effective in any one of the three nationally 
recognized drug reference guides: 

1. The American Medical Association Drug Evaluations 
2. The American Hospital Formulary Service Drug Information 
3. The United States Pharmacopoeia Drug Information. 

E 
Services primarily for educational purposes including, but not limited to, books, tapes, pamphlets, seminars, 
classroom, Web or computer programs, individual or  group instruction and counseling, except as specifically 
covered by the Plan 
Side effects and complications of noncovered services, except for emergency services in the case of an emergency 
Services that would not be necessary if a noncovered service had not been received, except for emergency services in 
the case of an emergency 
The following equipment: 
0 

- 

Experimental services including services whose efficacy has not been established by controlled clinical trials, or are 
not recommended as a preventive service by the U.S. Public Health Service, except as specifically covered by the 
Plan 

Routine foot care that is palliative o r  cosnietic 

Genetic testing, except for high risk patients when the therapeutic or diagnostic course would be determined by the 
outcome of the testing 

Hearing aids or examinations for the fitting of hearing aids except as specifically covered by the Plan 
Holistic medicine services 
Hypnosis except when used for control of acute or chronic pain 

Inpatient admissions primarily for the purpose of receiving diagnostic services or a physical examination. Inpatient 
admissions primarily for the purpose of receiving therapy services, except when the admission is a continuation of 
treatment following care a t  an inpatien[ facility for a n  illness or  accident requiring therapy. 
Investigational services in nature o r  obsolete, including any service, drugs, procedure o r  treatment directly related to 
an investigational treatment, except as specifically covered by the Plan 

Services provided and billed by a lactation consultant 

Services or supplies deemed not medically necessary 

Any treatment or regimen, medical or surgical, for the purpose of reducing or controlling the weight of a mevzber or 
for treatment of obesity, except for surgical treatment of morbid obesity, or as specifically covered by the Plml 

P 
Care or services from a provider who: 

Devices and equipment used for environmental accommodation requiring vehicle and/or building modifications 
such as, but not limited to, chair lifts, stair lifts, home elevators, and ramps 
Air conditioners, furnaces, humidifiers, dehumidifiers, vacuum cleaners, electronic air filters and similar 
equipment 
Physical fitness equipment, hot tubs, Jacuz is ,  heated spas, pool or memberships to  health clubs. 

IF 

G 

H 

I 

L 

M 

0 

Cannot legally provide or legally charge for the services or services are outside the scope of the provider’s license 
or certification 
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Provides and bills for services from a licensed health care professional who is in training 
0) Is in a member's immediate family. 

R 
The following residential care services: 

Care in a self-care unit, apartment o r  similar facility operated by or connected with a hospital 
Domiciliary care or rest cures, care provided and billed for by a hotel, health resort, convalescent home, rest 
home, nursing home or other extended care facility, home for the aged, infirmary, school infirmary, institution 
providing education in special environments, in residential treatment facilities, except for substance abuse 
treatment, or any similar facility o r  institution. 

Respite care except as specifically covered by the Plan 

S 
Services or supplies that are: 

Not performed by or upon the direction of a doctor or  other provider 
Available to  a inember without charge. 

Treatment or studies leading to or in connection with sex changes or modifications and related care 
Sexual dysfunction unrelated to  organic disease 
Shoe lifts and shoes of any type unless part of a brace 

T 
The following types of therapy: 

Music therapy, remedial reading, recreational or activity therapy, all forms of special education and supplies or 
equipment used similarly - Maintetiance therupy - Massage therapy. 

Travel, whether or not recommended or prescribed by a doctor or other licensed health care professional, except as 
specifically covered by the Plan 

The following vision services: - 
V 

Radial keratotomy and other refractive eye surgery, and related services to  correct vision except for surgical 
correction of an eye injury. Also excluded are premium lenses or the services related to the insertion of premium 
lenses beyond what is required for insertion of conventional intraocular lenses, which are small, lightweight, 
clear disks that replace the distance-focusing power of the eye's natural crystalline lens. 
Eyeglasses or contact lenses, except a s  specifically covered in "Prosfhetic Appliances" 
Orthoptics, vision training, and low vision aids. . 

Vitamins, food supplements or  replacements, nutritional or dietary supplements, formulas or special foods of any 
kind except for external nutrition administered exclusively via tube feeding as the sole source of nutrition. External 
nutrition products that are administered orally are excluded. 
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TO make sure you have access to high quality, cost-effective health care, the Plan has a utilization tnanagemerrt (UM) program. 
The UMprogram requires that certain health care services be reviewed and approved by BCBSNC in order to receive benefits. 
As part of this process, BCBSNC looks at whether health care services are medically necessary, provided in the proper setting 
and for a reasonable length of time. The Plan will honor a cerftfication to cover medicalservices or supplies under the Plan unless 
the cerfificarion was based on a material misrepresentation about your health condition or you were not eligible for these services 
under the Plan due to termination of coverage or nonpayment of premiums. 
- Rights And Responsibilities Under The UM P r o g F  

Your Member Rights 
lJnder the U M  program, you have the right to: 

* 

0 

0 

An authorized representative may act on the member's behalf with the member's written consent. In the event you appoint 
an authorized representative, references to "you" under the "Utfliiation Managetnenr" section mean "you or your 
authorized representative" (ix., the authorized representative may pursue your rights and shall reccive all notices and 
benefit determinations). 
BCBSNC's Responsibilities 
As part of all UM decisions, BCBSNC will: 
v 

0 

0 

In the event BCBSNC does not receive sufficient information to approve coverage for a health care service within specified 
time frames, BCBSNC will notify you in writing that benefit coverage has been denied. The notice will explain how you 
may pursue a review of the UM dccision. 

A U M  decision that is timely, meeting applicable federal time frames 
The reasons for BCBSNC's denial of a requested treatment or health care service, including an explanation of the UM 
criteria and treatment protocol used to reach the decision 
Have a medical director from BCBSNC make a rcview of all denials of service that were based upon medical necessity 
Request a review of denial of benefit coverage through the grievance process 
Have an authorized representative pursue payment of a claim or make an appeal on your behalf. 

Provide you and yourprovider with a toll-free telephone number to  call U M  review staff when certipcafion of a health 
care service is needed 
Limit what BCBSNC requests from you or your provider to information that is nceded to review the service in question 
Request all information necessary to make the UM decision, including pertinent clinical information 
Provide you and yourprovider prompt notification of the U M  decision consistent with the Plan.. 

Prospective ReviewPrior Review 
The Plan requires that certain health care services receive prior review as noted in "Covered Services." These types of reviews are 
called prospective reviews. If neither you nor your provider requests prior review and receives certification, this may result in a 
partial or complete denial of benefits. General categories of services with this requirement are noted in "Covered Services." You 
may also visit the BCRSNC Web site at www.bcbsnc.comlmembers/duke-energy or call BCBSNC Customer Service at the number 
listed in "Whom Do 1 Call?" for a detailed list of these services. The list of services that require prior review may change from time 
to time. 
If the requested cerfrjication is denied, you have the right to appeal. See "What If You Disagree With A Decision?" for 
additional information. Certain services may not be covered ouf-of-network. See "Covered Services." 
BCBSNC will make a decision on your request for certijicafion within a reasonable amount of time taking into account the 
medical circumstances. The decision will be made and communicated within three business days after BCBSNC receives all 
necessary information but no later than 15 days from the date BCBSNC received the request. If your request is incomplete, 
then within five days from the date BCBSNC received your request, BCBSNC will notify you and your provider of how to 
properly complete your request BCBSNC may also take an extension of up to 15 days if additional information is needed. 
BCBSNC will notify you and your provider before the end of the initial IS-day period of the information needed and the date 
by which BCBSNC expects to make a decision. You will have 45 days to provide the requested information. As soon as 
BCBSNC: receives the requested information, or at the end of the 45 days, whichever is earlier, BCBSNC will make a decision 
within three business days. If BCBSNC does not approve benefit coverage of a health care service, BCBSNC will notify YOU 
and the provider by written or electronic confirmation. 

Expedited Prospective Review 
YOU have a right to an expedited review when the regular time frames for a decision: (i) could seriously jeopardize your or 
your dependent's life, health, or ability to regain maximum function; or (ii) in the opinion of yourprovider, would subject 
you or your dependent to sevcre pain that cannot be adequately managed without the requested care or treatment 
BCBSNC will notify you and yourprovider orits decision as soon as possible, taking into account the medical 
circumstances. BCBSNC will notify you and your provider of its decision within 72 hours after receiving the request. I f  
BCBSNC needs additional information lo process your expedited review, BCBSNC will notify you and your provide, of the 
information needed as soon as possible but no later than 24 hours following the receipt of your request. You will then be 
givcn a reasonable amount of time, but not less than 48 hours, to provide the requested information. As soon as BCBSNC 
receives the requested information, or at the end of the time period specified for you to provide the information, Whichever 
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is earlier, BCBSNC will make a decision on your request within a reasonable time but no later than 48 hours. An expedited 
review may be requested by callingBCBSNC Customer Service at the number given in "Whom Do I Call?" 

Concurrent Reviews 
BCBSNC will also review health care services at the time you receive them These types of reviews are concurrent reviews. 
BCBSNC will communicate concurrent review decisions to the hospiial or other facility within three business days after 
BCBSNC receives all necessary information but no later than 15 days after the request. If BCBSNC does not provide 
cerfzpcation of a health care service, BCBSNC will notify you, your hospifaf s or other facility's CiM department and your 
provider. Written confirmation of the decision will also be sent to your home by U S .  mail. 
For concurrent reviews, the Plan will remain responsible for covered services you are receiving until you or your representatives 
have been notified of the denial of benefit coverage. 

Expedited Concurrent Review 
YOU have a right to an expedited review when the regular time frames for a decision: (i) could seriouslyjeopardize your or 
your dependent's life, health, or ability to regain maximum function; or (ii) in the opinion of yourprovider, would subject 
you or your dependent to severe pain that cannot be adequately managed without the requested care or treatment. If you 
request an extension of treatment that BCBSNC has already approved at least 24 hours before the current approved 
treatment ends, BCBSNC will notify you and yourprovider of its decision as soon as possible taking into account the 
medical circumstances, but no later than 24 hours after receiving the request. 

Retrospective Reviews 
BCBSNC also reviews the coverage of health care services after you receive them (retrospective reviews). Retrospective review 
may include a review to determine if services received in an emergency setting qualify as an ei~zergei~cy. BCBSNC will tnake all 
retrospective review decisions and notify you of its decision within a reasonable time but no later than 30 days from the date 
BCBSNC received the request. When the decision is to deny benefit coverage, BCBSNC will notify you and yourprovider in 
writing within five business days of the decision All decisions will be based on medical necessify and whether the servirx 
received was a benefit under this Plan. BCBSNC may take an extension of up to 15 days if additional information is needed. 
Before the end of the initial 30-day period, BCBSNC will notify you of the extension, the information needed and the date by 
which BCBSNC expects to make a decision. You will then have 90 days to provide the requested information. As soon as 
BCBSNC receives the requested information, or at the end of the 90 days, whichever is earlier, BCBSNC will make a decision 
within 1.5 days. Services that were approved in advance by BCBSNC will not be subject to denial for inedicdimessify once the 
claim is received, unless the certification was based on a material misrepresentation about yvur health condition or you were not 
eligible for these services under the Plan due to termination of coverage or nonpayment of premiums. All other services may be 
subject to retrospective review and could be denied for inedicnl neces.rify or for a benefit limitation or exclusion. 

Mernbers with complicated and/or chronic medical needs may, solely at the option of BCBSNC, be eligible for care 
management services. Care management (or case management) encourages tneinbcrs with complicated or chronic medical 
needs, theirproviden, and the Plan, to work together to meet the individual's health needs and promote quality outcomes. To 
accomplish this, members enrolled in or eligible for care management programs may be contacted by BCBSNC or by a 
representative of BCBSNC. The Plan is nor obligated to provide the same benefits or services to a ineinber at a later date or to 
any other member. Information about these services can be obtained by contacting an in-network PCP or in-network specialist 
or by calling BCBSNC Customer Service. 
Continuity Of Care 
Continuity of care is a process that allows nwrnbers with ongoing special conditions to continue receiving care from an 
out-ofner,vorkprovider, when the inetnber's employer changes plans or when their provider is no longer in the Blue Options 
network If your PCP or specinlisf leaves the BCBSNCprovider network and they are currently treating you for an ongoing 
special condition that meets BCBSNC continuity of care criteria, BCBSNC will notify you 30 days before the provider's 
termination, as long as BCBSNC receives timely notification from the provider.. TO be eligible for continuity of care, the irieiiiber 
must be actively being seen by the ozr/-o/-netivorkpror~i~er for an ongoing special condition and the provider must agree to abide 
by the Plan's requirements for continuity of care. An ongoing special condition means: . 
. 

e y e  Management 

in the casc of an acute illness, a condition that is serious enough to require tneclicnl care or treatment to avoid a reasonable 
possibility of death or permanent harm; 
in the case of a chronic illness or condition, a disease or condition that is life-threatening, degenerative, or disabling, and 
requires medical care or treatment over a prolonged period of time; 
in the case of pregnancy, the second and third trimesters of pregnancy; . in the case of a terminal illness, an individual has a medical prognosis that the ineinber's life expectancy is six months or 
less 

The allowed transitional period shall extend up to 90 days, as determined by theprovider, except in the cases of 
scheduled srrrger,y, organ transplantation, or  inpafienf care which shall extend through the date of discharge and 
post-discharge follow-up care or other inpatien! care occurring within 90 days of the date of discharge; and 
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- 
Continuity of care requests will be reviewed by a medical professional based on the information provided about specific medical 
conditions. Claims for approved continuity of care services will be paid at the mernber's in-network benefit level. Continuity of 
care will not be provided when theprovider'scontract was terminated for reasons relating to quality of care or fraud. Such a 
decision may not be reviewed on appeal.. Please call BCBSNC Customer Service at the number listed in "Whom Do I Call?" for 
additional information. 

second trimester pregnancy which shall extend through the provision of60 days of postpartum care; and 
terminal illness which shall extend through the remainder of the individual's life with respect to care directly related to the 
treatment of the terminal illness. 

Further Review Of Utilization Management Decisions 
If you receive a noricertijication as part of the prior review process, you have the right to request that the Plan review the 
decision through the grievance process. Refer to "What If You Disagree With A Decision?" 

For [JM and the first level grievance review for inpatien1 and oitlplierit mental health and substance abuse services, Magellan 
Behavioral Health is responsible. Claims determinations and second level griermnce review are provided by BCBSNC. 

In an effort to allow for continuous quality improvement, BCBSNC has processes in place to evaluate new medical technology, 
procedures and equipment. These policies allow BCBSNC to determine the best services and products to offer menibers. They 
also help BCBSNC keep pace with the ever-advancing medical field. Before implementing any new or revised policies, 
BCBSNC reviews professionally supported scientific literature as well as state and federal guidelines, regulations, 
recommendations, and requirements. BCBSNC then seeks additional input from providers who know the needs of the patients 
they serve. 

Delegated Utilization Management 

Evaluating New Technology 
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WHAT IF YOU DISAGREE WITH A DECISION? 

In addition to the UM program, the Plan offers a grievance procedure for members. Grievartces include dissatisfaction with a 
claims denial or any decisions (including an appeal of a iroricerlijicalion decision), policies or actions related to the availability, 
delivery or quality of health care services, If you have a grievance, you have the right to request that BCBSNC review the 
decision through the grievance process. The grievance process is voluntary and may be requested by the member or an 
authorized representative acting on the member‘s behalf with the member‘s written consent. In the event you appoint an 
authorized representative, references to “you” under this section mean “you or your authorized representative” &e“, the 
authorized representative may pursue your rights and shall receive all notices and benefit determinations). 
You may request, at no charge, reasonabte access to, and copies of, all documents, records and other information relevant to 
your claim for benefits. 

For each step in this process, there are specified time frames for filing a grievarrce and for notifying you or your provider of the 
decision. The review must be requested in writing, within 180 days of a denial of bencfit coverage (the initial claim denial or the 
first level grievance review decision). 
Any request for review should include: - Employee’s ID number Patient’s name - Employee’s name The nature of the grievance 
0 Any other information that may be helpful for the review. 
To request a form to submit a request for review, visit the BCBSNC Web site at www.bcbsnc.comlmembers/duke-energy or call 
BCBSNC Customer Service at the number listed in “Whom Do I Call?” 
All correspondence related to a request for a review through BCBSNC‘s grievance process should be scnt to: 
BCBSNC 
Customer Services 
PO Box 229 1 
Durham, NC 27702-2291 
In addition, members may also receive assistance with grievnrrces from the Managed Care Patient Assistance Program by 
contacting: 
Managed Care Patient Assistance Program 
9001 Mail Service Center 
Raleigh, NC 27699-9001 
Tel: (919) 733-6272 
Tel (toll free in NC): 1-866-867-6272 
Email. M CPA@ncd oj .gov 
Following such request for review, a review will be conducted by BCBSNC, by someone who is neither the individual who 
made the original claims denial that is the subject of  thegrievance, nor the subordinate of such individual. The denial of the 
initial claim will not have an effect on the review. I f a  claims denial is based on medical judgment, including determinations 
with respect to whether a particular treatment, drug or other item is experiinenfal, iizvestigalional, or not rnedica//y necessary or 
appropriate, BCBSNC. shall consult with a health care professional with an appropriate level of training and expertise in the 
field of medicine involved (as determined by BCBSNC) who was not involved in the initial claims denial and who is not a 
subordinate of any such individual.. 

Steps To Follow In The GrievanxProcess 

First Level Grievance Review 
BCBSNC will provide you with the name, address and phone number of the grievance coordinator within three business 
days after receipt of a review request. BCBSNC will also give you instructions on how to submit written materials. For 
grievarzce,r concerning quality of health care, an acknowledgement will be sent by BCBSNC within five business days. 
Althougti you are not allowed to attend a first level grievance review, BCBSNC asks that you send all of the written 
material you feel is necessary to make a decision. BCBSNC will use the material provided in the request for review, along 
with other available information, to reach a decision. You will be notified in clear written terms of the decision, within a 
reasonable time but no later than 30 days from the date BCBSNC received the request. You may then request all 
information that was relevant to the review. 
Second Level Grievance Review 
Since the Plan is subject to ERISA, the first level grieiwrce review is the only level that you must complete before you can 
pursue your grievarzce in an action in federal court 
Otherwise, if you are dissatisfied with the first level grievance review decision, you have the  right to a second level grjeva,Tce 
review Second level grievances are not allowed far benefits or services that are clearly excluded by this benefit booklet or 
quality of care complaints. Within ten business days after BCBSNC receives your request for a second level grievance 
review, the following information will be given to you. . Name, address and telephone number of the grievarzce coordinator 

A statement of your rights, including the right to: 
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- 
- 
- 
- 
- 

request and receive from BCBSNC all information that applies to your case 
attend the second level grievance review meeting 
present your case to the review panel 
submit supporting material before and at the review meeting 
ask questions of any member of the review panel 
be assisted or represented by a person of your choosing, including a family member, an employer representative, or 
an attorney 
pursue other voluntary alternative dispute resolution options. - 

The second level review meeting, which will be conducted by a review panel coordinated by BCBSNC using external 
physicians andor  benefit experts, will be held within 45 days after BCBSNC receives a second level grievance review 
request. You will receive notice of the mceting date and location at least I5 days before the meeting. You have the right 10 a 
full review of your griewrce even if you do not attend the meeting A written decision will be issued to you within five 
business days of the review meeting. 

If any claim (whether expedited or nonexpedited) shall be wholly or partially denied at either the first level grievance or the 
second level grievance review, a written notice shall be provided to the member wordcd in an understandable manner and 
shall set forth: 
0 

D 

Notice Of Decision 

The specific reason(s) for the denial 
Reference to the specific the Plan provisions on which the decision is based 
A statement that the nwmber is entitled to receive, upon request and without charge, reasonable access to, and copies 
of, all documents, records and other information relevant to the mem6er's claim for benefits 
If applicable, a statement describing any voluntary appeals procedures and the member's right to  receive information 
about the procedures as well as the member's right to bring a civil action under Section 502(a) of ERISA following an 
adverse determination upon review 
A copy of any internal rule, guideline, protocol or other similar criteria relied on in making the decision or a statement 
that such specific rule, guideline, protocol, or other similar criteria was relied upon in making the decision and that this 
will be provided without charge upon request 
If the decision is based on tnedicul necessify or experiinenful treatment or a similar exclusion or limit, either an 
explanation of the scientific or clinical judgment for the determination, applying the terms of the Plan to the member's 
medical circumstances, or a statement that such explanation will be provided without charge upon request; and 
The following statement: "YOU may have other voluntary alternative dispute resolution options, such as mediation. 
One way to find out what may be available is to contact your local U S  Department of Labor Office and your State 
insurance regulatory agency." 

- 

Expedited Review 
You have the right to a more rapid or expedited review of a denial of coverage i fa  delay: (i) would reasonably appear to 
seriously jeopardize your or your dependent's life, health or ability to regain maximum function; or (ii) in the opinion of 
yourprovider, would subject you or your dependent to severe pain that cannot be adequately managed without the 
requested care or treatment. You can request an expedited second level review even i f  you did not request that the initial 
revicw be expedited. An expedited review may be initiated by calling BCBSNC Customer Service at the number given in 
"Whom Do  I Call?" An expedited review will take place in consultation with a medical doctor. All of the same conditions 
for a first level or second lcvel grievance review apply to an expedited review, except that the review meeting will take place 
through a conference call or through written communication.. BCBSNC will communicate the decision by phone to you 
and your provider as soon as possible, taking into account the medical circumstances, but no later than 72 hours after 
receiving the request. A written decision will be communicated within four days after receiving the request for the expedited 
appeal. Information initially given by telephone must also be given in writing. 
After requesting an expedited review, the Plan will rcrnain responsible for covered health care services you are receiving 
until you have been notified of the review decision. 
Correspondence rclated to a request for a review through the Plan's grievance process should be sent to: 
BCBSNC 
Customer Services 
PO Box 2291 
Durham, NC 27702-2291 

Delegated Appeals 
Magellan Behavioral Health is responsible for the first level grievance review for inparienf and ourpalien! mental health and 
subsraiice abuse services Please forward written grievances to: 
Magellan Behavioral Health 
Appeals Department 
PO Box 1619 
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Alpharetta, GA 30009 
Second level grievnnce review for inpafient and ourpotienf mental health and substance abuse services is provided by BCBSNC. 
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ADDITIONAL TERMS OF YOUR COVERAGE (cant.) 
\ 

Should any state enact a law that mandates liability calculation methods that differ from the usual BIueCard program 
method or requires a surcharge, your required payment for services in that state will be based upon the method required by 
that state's law. 

Right Of Recovery Provision 
Immediately upon paying or providing any benefit under the Plan, the Plan shall be subrogated to all rights of recovery a 
member has against any party potentially responsible for making any payment to a member due to a rnember's injuries, illness or 
condition, to the full extent of benefits provided or to be provided by the Plan.. 
In addition, if a member receives any payment from any potentially responsible party as a result of an injury, illness or 
condition, the Plan has the right to recover from, and be reimbursed by, the member for all amounts thc Plan has paid and will 
pay as a result of that injury or illness, up to and including the full amount the member receives from all potentially responsible 
parties. The member agrees that if the member receives any payment from any potentially responsible party as a result of an 
injury or illness, the rnernber will serve as a constructive trustee over the funds for the benefit of the Plan. Failure to hold such 
funds in trust will be deemed a breach of the inernher's fiduciary duty to the Plan. 
Further, the Plan will automatically have a lien, to the extent of benefits advanced, upon any recovery whether by settlement, 
judgment or otherwise, that a member receives from any third party, any third party's insurer or any other source as a result of 
the member's injuries. The lien is in the amount of benefits paid by the Plan for the treatment of the illness, injury or condition 
for which another party is responsible. 
As used throughout this provision, the term responsible party means any party possibly responsible for making any payment to 
a member due to a rnentber's injuries or illness or any insurance coverage including, but not limited to, uninsured motorist 
coverage, underinsured motorist coverage, personal umbrella coverage, medical paymcnts coverage, workers' compensation 
coverage, no-fault automobile insurance coverage, or any first party insurance coverage 
The lien can be filed with or enforced against any party who possesses funds or proceeds representing the amount of benefits 
paid by the Plan including, but not limited to, the rnentber; the member's representative or agent; responsible party, responsible 
party's insurer, representative or agent; and/or any other source posscssing funds representing the amount of benefits paid by 
the Plan. 
The rnernber acknowledges that the Plan's recovery rights are a first priority claim against all potentially responsible parties and 
are to be paid to the Plan before any other claim for the nTernber's damages. The Phn  shall be entitled to full reimbursement 
first from any potential responsible party payments, even i f  such payment to the Plar7 will result in a recovery to the member 
which is insufficient to make the member whole or to compensate the member in part or in whole for the damages sustained. It 
is further understood that the Plan will pay all fees associated with counsel it hires to represent its interests related to any 
recovery it may be entitled to, but i t  is agreed that the Plan is not required to participate in or pay court costs or attorney fees to 
any attorney hired by the member 
The terms of this entire right of recovery provision shall apply and the Plan is entitled to full recovery regardless of whether any 
liability for payment is admitted by any potentially responsible party and regardless of whether the settlement or judgment 
received by the member identifies the medical benefits the Plan provided. The Plan is entitled to recover from any and all 
settlements or judgments, even those designated as pain and suffering or non-economic damages only. 
The member acknowledges that BCBSNC has been delegated authority by the Plm An'nrinis/ratur to assert and pursue the right 
of subrogation and/or reimbursement on behalf of the Plan. The member shall fully cooperate with BCBSNC's efforts to 
recover benefits paid by the Plan. It is the duty of the rnernber to notify BCBSNC in writing of the member's intent to pursue a 
claim against any potentially responsible party, within 30 days of the date when any notice is given to any party, including an 
attorney, of the intention to pursue or investigate a claim to recover damages or obtain compensation due to injuries or illness 
sustained by the mernher. The ~~7nnber shall provide all information requested by BCBSNC or its representative including, but 
not limited to, completing and submitting any applications or other forms or statements as BCBSNC may reasonably request. 
The inember shall do  nothjng to prejudice the Plan's recovery rights as herein set forth. This includes, but is not limited to, 
refraining from entering into any settlement or recovery that attempts to reduce, waive, bar or exclude the full cost of all 
benefits provided by the Plan. 
In the event that any claim is made that any part of this right of recovery provision is ambiguous or questions arise concerning 
the meaning or intent of any of its terms, the meniber and the Plan agree that the Plan Adriiitiisrraror shall have the sole 
authority and discretion to resolve all disputes regarding the interpretation of this provision. 
The niernber agrees that any legal action or proceeding with respect to this provision may be brought in any court of competent 
jurisdiction as BCBSNC may elect Upon receiving benefits under the Plan, the member hereby submits to each such 
jurisdiction, waiving whatever rights may correspond to the inernber by reason of the member's present or fu ture  domicile. 

The plan will not be liable for payment or benefits unless proper notice is furnished to BCBSNC that cuveredservrces have been 
provided 10 a rnenlber I f  the n7ernber files the claim, written notice must be given to BCBSNC within IS months after 1he 
merilber incurs the coveredservice. except in the absence of legal capacity of the/netnber The notice must be on an  approved 
claim form and include the data necessary for BCBSNC to determine benefits 

Notice Of Claim 
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Notice Of Benefit Determination 
BCBSNC will provide an explanation of benefits determination to the mernber or the member's authorized representative within 
30 days of receipt of a notice of claim if the mernber has financial liability on the claim other than a copaytnent (unless your Plan 
has chosen to provide an explanation of benefits for additional claims where the member does not have a financial liability 
other than a copu,yment). BCBSNC may take an extension of up to 15 additional days to complete the benefits determination if 
additional information is needed. If BCBSNC takes an extension, BCBSNC will notify the nieniber or the member's authorized 
representative of the extension and of the information needed. You will then have 90 days to provide the requested information. 
As soon as BCBSNC receives the requested information, or at the end of the 90 days, whichever is earlier, BCBSNC will make 
a decision within 15 days. 
Such notice will be worded in an understandable manner and will include: 
0 The specific reason(s) for the denial of benefits 

Reference to the benefit booklet section on which the denial of benefits is based 
A description of any additional information needed for you to perfect the claim and an explanation of why such 
information is needed 
A description of the review procedures and the time limits applicable to such procedures, including the meinher's right to 
bring a civil action under Section 502(a) of ERISA following a denial of benefits 
A copy of any internal rule, guideline, protocal or other similar criteria relied on, if any, in making the benefit 
determination or a statement that it will be provided without charge upon request 
I f  the denial of benefits is based on n7edicalnecessity or experirnental treatment or a similar exclusion or limit, either an 
explanation of the scientific or clinical judgment, applying the terms of the health benefit plan to the nrember's medical 
circumstances, or a statement that this will be provided without charge upon request; and 
In the case of a denial of benefits involving urgent care, a description o f  the expedited review process available to such 
claims. 

Upon receipt of a denial of benefits, you have the right to file a grievance with BCBSNC See "What If You Disagree With A 
Decision?" for more information. 
Limitation Of Actions 
Since the Plan is subject to ERISA, you must only exhaust the first level grievmicp review process following the Notice of Claim 
requirement. Please see "What If You Disagree With A Decision?" for details regarding the grievance review process. No legal 
action may be taken later than three years from the date coveredservices are incurred However, if you are authorized to pursue 
an action in federal court under ERISA, and you choose to pursue a second level grievarrce review, the three-year limitation is 
temporarily suspended until that review has been resolved. 

If  a nrenzber is also enrolled in another group health plan, the P/un may coordinate benefits with the other plan. Coordination 
of benefits (COR) means that if a member is covered by more than one insurance plan, benefits under one plan are determined 
before the benefits are determined under the second plan.. The plan that determines benefits first is called the primary plan. The 
other plan is called the secondary plan. Benefits paid by the secondary plan may be reduced to avoid paying benefits between 
the two plans that are greater than thc cost of the health careservice. 
Most group health insurance plans include a COB provision. The rules used to determine which plan is primary and secondary 
are listed in the following chart. The "participant" is the person who is signing up for health insurance coverage 

Coordination Of Benefits (Overlapping Coverage] 
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en a person IS covered by 2 
group health plans, and 
One plan does not have 

participant under one plan 
and a dependent under the 
other 
The person is covered as a 
dependent child under 
both plans, including when 
parents are divorced or 
separated and share joint 
custodv 
The person is covered as a 
dependent child and parents 
are divorced or separated 
with no court decree for 
coverage 
The person is covered as a 
dependent child and 
coverage is stipulated in a 
court decree 

-~ 
The person is covered as a 
laid-off or retired employee 
or that employee's dependent, 
on one of the plans 

The person is the participant 
in two active group health 
plans and none of the rules 
above apply 

Then 

The plan without COB is 
The Dlan with COB is 

I____ 

The plan covering the person as the participant is 
The plan covering the person as a dependent is 

The plan of the parent whose birthday occurs earlier in the 
calendar year (known as the birthday rule) is 
The plan of the parent whose birthday is later in the calendar 
year is 
Note: When the parents have the same birthday, the plan that 
covered the parent longer is 
The custodial parent's plan is 
The plan of the spouse of the custodial parent'is 
Or, if the custodial parent covers the child through their 

The non-custodial parent's plan is 
The plan of the parent primarily responsible for health coverage 

spouse's plan, the plan of the spouse is - 

__ under the court decree is 
The plan of the other parent is 
Note. If there is a court decrce that rcquircs a parent lo assume 
financial responsibility for the child's health care coverage, and 
BCBSNC has actual knowledge of those terms of the court 
decree, benefits under that parent's health benefit plan are 
The plan that covers a person other than as a laid-off or retired 
employee or as that employee's dependent 
The plan that covers a person as a laid-off or retired employee 
or the dependent of a laid-off or retired employee 
Note: This rule does not apply if i t  results in a conflict in 
determining order of benefits 
The plan that has been in effect longer is 
%plan that has been in effect the shorter amount of time is 

-- 

rimary econ ary z 
Yes 

Yes 
Yes 

Yes 

Yes 

Yes 

Yes 
- Yes 

Yes 
Yes 

Yes 

NOTE: Payment by BCBSNC under the P/on takes into account whether or not theprovider is a participatingprovider If 
the Plat] is the secondary plan, and the tneniber uses a participatingprovir, the Plon will coordinate up to the allowed 
cttnount. The participatingprowirier has agreed to accept the doived arnozoil as payment in full. 
BCBSNC may request information about the other plan from the member. A prompt reply will help BCBSNC process 
payments quickly. There will be no payment until primary coverage is determined It is important to remember that even 
when benefits are coordinated with other group health plans, benefits for covered .services are still subject to program 
requirements, such as prior review and cerlt$ca/ion procedures 
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ALLOWED AMOUNT - the charge that BCBSNC determines is reasonable for covered service,s provided to a menzber. This 
may be established in accordance with an agreement between theprovider and BCBSNC. In the case ofproviders that have not 
entered into an agreement with BCBSNC, the allowed amount will be the lesser of the provider's actual charge or a reasonable 
charge established by BCBSNC using a methodology that is applied to comparable providers for similar servims under a similar 
plan. BCBSNC's methodology is based on several factors including BCBSNC's medical, payment and administrative 
guidelines. Under the guidelines, some procedures charged separately by the provider may be combined into one procedure for 
reimbursement purposes. 
AMBULANCE - transportation by means of a specially designed and equipped vehicle used only for transporting the sick 
and injured, includes ground and aircraft. 
AMBULATORY SURGICAL CENTER - a nonho.rpiraIjaci(iry with an organized staff of doclors, which is licensed or 
certified in the state where located, and which: 
a) Has permanent facilities and equipment for the primary purpose of performing surgical procedures on an oirrpatienf basis 
b) Provides nursing services and treatment by or under the supervision of docrors whenever the patient is in the facility 
c) Does not provide inpatient accommodations 
d) Is not other than incidentally, a facility used as an office or clinic for the private practice o f a  doclor or otkerprovider 
BENEFIT PERIOD - the period of time, as stated in the "Summary Of Benefits," during which charges for coveredservices 
provided to a member must be incurred in order to be eligible for payment by the Plrzn A charge shall be considered incurredon 
the date the service or supply was provided to a member. 
BENEFIT PERIOD MAXIMUM - the maximum amount of charges for coveredservices in a benefit period that will be 
reimbursed on behalf of a ineinber while covercd under the Plan. 
CERTIFICATION - the determination by BCBSNC that an admission, availability of care, continued stay, or other services, 
supplies or drugs have been reviewed and, based on the information provided, satisfy BCBSNC's requirements for inedically 
necessary services and supplies, appropriateness, health care setting, level of care and effectiveness. 
COINSURANCE - the sharing of charges by the Plan and the riienzber for coveredservices received by a member, usually 
stated as a percentage of the allowed amoimt. 
COMPLICATIONS OF PREGNANCY - medical conditions whose diagnoses are distinct from pregnancy, but are 
adversely affected or caused by pregnancy, resulting in the mother's life being in jeopardy or making the birth of a viable infant 
impossible and which require the mothcr to be treated prior to the full term of the pregnancy (except as otherwise stated below), 
including, but not limited to. abruption of placenta; acute nephritis; cardiac decompensation; documented hydramnios, 
eclampsia; ectopic pregnancy; insulin dependent diabetes mellitus; missed abortion; nephrosis; placenta previa; Rh 
sensitization; severe pre-eclampsia; trophoblastic disease; toxemia; immediate postpartum hemorrhage due to uterine atony; 
retained placenta or uterine rupture occurring within 72 hours of delivery; or, the following conditions occurring within ten 
days of delivery: urinary tract infection, mastitis, thrombophlebitis, and endometritis. Eniergency cesarean section will be 
considered eligible for benefit application only when provided in the course of treatment for those conditions listed above as a 
complication of pregnancy. Common side effects of an otherwise normal pregnancy, conditions not specifically included in this 
definition, episiotomy repair and birth injuries are not considered complications of pregnancy. 
CONGENITAL - cxisting at, and usually before, birth referring to conditions that are apparent at birth regardless of their 
causation. 
COPAYMENT - the fixed-dollar amount that is duc and payable by the member at the time a coveredservice is provided. 

~~ COSMETIC - to improve appearance. This does not include restoration of physiological function resulting from accidental 
injury, trauma or previous treatment that would be considered a cowredservice. This also does not include rcconstructive 
sztrgery to correct congeniral or developmental anomalies that have resulted in lunctional impairment. 
COVERED SERVICE(S) - a service, drug, supply or equipment specified in this benefit booklet for which meinbers ate 
entitled to benefits in accordance with the terms and conditions of thc Plan 
CREDITABLE COVERAGE - accepted health insurance coverage carried prior to BCBSNC coverage can be group health 
insurance, self-funded plans, individual health insurance, public health plan, Children's Health Insurance Program (CHIP), 
Medicare, Medicaid, and any other coverage defined as creditable coverage under state or federal law. Creditable coverage does 
not include coverage consisting solely of excepted benefits. 
CUSTODIAL CARE - care designed essentially to assist an individual with activities of daily living, with or without routine 
nursing Care and the supervisoryeare o r a  doctar. While some skilled services may be provided, the piitient does not require 
continuing skilled services 24 hours daily. The individual is not under specific medical: surgical, or psychiatric treatment to 
reduce a physical or mental disability to the extent necessary to enable the patient to live outside either the institution or the 
home setting with substantial assistance and supervision, nor is there reasonable likelihood that the disability will be reduced 10 
that level even with treatment. Custodial care includes, but is not limited to, help in walking, bathing, dressing, feeding, 
preparation of special diets and supervision over medications that could otherwise be self-administered. Such services and 
supplies are custodial as determined by BCRSNC without regard to the place of service or the provider prescribing or providing 
the services. 
DEDUCTIBLE - the specified dollar amount for certain coveredservices that thc iiiernber must incur before benefits are 
payable for the remaining coveredservices. The deductible does not include copayiizennt.~, coinsurance, charges in excess or the 
(1fkoltred C I I I I O ~ N I ~ ,  amounts exceeding any niaximum and expenses for nomovered services. 
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DENTAL SERVICE(S) - dental care or treatment provided by a dentist or ofher professionalprovider in the dentist's office to 
a covered member while the policy is in effect, provided such care or treatment is recognized by BCBSNC as a generally 
accepted form of care or treatment according to prevailing standards of dental practice. 
DENTIST - a dental practitioner who is duly licensed and qualified under the law ofjurisdiction in which treatment is 
received to provide denfalservices, perform dental surgery or administer anesthetics for dental surgery. All services performed 
must be within the scope of license or certification to be eligible for reimbursement. 
DEVELOPMENTAL DYSFUNCTION - difficulty in acquiring the activities of daily living including, but not limited to, 
walking, talking, feeding or dressing oneself or learning in school. Developmental therapies are those to facilitate or promote 
the development of skills, which the member has not yet attained. Examples include, but are not limited to: speech therapy 10 
teach a member to talk, follow directions or learn in school; physical therapy to treat a rnember with low muscle tone or to teach 
a member to roll over, sit, walk or use other large muscle skills; occupational therapy to teach a member the activities of daily 
living, to use small muscle skills or balance or to assist with behavior or achievement in the learning setting. 
DOCTOR - includes the following: a doctor of medicine, a doctor of osteopathy, licensed to practice medicine or surgery by 
the Board of Medical Examiners in the state of practice, a doctor ofdentistry, a doctor of podiatry, a doctor of chiropractic, a 
doctor of optometry, or a doctor of psychology who must be licensed or certified in the state of practice and has a doctorate 
degree in psychology and at least two years clinical experience in a recognized health setting or has met the standards of the 
National Register of Health Service Providers in Psychology. All of the above must be duly licensed to practice by the state in 
which any service covered by the contract is performed, regularly charge and collect fees as a personal right, subject to any 
licensure or regulatory limitation as to location, manner or scope of practice. AI1 services performed must be within the scope of 
license or certification to be eligible for reimbursement. 
DURABLE MEDICAL EQUlPMENT - items designated by BCBSNC which can withstand repeated use, are used primarily 
to serve a medical purpose, are not useful to a person in the absence of illness, injury or disease, and are appropriate for use in 
the patient's home. 
EFFECTIVE DATE - the date on which coverage for a member begins, according to "When Coverage Begins And Ends." 
EMERGENCY(1ES) - the sudden or unexpected onset of a condition of such severity that a prudent layperson, who 
possesses an average knowledge of health and medicine, could reasonably expect the absence of immediate medical attention to 
result in any of the following: placing the health of an individual or with respect to a pregnant woman, the health of the 
pregnant woman or her unborn child in serious jeopardy, serious physical impairment to bodily functions, serious dysfunction 
of any bodily organ or part, or death. Heart attacks, strokes, uncontrolled bleeding, poisonings, major burns, prolonged loss of 
consciousness, spinal injuries, shock, and other severe, acute conditions are examples of emergencies. 
EMERGENCY SERVICES - health care items and services furnished or required to screen for or treat an etnergrncy medical 
condition until the condition is stabilized, including pre-hospital care and ancillary services routinely available in the emergency 
department. 
EMPLOYER - Duke Energy Corporation or an affiliated company that is participating in the Plan. 
ERISA - the Employee Retirement Income Security Act of 1974 
EXPERIMENTAL - see Invesrigatiorial. 
FACILITY SERVICES - covered services provided and billed by a ho.spiial or nonhospitalf2lciliry All services performed must 
be within the scope of license or certification to be eligible for reimbursement. 
GRIEVANCE - grievances include dissatisfaction with a claims denial or any decisions (including an appeal of a 
noncertijjcafion decision), policies or actions related to the availability, delivery or quality of health care services. 
HOLISTIC MEDICINE - unproven preventive or lreatmeiit modalities, generally described as alternative, integrative or 
complementary medicine, whether performed by a physician or any other provider 
HOMEBOUND - a member who cannot leave their home or temporary residence due to a medical condition which requires 
bot11 the assistance of another person and the aid of supportive devices or the use of special transportation. A member is not 
considered honiebound solely because the assistance of another person is required to leave the home. 
HOME HEALTH AGENCY - a r ~ ~ ~ / i ~ . ~ p i ~ u l ~ u c i l i t ~ ~  which is primarily engaged in providing home health care services 
medical or therapeutic in nature, and which: 
a) 
b) 
c) 
d) 
e) Is acceptable to BCBSNC. 
HOSPICE - a nonhospifal facilify that provides medically related services to persons who are terminally i l l ,  and which: 
a) 
b) 
c) Is acceptable to BCBSNC. 
HOSPITAL - an accredited institution for the treatment of the sick that is licensed as a hospitaf by the appropriatc state 
agency in the state where located. All services performed must be within the scope of license or certification to be eligible for 
reimbursement. 
lDEpJTlFICATION CARD (ID c?fi-- the card issued to nrrmbers upon enrollment which provides e~??p/r~)~er/)~ianber 
identification numbers, names of the members, applicable copuyn?cnis and/or coinsurance, and key phone numbers and 
addresses. 

Provides skilled nursing and other services on a visiting basis in the tnember's home, 
Is responsible for supervising the delivery of such services under a plan prescribed by a docior, 
Is accredited and licensed OJ certified in the state where located, 
Is certified for participation in the Medicare program, and 

Is accredited, licensed or certified in the state where located, 
Is certified for participation in the Medicare program, and 
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INCURRED - the date on which a member receives the service, drug, equipment or supply for which a charge is made. 
INFERTILITY - the inability of a heterosexual couple to conceive a child after 12 months of unprotected malelfemale 
intercourse 
IN-NETWORK - designated as participating in thc Blue Options network. BCBSNC's payment for in-network covered 
services is described in this benefit booklet as in-network benefits or in-network benefit levels. 
IN-NETWORK PROVIDER - a l~ospital, docfor, other medical practitioner or provider of medical services and supplies that 
has been designated as a Blue Optionsprovider by BCBSNC or a provider participating in the BlueCard program. 
INPATIENT - pertaining to services received when a member is admitted to a hospital or nonhospita1,fucilify as a registered 
bed patient for whom a room and board charge is made 
INVESTIGATIONAL (EXPERIMENTAL') - the use of a service or supply including, but not limited to, treatment, 
procedure, facility, equipment, drug, or device that BCBSNC does not recognize as standard medicul cure of the condition, 
disease, illness, or injury being trcated. The following criteria are the basis for BCBSNC's determination that a service or supply 
is investigational: 
a) Services or supplies requiring federal or other governmental body approval, such as drugs and devices that do  not have 

unrestricted market approval from the Food and Drug Administration (FDA) or final approval from any other 
governmental regulatory body for use in treatment of a specified condition. Any approval that is granted as an interim step 
in the regulatory process is not a substitute for final or unrestricted market approval. 

b) There is insufficient or inconclusive scientific evidence in peer-reviewed medical literature to permit BCBSNC's evaluation 
of the therapeutic value of the service or supply 

c) There is inconclusive evidence that the service or supply has a beneficial effect on health outcomes 
d) The service or supply under consideration is not as beneficial as any established alternatives 
e) There is insufficient information or inconclusive scientific evidence that, when utilized in a non-investigational setting, the 

service or supply has a beneficial effect on health outcomes and is as beneficial as any established alternatives 
If a service or supply meets one or more of the criteria, it is deemed investigational except for clinical trials as described under 
the Plan Determinations are made solely by BCBSNC after independent review of scientific data Opinions of experts in a 
particular field andor  opinions and assessments of nationally recognized review organizations may also be considered by 
BCBSNC but are not determinative or conclusive 
LICENSED PRACTICAL NURSE (LPN) - a nurse who has graduated from a formal practical nursing education program 
and is licensed by the appropriate state authority. 
LIFETIME MAXIMUM - the maximum amount of coveredservices that will be reimbursed on behalf of a nwnber while 
covered under the Plan. 
MAINTENANCE THERAPY -- services that preserve your present level of function or condition and prevent regression of 
that function or condition. Maintenance begins when the goals of the treatment plan have been achieved and/or when no 
fiirther progress is apparent or expected to occur. 
MEDICAL CARBSERVJCES - professional services provided by a doc/or or otherprovider for the treatment of an illness or 
injury. 
MEDICAL SUPPLIES - health care materials that include ostomy supplies, catheters, oxygen and diabetic supplies 
MEDICALLY NECESSARY (or MEDICAL NECESSITYl- those coveredservices or supplies that are: 
a) Provided for the diagnosis, treatment, cure, or relief of a health condition, illness, injury, or disease; and, except for clinical 

trials as described under the Plan, not for experitnentnf, investigational, or cosnielic purposes, 
b) Necessary for and appropriate to the diagnosis, treatment, cure, or relief ofa health condition, illness, injury, disease, or its 

symptoms, 
c) Within generally accepted standards of niedicul cure in thc community, and 
d) Not solely for the convenience of the insured, the insured's family, or the provider 
For medically necessary services, BCBSNC may compare the cost-effectiveness of alternative services, settings or supplies when 
determining which of the services or supplies will be covered and in what setting medically necessary services are eligible for 
coverage. 
MEMBER - an purricipanf or dependent, who is currently enrolled in the Plan and Tor whom premium is paid. 
MENTAL ILLNESS - menral disorders, psychjalric illnesses. mental conditions and psychiatric conditions (whether organic 
or non-organic, whether of biological, nonbiological, chemical or nonchemical origin and irrespective of cause, basis or 
inducement) This includes, but is not limited to, psychoses, neurotic disorders, schizophrenic disorders, affective disorders, 
personality disorders, and psychological or behavioral abnormalities associated with transient or permanent dysfunction of the 
braill or related neurohormonal systems. (This is intended to include disorders, conditions and illnesses classified on Axes I and 
11 in the current edition of the Diagnostic and Statistical Manual of Mental Disorders of the American Psychiatric Association, 
Washington, DC.) 
NONCERTJFICATION - a determination by BCBSNC that a service covered under the Plan has been reviewed and does 
not meet BCBSNC's requirements for tnedicul necessil)~, appropriateness, health care setting, level of care or effectiveness or the 
prudent layperson standard for coverage of eniergency services and, as a result, the requested service is denied, reduced or 
terminated. The determination that a requested service is experitnentul, invesfigationalor cosinetic is considered a 
noncertification. A noncertificatjon is not a decision based solely on the fact ihat the requested service is specifically excluded 
under your benefits 
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NONHOSPITAL FACILITY - an institution or entity other than a hospital that is accredited and licensed or certified in the 
state where located to provide coveredservices and is acceptable to BCBSNC. All services performed must be within the scope 
of license or certification to be eligible for reimbursement. 
OFFICE VISIT - medical care, surgery, diagnostic services, short-term rehabilitative therapy services and medical supplies 
provided in a provider's office. 
OTHER PROFESSIONAL PROVIDER - a person or entity other than a doctor who is accredited and licensed or certified 
in the state where located to provide coveredservices and which is acceptable to BCBSNC All services performed must be 
within the scope of license or certification to be eligible for reimbursement. 
OTHER P R O V I D E -  an institution or entity other than a docror or hospital, which is accredited and licensed or certified in 
the state where located to provide coveredservices and which is acceptable to BCBSNC All services performed must be within 
the scope of license or certification to be eligible for reimbursement. 
OTHER THERAPY(1ES) - the following services and supplies, both inpatient and orriparient, ordered by a doctor or other 
provider to promote recovery from an illness, disease or injury when provided by a doclor, otherprovider or professional 
employed by a provider licensed in the state of practice. 
a) Cardiac rehabilitative therapy -- reconditioning the cardiovascular system through exercise, education, counseling and 

behavioral change 
b) Chemotherapy (including intravenous chemotherapy) - the treatment of malignant disease by chemical or biological 

antineoplastic agents which have received full, unrestricted market approval from the Food and Drug Administration 

c) Dialysis treatments - the treatment of acute renal failure or chronic irreversible renal insufficiency for removal of waste 
materials from the body to include hemodialysis or peritoneal dialysis 

d) Pulmonary therapy - programs that combine exercise, training, psychological support and education in order to improve 
the patient's functioning and quality of life 

e) Radiation therapy - the treatment of disease by x-ray, radium, or radioactive isotopes 
f) Respiratory therapy - introduction of dry or moist gases into the lungs for treatment purposes 
OUT-OF-NETWORK- n o t  designated as participating in the Blue Options network, and not certified in 
advance by BCBSNC to be considered as iii-network. There is no payment Tor out-of-network covered services 
except as described in this benefit booklet. 
OUT-OF-NETWORK PROVIDER - aprovider that has not been designated as a Blue Optionsprovider by BCBSNC. 
OUTPATIENT - pertaining to services received from a hospital or nonhospital, facilit,y by a inember while not an inpatient. 
OUTPATIENT CLINIC(S1- an accredited institutionlfacility associated with or owned by a liospitol. An outpatient clinic 
may bill for outpatient visits, including professional services and ancillary services, such as diagnostic tests. These services may 
be subject to the Oiitparient Services benefit. All services pcrformed must be within the scope of the professional or facility 
license or certification to be eligible for reimbursement. 
PARTICIPANT- a person who is eligible for coverage under the Plan and properly enrolled.. 
PLAN - Duke Energy Medical Plan's Exclusive Provider Organization (EPO) option. 
PLAN ADMINISTRATOR - Duke Energy Benefits Committee. 
PLAN SPONSOR - Duke Energy Corporation 
POSITIONAL PLAGIOCEPHALY - the asymmetrical shape of an inpant's head due to uneven external pressures on the 
skull in either the prenatal or postnatal environment. This does not include asymmetry of an infant's head due to premature 
closure of the sutures of the skull. 
PREVENTIVE CARE - tnedicaiservices provided by or upon the direction of a doctor or other provider related to the 
prevention of disease. 
PRIMARY CARE PROVIDER (PCP) - an in-netivork provider who has been designated by BCBSNC as a PCP, 
PRIOR REVIEW - the consideration of benefits for an admission, availability of care, continued stay, or other services, 
supplies or drugs, based on the information provided and requirements for a determination of medical necessity of services and 
supplies, appropriateness, health care setting, or level of care and effectiveness. Prior review results in certiJcation or 
noncertijicarion of benefits. 
PROSTHETIC APPLIANCES - fixed or removable artificial limbs or other body parts, which replace absent natural ones 
following permanent loss of the body part. 
PROVIDER - a hospital, rionho.rpitalfacilit~~, doctor, or orher provider, accredited, licensed or certified where required in the 
State of practice, performing within the scope of license or certification All services performed must be within the scope of 
license OJ certification to be eligible for reimbursement. 
REGISTERED NURSE (RN) - a nurse who has graduated from a formal program of nursing education (diploma school, 
associate degree or baccalaureate program), and is licensed by the appropriate state authority in the state of practice. 
ROUTINE FOOT CARE - hygiene and preventive maintenance such as trimming of corns, calluses or nails that do not 
usually require the skills of a qualified provider of foot care services 
SEXUAL DYSFUNCTION - any of a group of sexual disorders characterized by inhibition either of sexual desire or of the 
psychopliysiological changes that usually characterize sexual response. Included are female sexual arousal disorder, male 
erectile disorder and hypoactive sexual desire disorder 

(FDA) 
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SHORT-TERM REHABILITATIVE THERAPY - services and supplies both inpalrent and ouipatienl, ordered by a doctor 
or orherprovider to promote the recovery of the member from an illness, disease or injury when provided by a doctor, oilier 
provider or professional employed by a provider licensed by the appropriate state authority in the state of practice and subject to 
any licensure or regulatory limitation as to location, manner or scope of practice. 
a) Occupational therapy - treatment by means of constructive activities designed and adapted to promote the restoration of 

the person's ability to satisfactorily accomplish the ordinary tasks of daily living and those required by the person's 
particular occupational role after such ability has been impaired by disease, injury or loss of a body part 

b) Physical therapy - treatment by physical means, hydrotherapy, heat or similar modalities, physical agents, biomechanical 
and neurophysiological principles and devices to relievc pain, restore maximum function and prevent disability following 
disease, injury or loss of body part 
Speech therapy - treatment for the restoration of speech impaired by disease, surgery, or injury; or certain significant 
physical congenifal conditions such as cleft lip and palate; or swallowing disorders related to a specific illness or injury. 

c) 

SKILLED NURSING FACILITY - a nunl~ospital fucili~y licensed under state law that provides skilled nursing, 
rehabilitative and related care where professional medical services are administered by a registered or Iicensedpractiml nime 
All services performed must be within the scope of license or certification to be eligible for reimbursement. 
SPECIALIST - a doctor who is recognized by BCBSNC as specializing in an area of medical practice. 
STABILIZE - to provide /nedical care that is appropriate to prevent a material deterioration of the member's condition, 
within reasonable medical certainty. 
SURGERY - the performance of generally accepted operative and cutting procedures including specialized instrumentations, 
cndoscopic examinations and other invasive procedures, such as: 
a) The correction of fractures and dislocations 
b) lJsual and related pre-operative and post-operative care 
c) Other procedures as reasonable and approved by BCBSNC. 
TRANSPLANTS - the surgical transfer of a human organ or tissue taken from the body for grafting into another area of the 
same body or into another body; the removal and return into the same body or transfer into another body of bone marrow or 
peripheral blood stem cells. Grafting procedures associated with reconstructive surger,y are not considered transplants. 
URGENT CARE - services provided for a condition that occurs suddenly and unexpectedly, requiring prompt diagnosis or 
treatment, such that in the absence of immediate care the individual could reasonably be expected to suffer chronic illness, 
prolonged irnpairmcnt, or require a more hazardous treatment. Fever over 101 degrees Fahrenheit, ear infection, sprains, some 
lacerations and dizziness arc examples of conditions that would be considered urgent. 
UTILIZATION MANAGEMENT (UM) - a set of formal processes that are used to evaluate the nzedicalnecessity, quality 
of care, cost-effectiveness and appropriateness of many health care services, including procedures, treatments, medical devices, 
providers and facilities. 
WAITING PERIOD - the amount of time that must pass before a rirerizber is eligible to be covered for benefits under the 
terms of the Plan. 
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Bluecross Blueshield 
of North Carolina 

BIER'S AUTHORIZATION REQUEST FORM 
COMMERCIAL OPEWTIONS / IDC 

You may give Blue h s s  and Blue Shield of No& Carolina (BCBSNC) written authorizatim to disclose your protected health 
Infomation (PHI) to anyone that you designate and fw any purpose. If you wsh to authonze a person or entity to receive your 
PHI, please complete the informatton below. Completbn of this form will not change the way that BCBSNC communlcetes 
with members or svb.sxibers. For wamde, w0 &U send ax~/ansnetlon OF benefits EOBj stetemants to the Subsufber. 

MEMBER WHOSE INFORMATION WILL BE DISCLOSED 

At my raquesf I authorize 0CBSNC to disclose Protected Healul Informetion to (enter name of perwmlentity who wlllmcuh'u member's PHI?: 

UL-IUUU FIRST NAME o uuuu n M I  o CI n on o T~CJDOUO LAST W E  noo n nu 
Please provide the following informabon to the p e M n  y w  have authonred so that we may venfy the person's identq end atthorfty to rscelve your PHI: 

I your SllbXnber ID number. (lo your date of birth, and (rii) subscnber address. ill- - -- 
I wrthonze BCBSNC to dlsclose the following PHI to the persodentity llsted above. CHECK ONLY BOXES THAT APPLY 

AU Intomation ~ e q u e ~ ~ d  a Enruilment lnformatlon a  ane em ~ n ~ o r m o t m  Premium Payment Intormation 0 ~.~~~anatim 01 ~eneiits (EOB) Intormatton 

All C l m m  Intormation a All Semce$ horn a Speufr: Heatth Care Prondatfs) (rat Rov&fls Nme) 

0 Other Pkase Ust speufic PHI andlar Llate Ranges) __-_________- 

want to authorize somema to have access to your meatal h d h  or substance abuse PHI, p l e w  call the mental healtNsubstance abuse company's 
one number on the back of ywr membership card to request a separate authorizatcon form from them J 

N O E  BCBSNC will consider the effective date of this authorization to be the date BCBSNC enters this authorization into Its 
Commercial Operations business system, typically five (5) days following receipt 
If you would like this authorization to become effective on a date after BCBSNC - 
enters the authorization into its system, please insert the date here: 

M O N W  DAY nwl 
i like this authorization to expire on (enterdatel: 11 r]/n 17 /a 0 r] n QB When my policy expires. 

(If no expiration date Is provided, this authonlzatlon wit/ expire twetve (12) months from the date of recelpl) 

may revoke this euthrwizalion at any tlme by giving 0c8sNC written notice malted to the adfbws below. However, if I revoke 
affect any a c t h  BCBSNC took In relince on thls authorization before BCBSNC I also understand that the rev0Cat)on wiU 

received my mitten notice of revocation. 
1 a h  understand that BCBSNC will not condition the provision of health plan benefits on thls euthorization 
1 also undemhnd mst if the persons or entltlos I a W & e  to receive my PHI are not heatth plans, covered health cere providers or heant, care 
clearinghouses subject to the Health fnsorsnce PortabiIlW and Accwntab i l i  Act ("HIPAA") or other federal health infarmallon privacy laws, they 
may furihw dkclose the PHI and tt may no longer be protected by HlPAA or federal heatth in fmot lon  privacy laws. 

MONTH DAY 

tf signed by an Indlvldual othw than the member: ___. 

Describe your authority to act for the member tag., power of athmey, court W, -rent of minor ChNd, e k b  
pR)M youfl rn NAME 

-_. 

NOTE: Please eltach the legel document naming you es the personal representative if you hsve nol previously submtned it to us. 

RETURN THIS AUTHORIZATION TO: Commercial Operations / IDC 
Blue Cross and Blue Shield of North Carolina 
P.O. Box 2291 Duham, NC 27702.2291 

L 
UZSlS 1/M An Independent Uccnseo of the Blue Goss and Blue Shield Asssoc~aiion 
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MARY OF BENEFITS 

This section provides a summary of your Blue Options benefits A more complete description of your benefits is 
found in "Covered Services." Genera] exclusions may also apply - please see "What Is Not  Covered?" AS you 
review the "Summary Of Benefits" chart, keep in mind. 

TO receive benefits, you must receive care from a Blue Options in-network provider. However, in an eniergency, 
or when in-network providers are not reasonably available as determined by BCBSNC's access to care standards, 
you may also receive in-network benefits for care from an out-ofnetwork provider. Please see 'I Out-0FNetwor.k 
Benefits" and "Emergency Services" for additional information. Access to care standards are available on the 
BCBSNC Web site at www.bcbsnc.com/members/duke-energy or by calling BCBSNC Customer Service at the 
number listed on your ID card or in "Whom Do I Call?" 
Copayment amounts are futed dollar aniounts the member must pay for some coveredservices 
Multiple office visiis or  emergency room visits on the same day may result in multiple copaymenis 
Coinsurance percentages shown in this section are the portion of the allowedamouni that the Plan covers 
Coinsurance amounts are  based on the allowed amount. 

Please note: The list of in-network providers may change from time to time, so please verify that the provider is still in 
the Blue Options network before receiving care. Find a provider on the BCBSNC Web site at 
www.bcbsnc.com/merbers/duke-energy or call BCBSNC Customer Service at  the number listed on your ID Card or 
in "Whom Do I Call?" 

Benefit period January 1 thraugh December 31 
Benefit payments are based on where services are received and how services are billed. 

In-network 

msician Office Services 
See outpatient Services for outpatient clinic or hospital-based services. Office visits for the evaluation and 
treatment of obesity are limited to  a maximum of four visits per benefit period. 

Office Services 
Primary Care Provider 
Specialist 
Includes office surgery, x-rays and lab tests. 

$30 copayment 
$40 copayment 

CT Scans, MRls, MRAs and PET Scans 100% 

Preven five Care 
Primary Care Provider $30 copayrnent 
Specialist $40 copayment 
Includes routine physical exams, well baby, well-child care, immunizations, gynecological exams, cervical cancer 
screening, ovarian cancer screening, screening mammograms, colorectal screening, and prostate specific 
antigen tests (PSAs). 

Short-term Rehabilitative Therapies $40 copayrnent 
Chiropractic Services $40 copayment 
Benefit period maximums apply to  home, office and outpatient settings. 80 visits per benefit period for speech therapy, 
physical/occupationaI therapy, and chiropractic services combined. 
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In-network 

Physician Office Services (cont’d) 

Other Therapies 100% 
Includes chemotherapy, dialysis and cardiac rehabilitation provided in the office. See Outpatient Services for 
other therapies provided in an outpatient setting. 

Infertility and Sexual Dysfunction Services 
Primary Care Provider 
Specialist 

$30 copayment 
$40 capayment 

Routine Eye Exam $40 capayment 

m e n t  Care Centers and Emergency Room 
Urgent Care Centers $60 copayment 
Emergency Room Visit $85 copayment 
If admitted to the hospital from the emergency room, inpatient hospital benefits apply to all covered services 
provided. If held for observation, outpatient benefits apply to all covered services provided. If you are sent to the 
emergency room from an urgent care center, you may be responsible for both the emergency room copayment 
and the urgent care copayment. 

Ambulatory Surgical Center $50 copayment 

Outpatient Services 
Physician Services 100% 
Hospital and Hospital-based Services 100% 
Outpatient Clinic Services 100% 

Outpatient lab tests and mammography when performed alone 100% 
Outpatient lab tests and mammography when performed with another service 100% 
Outpatient x-rays, ultrasounds, and other diagnostic tests, such as EEGs, EKGs 100% 

$50 copayment 
Therapy Services 100% 

Outpatient Diagnostic Services: 

and pulmonary function tests 
CT scans, MRls, MRAs and PET scans 

Includes short-term rehabilitative therapies and other therapies including dialysis; see “Physician Office Services” 
for visit maximums. 

Inpatient Hospital Services 
Physician Services 100% 
Hospital and Hospital-based Services 

Includes maternity delivery, prenatal and post-delivery care. If yau are in a hospital as an inpatient at the time you begin 
a new benefit period, yau may have to meet a new deductible for covered services from dactors or otherprofessiona/ 
providers. 

$275 per admission 
copayment, then 100% 

Skilled Nursing Facility 
Maximum of 60 days per benefit period 

100% 
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In-network _I_-. - 

Other Services 100% 
Includes ambulance, durable medical equipment, hospice services, medical supplies, orthotic devices, private 
duty nursing, prosthetic appliances, and home health care. Orthotic devices for correction of positional 
plagiocephaly are limited to a lifetime maximum of $600. 

Life f ime Maxim urn 
The following maximums apply to the services listed above in the "Summary Of Benefits" unless otherwise noted. 

Lifetime Maximum Unlimited 
Unlimited for all services, except orthotic devices for positionalplagiocephaly and substance abuse. 

Penalty For Failure To Obtain Centificafion 
Certain services require prior review and certification by BCBSNC in order to receive benefits. You are responsible for 
requesting or ensuring that your provider requests pnar review by BCBSNC. Failure to  request prior review and 
receive certification may result in allowed charges being reduced by 50% or full denial of benefits. See 
"Prospective Review/Prior Review" in "Utilization Management." 

Prior review and certification by Magellan Behavioral Health are required for inpatient and outpatient mental health and 
substance abuse services, except for emergencies. Please see the number in "Whom Da I Call?" 
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In -network 
_.__- __I-- 

Mental Health And Substance Abuse Services 
Prior review and certification by Magellan Behavioral Health are required for inpatient and outpatient services. Please 
see the number in "Whom Do I Call?" 

Mental Health Office Services 
Limited to a maximum of 30 office visits per benefit period. 

Mental Health /npatient/Outpatient Services 
Limited to maximum of 30 days per benefit period. 

Substance Abuse Office Services 
Substance Abuse Inpatient/Outpatient Services 
Substance Abuse Benefit Period Maximum 
Substance Abuse Lifetime Maximum 

$40 copayment 

100% 

$40 copayment 
100% 
None 

$1 6,000 
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Prescription Drug Program 
The Duke Energy Medical Plan options include outpatient prescription drug coverage currently 
administered by Medco Health Solutions, Inc. (“Medco”). Medco is a national pharmacy benefit manager 
with participating retail pharmacies that include Wal-Mart, Rite Aid, Walgreens, CVS, and others. The 
prescription drug program can help you save on medically necessary prescribed medications at retail 
pharmacies and through Medco By Mail, a home delivery pharmacy service. 

Through the prescription drug coverage, you can: 

e 

Purchase up to a 30-day supply of prescription medications at a participating retail pharmacy. 
Use Medco By Mail for up to a 90-day supply of prescription medications. 
Use online resources at www.n>edco.com to order medications, check the status of your order(s), 
locate a participating pharmacy near you, and access useful health information. 
Reach Medco Member Services representatives, 24 hours a day, 7 days a week (except T’hanksgivjng 
and Christmas when holiday schedules apply) at 1-800-987-8361. Pharmacists are also available 
around the clock for medication consultations. 

e 

Medical Plan and Health Care Spending Account 
(Applicable on& to active employees) 
The prescription drug program copays do not apply to your Medical Plan deductible or coinsurance 
mauimuni, if applicable. If you have enrolled in a Health Care Spending Account (HCSA) and are eligible 
to access HCSA funds, you may pay any prescription drug annual deductible amounts and copays with 
before-tax dollars by filing for reimbursement from your HCSA, using your HCSA debit card, or through 
the HCSA automatic reimbursement feature. 

Retail Prescription Drug Program Deductible for Catastrophic Coverage 

(Applicable only to certain retirees) 
I f  you are enrolled in the Medical Plan’s Catastrophic B coverage option, each covered individual h a s  a 
$200 annual individual retail prescription drug deductible for prescription purchases made at participating 
retail pharmacies. The $200 deductible is separate from the Medical Plan’s Catastrophic B coverage 
option deductible. Each covered person must meet the annual deductible before the prescription drug 
program copays apply to retail prescription drug purchases for that person. When you make retail 
prescription drug purchases at a participating pharmacy that are applied toward the prescription drug 
annual deductible, you will pay 100% of Medco’s negotiated price for the medication that you are 
purchasing When you reach the point where the amount of a prescription drug purchase will allow you to 
meet your annual deductible, you will pay the remaining amount of the deductible and the applicable 
copay amount. 

option 

For example, if the amount of your prescription purchase is $90 and there is $25 remaining to meet your 
annual deductible, you will pay $25, which is applied to the deductible, and the applicable copay amount 
for the purchase of the prescription drug. 

As you make prescription drug purchases for each covered individual, the receipts you receive can help 
you track your progress toward meeting the annual deductible for each person. You may also call 
Medco’s Member Services to determine the portion of the deductible that has been satisfied lo date 
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I f  you are enrolled in any option other than the Medical Plan’s Catastrophic B option, you are not 
required to satisfy an annual deductible before the prescription drug program copays apply to retail 
prescription drug purchases. 

Formulary 
Your prescription drug program includes a tiered formulary. A formulary is a list of commonly prescribed 
medications that have been selected based on their clinical effectiveness and opportunities for savings for 
the member and the Medical Plan. Due to the tiered formulary, your copay amount for prescription 
purchases will vary depending on whether your physician prescribes a generic, preferred brand-name or 
non-preferred brand-name medication. By asking your physician to prescribe generic or preferred brand- 
name medications, you can help control rising health care costs. 

To find out whether a medication is included in the tiered formulary, visit Medco online at 
www Medco.com. If you are a first time visitor to the site, please take a moment to register. Please have 
your member ID number available. Afier you log in, click “Learn about formularies” in the “Prescriptions 
& benefits” section. Search for a specific drug to determine if it is on the formulary. A formulary guide is 
included in your Medco Welcome Kit and you may also call Medco Member Services and request that a 
formulary guide be mailed to your home. See the prescription drug program summary of benefits for 
more information about applicable copays for generic, preferred brand-name and non-preferred brand- 
name medication. 

Filling Your Prescription at a Retail Pharmacy 
You can f i l l  a prescription at a retail pharmacy for up to a 30-day supply. You will simply show your 
Medco ID card (with the Medco group number) at the time of your purchase. After meeting any 
applicable deductibles, you will pay the applicable prescription drug copay. 

0 If you don’t identify yourself to the pharmacist as a Medco participant, or if you go to a non- 
participating pharmacy, you will have to pay the full price when you pick up the prescription and then 
submit a paper claim to Medco for reimbursement. You will be reimbursed based on the Medco 
negotiated price for the medication, less any required deductible and copay. Retail pharmacies that 
participate in the Medco retail pharmacy network f i l l  prescriptions at an agreed upon discounted 
price. When you fi l l  prescriptions at a non-participating retail pharmacy, or do not identify yourself as 
a Medco participant, you may be charged a price higher than the negotiated price and the result is a 
higher cost prescription to you. 
If you make a prescription drug purchase at a participating retail pharmacy and do not identify 
yourself as a Medco participant by presenting your Medco ID card and are required to pay full price 
for the prescription drug purchase, generally, you have up to 14 days from the time your prescription 
was purchased to return to the pharmacy, present your Medco ID card and ask the pharmacist to 
submit the order using the original dispensing date. Please confirm that at the time you make your 
purchase that you can return to have your purchase re-processed. You may be entitled to a refund for 
the difference between the full price and your applicable deductible and copay. This process will 
eliminate your need to submit a paper claim to Medco for reimbursement. 
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Retail Refill Allowance (Mandatory Mail) After Three Retail Refills 
Generally, a maintenance medication is one that you take on a long-term basis such as those used for 
diabetes, asthma, high blood pressure, high cholesterol or birth control. Ilnder the Medical Plan’s 
prescription drug program, you must use Medco By Mail to receive prescription coverage benefits for 
your maintenance medication purchases. Here’s how it works: 

* Beginning with the 4“’ retail fill of a covered maintenance medication, you will pay the entire cost of 
that maintenance medication if you continue to purchase it at a participating retail pharmacy. 
However, if you use Medco’s mail-order service, Medco By Mail, you will pay the applicable mail 
order copay amount for up to a 90-day supply 
The first three times that you purchase each maintenance medication at a participating retail 
pharmacy, you will pay your participating retail pharmacy copay (for members enrolled in the 
Medical Plan’s Catastrophic B coverage option, the deductible must be met before the copay will 
apply). After that, you will pay the entire cost of each maintenance medication unless you choose to 
order through Medco By Mail. 
You should continue to purchase your prescriptions for short-term use, such as antibiotics, at a 
participating retail pharmacy. You’ll pay the applicable participating retail pharmacy copay for up to 
a 30-day supply. 

e 

The List of maintenance medications that are addressed by the Retail Refill Allowance provision i s  subject 
to change at any time Visit www.medco.com and click “Price a medication’‘ to find out whether your 
medication is considered a maintenance medication and whether it is affected by any plan limits, or you 
may call Medco directly for more information. 

Using Medco By Mail 
The prescription drug program includes Medco By Mail, a home delivery pharniacy service, which offers 
a greater discount on the cost of maintenance medication and a larger supply (up to a 90-day supply) per 
prescription. Refer to the Retail Refill Allowance section above for a description of what constitutes a 
maintenance medication. To use Medco By Mail: 

I ~ Ask your physician to prescribe your maintenance medication for up to a 90-day supply, plus 
refills for up to one year, if appropriate. 

2. Mail your prescription, along with an order form and the required copay, to Medco. Order forms 
are available online on the Duke Energy Portal and at \vww.medco.com, or you may call Medco 
to request a supply of order forms. 

3. Once you have established your prescription through Medco By Mail, you can order refills 
online. You will need to enter your member number (from your Medco ID card), enter the 
prescription number for the medication you wish to refill and verify your address. A detailed 
summary of your order, including costs, will be available for viewing online. Similar information 
will be included with your prescription when it is mailed to you. 

4. You may also ask your physician to call 1-888-EASYRXI (1-888-327-9791) for instructions on 
how to fax the prescription. Remember to give your physician your Member ID and Medco group 
numbers (as shown on your Medco ID card); both numbers will be required for your prescription 
order. 

I f  your prescription is written for less than a 90-day supply, the prescription will be filled in accordance 
with the day supply your physician ordered, but you will pay the 
medication is a federal legend, maintenance medication, a Medco pharmacist will review the prescription 

Medco By Mail copay. If the 
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and notifi you if the prescription is less than the maximum days’ supply available at mail. The pharmacist 
will offer to contact your physician on your behalf to obtain a new prescription. Please note there are 
certain situations that may preclude the pharmacist from contacting you directly, such as if the medication 
is a controlled substance, a specialty drug, or a compounded prescription. 

Your prescription will be delivered to your home within 14 calendar days. With a Medco By Mail 
prescription, you will receive materials explaining the purpose of the drug, correct dosages and other 
helpful information. When a prescription is ordered using Medco By Mail, Medco will automatically 
dispense the generic equivalent if one is available and permissible by law, unless your physician has 
indicated fhaf substitution is not allowed. 

Send mail order prescriptions to: 
M e d c o  Mail Order Pharmacy 

PO BOX 650322, D a h s  TX 75265 

Accredo Health Group - Medco’s Specialty Care Pharmacy 
Specialty medications are typically injectable medications administered either by you or a healthcare 
professional, and they often require special handling. 

Conditions and therapies, for which specialty medications are typically wed  include: 
Age-related macular degeneration 
Alpha-I proteinase deficiency 
Anemia 
Anti-infective therapy 
Asthma 
Cancer 
Cystic fibrosis 
Deep vein thrombosis 
Fabry disease 
Gaucher disease 
Growth hormone deficiency 
Hemophilia 
Hepatitis C 
Hereditary tyrosinemia 
HIV 
Hyperparathyroidism 
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Immune deficiency 
Infertility 
insulin-like growth factor therapy 
Iron chelation therapy 
Mucopolysaccharidosis 
Multiple sclerosis 
Neutropenia 
Osteoarthritis 
Osteoporosis 
Parkinson disease 
Pompe disease 
Psoriasis 
Pulmonary hypertension 
Respiratory syncytial virus 
Rheumatoid arthritis 

Under your prescription drug program, some specialty medications may not be covered at participating 
retail pharmacies or through Medco By Mail, but instead may only be covered when ordered through 
Accredu Health Group, Medco’s specialty care pharmacy. Accredo is dedicated to helping you meet the 
particular needs and challenges of using specialty medications, many of which require injection or special 
handling. Services include: 

m 

0 

E Refill reminder calls 

Toll-free access to specially trained pharmacists 24 hours a day, 7 days a week 
Personalized counseling from our dedicated team of registered nurses and pharmacists 
Expedited, scheduled delivery of your medications at no extra charge 
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* 
* 

Coordination of home care and other healthcare services 
Free supplies, such as needles and syringes, to administer your medication 

To find out whether any of your specialty medications need to be ordered through Accredo, please call 
Medco Member Services at the toll-free number on your prescription drug ID card. 

Medicare Part R Medications 
(Applicable only to Medicare Part R enrollees) 
If you are eligible for Medicare Part B coverage and use a participating Medicare Part B retail pharmacy, 
you may not have to incur out-of-pocket expenses for your Medicare Part B-eligible medications and 
supplies*. Medicare Part B-eligible prescriptions may be filled through the Medco By Mail mail-order 
pharmacy or at a participating Medicare Part B retail pharmacy. In either case, the pharmacy will verify 
coverage and file your prescription claims with Medicare, and bill you if any balance is due. For more 
information about Medicare Part B coverage, call Medco Member Services toll-free at 1-800-987-836 I ,  
or visit www.Medco.com. 

*Medicare Pari B coverage will begin only afrer ynir have paid yoirr A4edicare dediictihle. 

Some of the medications and supplies typically covered by Medicare Part B include: 
* 
* 

Diabetic supplies (test strips, meters) 
Medications to aid tissue acceptance from Medicare-covered organ transplants 
Certain oral medications used to treat cancer 
Certain medications used in situations where the kidneys have completely failed 0 

If you have Medicare Part B coverage, you will be able to fill prescriptions like these in one of two ways: 

* Medicare Pa r t  B Mail-order  Pharmacy-When using mail order for your medication or supply 
needs, you will initially send your prescription to Medco By Mail. Then, depending on the type of 
medication or supply requested, Medco By Mail will transfer your prescription information to one of 
two Medicare Part B participating mail-order pharmacies-Liberty Medical or Accredo Health 
Group, Medco’s specialty care pharmacy. Both Liberty and Accredo have extensive experience with 
Medicare Part B and will support the dispensing and billing of your prescriptions. They will verify 
coverage, file your prescription claim with Medicare, and bill you for any balance due. Depending on 
the covered medications or supplies that you need, Liberty or Accredo will mail your Medicare Part B 
medications and supplies directly to you and provide instructions for obtaining refills. 
Medicare Pa r t  B Retail Pharmacy-When using a participating Medicare Part B retail pharmacy 
for your Medicare Part B medication or supply needs, you will be asked to present your Medicare ID 
card. The participating Medicare Part B retail pharmacy will work with you to bill Medicare on your 
behalf. Most independent pharmacies and national chains are Medicare providers. If you want to 
locate a retail pharmacy that is a Medicare Part B provider, visit the Medicare website at 
www.medicare.Pov. 

e 

Medicare Part B Coordination of Benefits processing is available and coordinated by the Part B 
providers. The provider will submit claims on behalf of the member to Medicare for processing as 
primary Once payment is received from Medicare, the Part B provider will submit a secondary claim to 
Medco and the claim will process under the secondary benefit, if that is offered (for example, Medicare 
would pay 80% of the claim as primary, and the client would pay 20% of the claim as secondary). 
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A word about prescriptions covered by Medicare Part B 
For more details about which medications or supplies are Medicare Part &-eligible and todearn more 
about your Medicare coverage: 
0 

0 

Visit the Medicare website at www.medicare.gov. 
Call Medicare Customer Service at I 800 MEDlCARE ( 1  800 633-4227). 

Drug lltilization Reviews 
Drug utilization reviews may help you guard against drug interaction problems that can occur, for 
example, when medications are prescribed by more than one physician. When your prescriptions are filled 
through Medco By Mail or at a participating retail pharmacy (using your Medco ID card), they are 
reviewed for any potential drug interactions. This review is especially important if you or your covered 
family members take several medications or see more than one physician. If there is a question about your 
prescription, a registered pharmacist may contact your physician before dispensing the medication to 
discuss any alternatives and recommendations. You will be notified of any change in your prescribed 
medication. Your doctor makes the final decision on all of your prescription medications. 

Generic Drugs 
For prescription medications, the brand-name is the product name under which a drug is advertised and 
sold. Generic equivalent medications contain the same active ingredients and are subject to the same rigid 
FDA standards for quality, strength, and purity as their brand-name counterparts. Generally, generic drugs 
cost less than a brand-name drug. Whenever appropriate, you should ask your physician to prescribe 
generic drugs. Sometimes your physician niay prescribe a medication as “dispense as written” when a 
preferred brand-name or generic equivalent drug is available. As part of your prescription drug program, 
the pharmacist may discuss with your physician whether an equivalent generic or preferred brand-name 
drug might be appropriate for you. The final decision on your medication always rests with you and your 
physician, even if that decision results in a higher cost to you for your prescription medication. 

Covered Expenses 
The following are covered expenses unless listed as an exclusion below: 

Federal Legend Drugs 
State Restricted Drugs 
Compounded Medications of which at least one ingredient is a legend drug 
Insulin 
Needles and Syringes (covered at a $0 copay) 
Over-the-counter (OTC) Diabetic Supplies (lancets, insulin syringes and needles are covered at $0 

Oral, Transdermal, Intravaginal and Injectable Contraceptives 
Drugs to Treat Impotency (all dosage forms except Yohimbine) for males age 18 and over 
Yohimbine (covered without the limits that exist for other impotency products) 
Inhaler Assisting Devices 
Peak flow meters 
S y nagidRespigam 
Hemophilia Factors 
Fertility Agents (100Y0 covered after standard copay, up to $2500 per person per lifetime, then 
member pays SO% of the cost of the drug) 
Zyban and Chantix (limit of I80 days of therapy per year and 360 days of therapy per lifetime) 

copay) 

http://www.medicare.gov


* Substance abuse treatments 
0 Dental Fluoride Products 
0 

* 
Anti obesity Agents (covered Medco By Mail only) 
Products packaged as greater than a 30 days supply are covered at mail only 

Coverage limits for Certain Medications 
Your prescription drug program may have certain coverage limits. For example, some quantities may be 
limited or some prescriptions require a coverage review. Examples of drugs with limitations or requiring 
coverage review are Provigil, Human Growth Hormones, Impotency Products, and Proton Pump 
Inhibitors (Prevacid, Protonix, Aciphex, Zegerid) Refer to www.Medco.com or call member services at 
1-800-987-836 I for details. 

Dispensing Limits 
* The amount of drug which is to be dispensed per prescription or refill (regardless of dosage form) will 

be in quantities prescribed up to a 30-day supply at a participating retail pharmacy and up to a 90-day 
supply through Medco By Mail 
Thalomid limited to a 28 day supply at both retail and Medco By Mail 0 

Excluded Expenses 
The following are excluded from coverage unless specifically listed as a benefit under "Covered 
Expenses." 
e 

e 
* 
0 

* 
* 
0 

0 

* 

0 

0 

0 

* 

0 

* 

Non-Federal Legend Drugs 
Non-systemic contraceptives, devices 
Smoking Deterrents (except as listed above) 
Nutritional Supplements 
Ostomy Supplies (covered under the Medical Plan) 
Glucowatch Products 
Anti-obesity meds at retail 
M ifeprex 
Therapeutic devices or appliances (including Diabetic Pumps and supplies, which are covered as a 
medical expense under the Medical Plan) 
Drugs whose sole purpose is to promote or stimulate hair growth or for cosmetic purposes only 
Allergy Serums 
Biologicals, Immunization agents or Vaccines 
Blood or blood plasma products 
Drugs labeled "Caution-limited by Federal law to investigational use," or experimental drugs, even 
though a charge is made to the individual 
Medication for which the cost is recoverable under any Workers' Compensation or Occupational 
Disease Law or any State or Governmental Agency, or medication furnished by any other Drug or 
Medical Service for which no charge i s  made to the member 
Medication which is to be taken by or administered to an individual. i n  whole or in part, while he or 
she is a patient in a licensed hospital, rest home, sanitarium, extended care facility, skilled nursing 
facility, convalescent hospital, nursing home or similar institution which operates on its premises or 
allows to be operated on its premises, a facility for dispensing pharmaceuticals 
Any prescription refilled in excess of the number of refills specified by the physician, or any refill 
dispensed afier one year from the physician's original order 
Charges for the administration or in.jection of any drug 

http://www.Medco.com
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Coordination of Benefits for the Prescription Drug Program 
llnder the prescription drug program, Medco will not coordinate benefits for prescription drug expenses 
with other coverage you may have. That is, if you and/or your covered family members have prescription 
drug coverage under another plan, you may submit your prescription drug claims to whichever plan yoii 
choose. For example, if your spousddomestic partner’s medical plan does not cover prescription drugs or 
requires a deductible and coinsurance, you may want to use your Medco ID Card, instead of your 
spouse/domestic partner’s plan, to obtain your prescriptions. 

Please Note: Medco does coordinate benefits for Medicare Part B. Please see section titled 
“Medicare Part B Medications” for more details. 

Now to File a Prescription Drug Program Claim 
When you fi l l  your prescription at a participating retail pharmacy and identify yourself as a Medco 
participant, you will not have to file a claim form. At the time your prescription is filled, you will have to 
pay the applicable deductible, if any, and the copay. 

If you do not identify yourself io the pharmacist as a Medco participant, or if you do not use a 
participating pharmacy, you will need to file a claim for reimbursement of your prescription drug 
expenses through Medco. When you submit your claim, attach your original receipts and mail your claim 
to the address shown on the form. An original receipt should show the date, the cost, the strength, 
quantity, and days supply of medication, the name of the medication, prescription number and NDC 
number. When you submit an original receipt, keep a copy for your records. Claim reimbiirsement is 
limited to Medco’s discounted price less any required deductible and copay. Medco will consider claims 
for payment, provided your prescription claim is filed within 1.5 months from the date of service. Claims 
filed after 15 months from the date of service will not be considered for payment. For example, if you 
purchase a prescription medication on January 15, 2009, from a non-participating pharmacy, you must 
file your claim by April 15,2010, to receive reimburserncnt for your expenses. Duke Energy offers new 
Medco prescription participants a 45-day grace period for prescription drug claims purchased at full cost 
in situations where the prescription ID card was not used. The grace period allows members to be 
reimbursed at 1 00%, less the applicable deductible and copay, for paper claims submitted within 45 days 
from a participant’s initial eligibility effective date with Medco. For example, a participant who’s initial 
effective date with Medco is January I ,  2009 would have 45 days (until February 14,2009) to submit a 
paper claim for medications purchased at full cost (no prescription ID card used) regardless of whether 
the pharmacy was a participating or non-participating. 

To obtain a claim form, call Medco Member Services at 1-800-987-8361, or go online to 
www.medco.com. 

Submit  claim forms to: 
Medco  Health Solutions, Inc. 

PO Box 14711 
Lexington, KY 40512 
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Reviews & Appeals 
Medco will notify you or your representative of the determination within 1.5 days after receiving the 
request. However, if more time is needed to make a determination due to matters beyond Medco’s 
control, it will notify you or your representative within 15 days after receiving the request. The extension 
notice will include the date a determination can be expected, which will be no more than 4.5 days after 
receipt of the request. 

I f  more time is needed because necessary information is missing from the request, the notice will also 
specify what information is needed. The determination period will be suspended on the date Medco sends 
such a notice of missing information, and the determination period will resume on the date you or your 
representative responds to the notice. You will have 45 days to respond to the request for information. 

Notice of Adverse Determination 
In the event of an adverse benefit determination, in whole or in part, you (or your authorized 
representative) will be notified of the adverse determination in writing. 

An adverse benefit determination is a denial, reduction or termination of, or failure to provide or make 
payment (in whole or in part) for, a plan benefit. An adverse benefit determination notification for any 
prescription drug plan claim will contain: 

+ the specific reason or reasons for the adverse determination; 

reference to the specific plan provisions on which the determination is based; 0 

e a description of any additional material or information necessary to perfect the claim and 
an explanation of why such material or information is necessary; 

applicable, including a statement of a claimant’s rights to bring a civil action under 
section 502(a) of ERISA following an adverse benefit determination on appeal, and 

similar criterion that was relied upon in making the adverse determination regarding your 
claim. 

e a description of the prescription drug program’s review procedures and the time limits 

0 upon request and free of charge, a copy of any internal rule, guideline, protocol or other 

When You Have a Complaint or an Appeal 
If your claim is denied, you may request a full review by Medco within 180 days of the date of the 
adverse benefit determination. Your written letter of appeal should include the following: 

e 

e 

e 

your name and member ID number; 

your doctor’s name and telephone number; 

the name of the medication; and 

+ any additional information from your pharmacy or medical provider that will assist 
Medco in completing its review of your appeal, such as documents, records, questions or 
comments. 

Documents, records, written comments, and other information in support of your appeal should 
accompany your request. This information will be considered by Medco in reviewing your claim. You 
may request reasonable access to copies of all documents, records, and other information relevant to your 
claim. Medco will review your claim without granting any deference to the initial decision regarding 



I Case No. 2009-00202 
STAFF-DR.Ol-039 
Page 602 of 1661 

your claim. Also, no reviewer may be a person that was involved in making the initial decision regarding 
your claim, or a subordinate to that person. Your appeal should be mailed to: 

Medco Health Solutions of Irving 
81 11 Royal Ridge Parkway 

Irving TX 75063 
1-800-987-8361 

Medco will notify you of its decision on your appeal within 15 days of its receipt of your request for 
review. 

Notice of Benefit Determination on Appeal 
Every notice of a determination on appeal will be provided in writing or electronically and, if an adverse 
determination, will include. 

V the specific reason or ieasons for the adverse determination; 

reference to the specific plan provisions on which the determination is based; 

a statement that the claimant is entitled to receive, upon request and free of charge, 

a statement describing any voluntary appeal procedures offered by the prescription drug 

upon request and free of charge, reasonable access will be provided to copies of any 

e 

0 

reasonable access to and copies of all documents, records, and other relevant information; 

program and the claimant‘s right to bring an action under ERlSA section 502(a); 

internal rule, guideline, protocol or other similar criterion that was relied upon in making 
the adverse detet mination regarding your appeal. 

e 

* 

Second Level Appeal Process 
If your claim is denied on appeal, you have a right to bring a second appeal. A second appeal should 
contain the information and should be submitted to the address described in “When You Have a 
Complaint or Appeal” above. Medco will notify you of its decision on your appeal within IS days of 
your request for a second review. Every notice of a determination on appeal will be provided in writing 
or electronically and, if an adverse determination, will include the information listed in “Notice of Benefit 
Determination on Appeal” above. 

You also have the right to bring a civil action under Section 502(a) of ERISA if you are not satisfied with 
the decision on review. You or Duke Energy may have other voluntary alternative dispute resolution 
options such as mediation. One way to find out what may be available is to contact your local U.S. 
Department of Labor office. 

Legal Action 
You have the right to bring a civil action under section 502(a) of EWSA if you are not satisfied with the 
outcome of the Appeals Procedure. You may not initiate a legal action until you have completed the first 
and second level appeal processes. No legal action may be brought more than one year following a final 
decision on the claim under the appeal processes. If a civil action is not filed within this period, your 
claim will be deemed permanently waived and abandoned, and YOU will be precluded from reasserting it 
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Discretionary Authority 
The authority to decide initial claims for prescription drug program benefits under the prescription drug 
program and denied claims for prescription drug benefits on review under the prescription drug program 
includes the full power and discretion to interpret prescription drug program provisions and to make 
factual determinations, with Medco’s decisions, interpretations and factual determinations controlling. 
Requests for inforniation regarding individual claims, or a review of a denied claim, are to be directed in 
writing and properly addressed to Medco at the address listed above. 
Call Medcd Member services for additional information regarding the appeals process. 

This is a guide of covered expenses and expenses not covered under the prescription drug program. For 
more information about applicable deductibles, copays and plan limits, please call Medco Member 
Services or visit www.Medco.com. For more detailed information on the Medical Plan, refer to the Duke 
Energy Medical Plan General Information Booklet and BCBSNC Benefits Booklet sections of this 
Summary Plan Description. The official plan documents govern plan provisions and payment of plan 
benefits. 
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SIJMMARY OF PRESCRIPTION DRUG BENEFITS 

Retail Pharmacy 
(up to a 30-day supply) You must show your Medco ID card 

$0 Annual Deductible (per person*) - 
applies lo retail pkartnacy purchases 

Prescription Drug Co-pays 

Mail Order 
(up to a 90-day supply) 

*There is no annual familv prescription drug deductible 

Rx-EnhancedEPO 





0112009 

Medical  P lan  Benef i ts 

Enhanced Out-of-Area (OOA) option 



Inside you will find: 
SECTION I: Duke Energy Medical Plan-General Information 

., SECTION II: BCBSNC Benefit Booklet (includes Summary of 
Medical Benefits) 

. SECTION 111: Medco Prescription Drug Guide 

e SECTION IV: Summary of Prescription Drug Benefits 



The Duke Energy Medical Plait 
Gentern1 I~zforritntion 



IMPORTANT NOTICE 

This General Information booklet for 1 he Duke Energy Medical Plan (“Medical 
Plan.’) provides information that is applicable to all Medical Plan coverage 
options This booklet addresses eligibility for coverage under the Medical Plan, 
how to enroll, opportunities to inake mid-year election changes, when coverage 
ends and how you and your covered dependents may be able to continue 
coverage if it ends I t  also contains information such as who provides coverage. 
who administers the Medical Plan, who decides claims for benefits, ERISA rights 
and Duke Energy Corporation’s right to amend or terminate the Medical Plan 

The attached Medical Plan booklets and summaries of benefits describe your 
Medical Plan benefits, applirable deductible. co-pay and co-insurance 
infonnation, how to submit a claim for Medical Plan benefits and other important 
information about your Medical Plan 

This General Information booklet, together with the Medical Plan booklets and 
summaries of benefits, is the Summary Plan Description (SPD) for the Medical 
Plan as of January 2009 and replaces all prior descriptions of the Medical Plan. 
I t  is intended to provide an easy-to-understand explanation of your benefits 
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M ed i c a 1 Cover a (le Ava i 1 ability 

Duke Energy Corporation (“Duke Energy”) offers you and your eligible dependents a 
comprehensive Medical Plan with coverage administered by the claims administrators identified 
in your Medical Plan benefits booklets (the “Claims Administrators”}. The Medical Plan includes 
medical, surgical, hospitalization, pharmacy, wellness and disease management benefits. 

Based on your location and employee or retiree group, there are various Medical Plan coverage 
options available, such as exclusive provider organization (EPO), preferred provider organization 
(PPO) and high-deductible health plan (HDHP} options. If you do not have adequate access to 
network providers, you may qualify for out-of-area (OOA) options that mirror the PPO options. 
All of the Medical Plan options are designed to help you pay for health care expenses. 

myHR Setvice Center 

I f  you have any questions about the Medical Plan or the infonnation in this General Information 
booklet, contact the myMR Senlice Center at 1-888-465-1 300 Representatives are available 
Monday through Friday, 8.00 a m .  to 8 00 p m .  Eastern Time Information is also available 
through the Your Benefits ResourcesTM (YBR) Web site at http //resoiirces hewitr cordduke- 
energy 

Eligibilitv 

Eligible Employees 

Generally, you are eligible for coverage under the Medical Plan on your first day of active work 
as an eligible employee (provided you enroll within 31 calendar days of the date you become an 
e 1 i g i b I e e in p I o y e c)  

To be an eligible employee, you must be identified i n  and paid through Duke Energy’s payroll 
system as an employee of Duke Energy or an affiliated Duke Eneigy company that is 
participating i n  the Medical Plan (collectively referred to with Duke Energy as the “Company”) 
and you must be classified by your Company as a 

e Regular employee; or 

e Fixed-term employee. 

Generally, you are a regular employee if you f i l l  a regular position that is typically longer than 
180 days in  duration, and you are a fixed-term employee i f  you are hired for a posirion for a 
specifically defined time frame, duration of a project (usually one year o r  less), until senices are 
no longer needed, or until the work goes away. 

You are not eligible to participate in the Medical Plan if you are: 

a non-resident alien with no I J S .  source income, 

e not on a IJ S. payroll of the Company; 

Loveied by a collective bargaining agrccrnen[, unless the collec[ive bargaining e 

agreement in effect expressly provides for participation in the Medical Plan (a 
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copy of your applicable collective bargaining agreement can be obtained from 
your union steward, union hall, Duke Energy Labor Relations contact or 
immediate supervisor); 

an individual 
individual whose employment is governed by a written agreement (including an 
offer letter setting forth terms and conditions of employment) that provides the 
individual is not eligible for benefits (a general statement in the agreement, offer 
letter or other communication stating that the individual is not eligible for 
benefits is construed to mean that the individual is not eligible to participate in 
the Medical Plan); or 

* who has waived eligibility through any means, including an 

9 a temporary employee, a seasonal employee or any other employee who is not a 
regular employee or fixed-term employee. 

I n  some circumstances, an individual who provides services to the Company under an agreement 
that identifies the individual as an independent contractor or through a third party (such as a 
contracting services firm, temporary agency or leasing organization) may be considered a 
Company “employee” for certain purposes under the law, such as tax withholding. Such an 
individual is not paid through the Company’s payroll system and is not eligible for the Medical 
Plan. 

International Assignment 

When you are assigned by your Company to work outside the I1 S .  for a period that is initially 
expected to last at least nine consecutive months, you will cease to be eligible for thc Medical 
Plan options available to cinployees on U S domestic assignment 

Instead. you will be eligible for the Medical Plan’s special international assignment coverages. 
These coverages are described in a special booklet and not in the Medical Plan’s General 
Infoimation booklet or the other Medical Plan booklets. 

Eligible Retirees 

I f  pour employment terminates on or after January 1 ,  2009, to be eligible for retiree coverage 
under the Medical Plan, at termination of employment you must: 

be employed by a Company that offers accxss to retiree coverage under 
the Medical Plan. and 

be at least age SO and credited with at least 5 years of retiree eligibility 
service 

Contacl the inytlR Service Center if you want to know if a particular Company offers access to  
retiree coverage under the Medical Plan 

I f  your Company employment terminated before January I ,  2009, your eligibility for ietiree 
coverage is governed by the eligibility rules in effect at that time 



If you enroll for coverage for yourself, you inay be able to elect coverage for your eligible spouse 
and/or child(ren) If you are a Legacy Duke employee’ who retires on or after January 1 ,  2006, 
YOU may be eligible to elect coverage for your eligible domestic partner. If you are a L.egacy 
Duke employee who retired before January I ~ 2006, or if you are a Legacy Ciiiergy retiree*, you 
are not eligible to elect coverage for your domestic partner. Please refer to the sections Enrolliiig 
in the h4cdical Plan - Eligible Retirees and Mid-Year Coverage Changes for additional 
information 

Duke Energy Corporation reserves the right to amend, modify or terminate retiree coverage 
offered under the Medical Plan at any time, including termination of eligibility. 

Eligible Dependents 

When you enroll for certain coverage, you may elect to cover your eligible dependents, which 
may include 

e your eligible spouse 

e your eligible domestic partnerF 

e youi eligible chiId(ien)‘ 

Spouse Eligibility 

Your spouse: eligible !or coverage as a dependent: is a person to whom you are legally married 
under applicable law, which may include LLcoinnion law marriage.” 

Generally, for health coverage of a taxpayer’s spouse to be tax-free to the taxpayer, the spouse 
must be recognized as such under applicable state law, which may include “caminon law 
marriage,” and the spouse must meel the federal tax requirement of being a person of the opposite 
sex who is the laxpayer‘s husband or wife 

When used in this booklet, the term “L.egacy Duke“ refers to an individual who ( I )  terminated 
employment with Duke Energy Corporation, a North Carolina corporation. and its affiliates prior to the 
merger of Cinergy Corp and Duke F.nergy Corporation, a North Carolina corporation, (2) was employed 
by Duke Energy Corporation, a North Carolina corporation, and its affiliates immediately prior to such 
merger or ( 3 )  except as provided i n  footnote 2 below, was hired following such merger by a payroll 
company that \vas affiliated with (or has been designated as  having been affiliated with) Duke Energy 
Corporation, a North Carolina corporation, immediately prior to such merger. 

employnicnt with Cinergy Corp and its affiliates piior to the merger of Cinergy Corp. and Duke Energy 
Corporation. a North Carolina corporation, ( 2 )  was employed by Cinergy Corp and its affiliates 
immcdiately prior to such merger, ( 3 )  was hired following such merger by a payroll company that was 
affiliated with (or has been designated as having been affiliated with) Cincrgy Corp immediately prior io 
such mer gel- or ( 4 )  was hired by Duke E.nergy Business Services. LL,C on or after July 1 ~ 2008 at a work 
location such that he or she would have becn employed by Duke Energy Shared Services, Inc if he or she 
was hired to work at such location immediately prior to July 1, 2008 and he or she is so designated as 
I..egacy Cinergy in  accordance with rulcs prescribed by the Plan Adniinistrator 

See E/jgib/e l l r i i i res for inforniiilioii regimljng eligible retirees’ ability lo elect coverage for a domestic 
pal tiler 
* A child of divorced parents will generally be recognized by Section 152(e) ofthe Internal Revenue Code 
as a dependent o t  both parents for put poses o f  coverage under the Medical Plan. 

When used in this booklet, the term “Legacy Cinergy” refers to an individual who ( I )  terminated 
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By enrolling a spouse, you represent that the individual meets these requirements 
immediately drop coverage for a spouse who no longer meets these requirements. 

You must 

Domestic Partner Eligibility 
.. 

I f  you are an  active employee 
your eligible same- or opposite-gender domestic partner 
continuous I y 

enrolled in Medical Plan coverage, you can elect coverage for 
You and your domestic partner must 

* be in an ongoing, exclusive and committed relationship with one another of 
mutual caring and support, in which each is responsible for the other’s welfare 
and which is intended to continue indefinitely; 

* be at least 18 years old and mentally competent to enter into a legal contract; 

reside together in a joint household for the preceding 6 consecutive months; 

share financial obligations of_ and bejointly responsible for, the joint household; 

not be legally married to or legally separated from anyone else, and not be in a 

not be blood relatives to a degree where marriage would be prohibited. 

0 

* 
0 

domestic partnership with anyone else, and 

e 

Cliild Eligibility 

Your child is: 

0 your biological child, or 

0 your legally adopted child, including a child placed in your home for adoption by 
you as long as the child remains in your home and the adoption procedure has not 
been terminated (a legally adopted child will riot qualify as a dependent if the 
child has reached age I8 as of the date of adoption or placement for adoption); or 

0 a stepchild lor whom you or your spouse has full or joint custody or managing 

any other child related to you by blood or marriage or for whom you or your 

conservatorship; or 

spouse has coi1i.t-appointed legal guardianship or managing conservatorship, who 
is living i n  your household on a substantially full-time basis, who you claim as a 
dependent for federal income t3x purposes, and with whom you have a regular 
paredchild relalionship 

In addition to mceting the above requirements, a child must also meet  the following eligibility 
criteria: 

0 

e Unmarrird. and 

0 I’rimarily dependcnt on you for support. and 

Less than age 19 i f  not a full-time student. or * 

~ .. See Eligible Re/rree, For i i i lori i iatioii regaiding cligible retirees’ ability lo elect coverage for a domestic 

partner 
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0 Less than age 25 if a full-time student at an accredited educational institution 

Any age if he or she became physically or mentally incapable of self-support 

taking nine or more hours per term; or 

while enrolled i n  the Medical Plan and before reaching the applicable limiting 
age of 19 or 25 and continuously remains incapacitated and enrolled in the 
Medical Plan. or 

0 

0 Any age if he or she was physically or mentally incapable of self-support on your 
date of employment with the Company, was enrolled in the Medical Plan as of 
your employment date and continuously remains incapacitated and enrolled in 
the Medical Plan. 

I n  addition, your child must meet the Intel nal Revenue Code requirements for tax-free health 
coverage to be eligible for coverage i n  the Medical Plan. 

By enrolling a dependent child, you represent that the individual satisfies these requirements. 
You must immediately drop coverage for a dependent child who no longer meets these 
requirements. 

An eligible child can only be covered by one Company employee or retiree 

Employee and Retiree Couples 

No one may be considered as a dependent o f  more than one employec or more than one retiree 

Vcl-ifitation o f  Dependent Status 

You may be required to provide evidence of‘ dependent eligibility, such as, but not limited to, a 
marriage license, divorce decree, birth certificate, co~irt order, adoption papers, 
cei-tificate/affidavit of common-law marriage or proof of joint residency. Verification of a 
dependen1 child’s fiill-time student status may be requested at age 19 and each year beyond age 
19. 

To c,ontinue coverage beyond age 19 for a child who is physically or inentally incapable of self- 
support. you must provide evidence of you1 child’s incapacity to the applicable Claims 
Administrator The application can be obtained by contacting Ihv myHR Service Center You 
may be requircd periodically to provide evidence of the child’s continuing incapacity 

I f  a Dependent Becomes Iiieligible 

If a covered spotise, domestic partner or dependent child becomes ineligible foi, coverage during 
the year (for example, i f  your child graduates from college), the individual(s) who become(s) 
ineligible for coverage will be dropped from your coverage. 

You must immediately report that any dependents should be dropped from coverage due to a loss 
of eligibility within 3 I calendar days of the loss of eligibilit) When you report a dependent's 
loss of eligibility within 3 1 calendar days of‘ thc loss of eligibility 

0 The dependent’s coverage ends at midnight on the last day of the month 
i n  which the dependent loses eligibility lor toveiage a n d  



e Changes to your contribution amounts will be made as soon as 
administratively practicable afier the date on which you notify the myHR 
Service Center that your dependent is no longer eligible. 

If you do not inform the myHR Service Center of a covered dependent’s ineligibility within 31 
calendar days of the loss of eligibility: 

0 The dependent’s coverage ends at midnight on the last day of the month 
in which the dependent loses eligibility for coverage; 

e No changes to your coverage level. if applicable, may be made until the 
next annual enrollment period or, if earlier. the date you experience 
another worMlife event which allows you to change your Medical Plan 
elections (this means that you must continue to pay for the dependent’s 
coverage through the end of the year in  which the dependent loses 
eligibility for coverage even though lie or she is no longer covered, 
unless you experience another worldlife event which allows you to 
change yoiir Medical Plan elections); 

* The coverage provided while your dependent is ineligible will be 
considered as part of the individual’s COBRA coverage period (this 
period begins on the first day of the month following the month in  which 
eligibility is lost), and 

0 COBRA contributions (102% o f  the total cost) will be required IO pay for 
the coverage received since the end of the month i n  which eligibility was 
lost if the individual elects continuation of coverage under COBRA 

T o  drop coverage for ineligible dependents, go to the myHR link on the Duke Energy Pot tal or 
contact the myHR Service Center 

The Company reserves the right to seek recovery of any bencfits paid under the Medical Plan to 
your ineligible dependents 

Enrolling in the Medical Plan -- Eligible Employees 

When You Are First Eligible 

When you are eligible to enroll as an employee, you will make your Medical Plan elections using 
an online enrollment tool. You will receive additional information about the online enrollrnent 
tool when you become eligible 

If you have questions or need assistance in making your Medical Plan elections, contact the 
myHR Service Center 

When you enioll in the Medical Plan as an eligible employee. based on thc dependenr(s) that you 
elect  to cover, if any. your coverage level will be one of the following 

I nd i vid ua I On I y 
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0 Individual + Spouse/Domestic Partner 

0 Individual + Child(ren) 

0 Individual + Family (spouse/domestic partner and child(ren)) 

YOU must make your election within 31 calendar days of becoming eligible for coverage 

You may also decline coverage altogether 

During Annual Enrollment 

Each fall you \vill have the opportunity to change your Medical Plan elections for the following 
plan year, including changing your coverage option or electing to drop or add eligible dependents 
This is “annual eniollment.” You will receive information and instructions each fall about annual 
enrollment 

Other Opportunities to Enroll 

Under the provisions of the Health Insurance Portability and Accountability Act of 1996 
(HIPAA), you can enroll yourself and your eligible dependents for coverage under the Medical 
Plan during the year i f  

0 You or your dependent had othci coverage under another health plan 01 health 

You did not enroll in the Medical Plan; and 

You or your dependents lose such other coberage and are othetwise eligible for 
coverage under the Medical Plan. 

insurance at the time the Medical Plan was previously offered to you; and 

0 

0 

To enroll for Medical Plan coverage, the following conditions niust be satisfied: 

0 The other coverage was: 

lJnder a federal continuation provision (COBRA) and the continuation 
period for the other coverage was exhausted. (COBRA coverage is  
considered exhausted when i t  ceases for any reason other than either 
failure of‘ the individuals to pay contributions on a timely basis or for 
cause (fraudulent or intentional misrepresentation).) 

Not under COBRA and the other covetage teiminated as a result of ( I )  
loss of eligibility (such as loss of eligibility due to legal separation. 
divorce, death, termination of employment or reduction in  the number of 
hours of employment), or (2) employer contributions toward thc other 
coverage end. 

In any case, (lie other coverage must not have teiminated because you failed to pay timely 
contributions, or for cause (such as filing fi,audulent claims). 

I f  you need to enroll for coverage uncier the Medical Plan as a result of one of these events. such 
as loss of other coverage, or because yoti acquire an eligible dependent through marriage birth 
adoption or placement for adoption. you must enroll wiihin 31 calendai days o f  the event. 

1 
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Otherwise, unless a subsequent worldlife event giving rise to a mid-year election change occurs 
(see Mid-Year Coverage Chat7ges), you must wait until the next annual enrollment. 

If You Are Rehired 

If your Medical Plan coverage ends due to your termination of employment with the Company or 
layoff and you ale reeniployed by the Company as an active employee within 31 calendar days 
and within the same plan year, you will be automatically reenrolled in the Medical Plan ( in  the 
previous coverage option and at the previous coverage level). If you have experienced a life 
event for which you can make a change in your Medical Plan elections (such as marriage. divorce 
or birth), you can add and/or drop coverage for your eligible dependent(s), as applicable, within 
31 calendar days of the date you again become an eligible employee. If  you arc reemployed more 
than 31 calendar days after your termination or in a subsequent plan year. you must reenioll as a 
new employee 

Enrolling in the Medical Plan - Eligible Retirees 

When You Are First Eligible 

If you are an eligible retiree a s  described in  Eligible Retirees, you may elect retiree coverage 
under the Medical Plan when you retire When your employment terminates, if you are an 
eligible retiree, you can choose to: 

D Begin Medical Plan coverage immediately or at a later date, or 

e Decline Medical Plan coverage. 

When you enroll in the Medical Plan as an eligible retiree, based on the dependent(s) that you 
elect to cover, if any, your coverage level will be one of the following : 

Individual Only, 

Individual + Spouseit. 

e Individual + Child(ren). or 

Individual + Family (spouse and child(ren)) 

You must make your election within 31 calendar days of becoming eligible for retiree coverage. 

When you are eligible to enroll as a retiree, you can make your Medical Plan elections using an 
online enrollment tool. You will receive additional information about the online enrollment tool 
when you become eligible You can also make your Medical Plan elections by tontacting the 
myHR Service Center. 

If you have any qiiesrions or need assistance in making your enrollment dectioiis. contact the 
myHR Service Center 

'' See Flig~hle Re l i t ee~  for information regarding your ability to elect coverage I b r  a rloniesric parriier 
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At a Later Date 

If  you are an eligible retiree and you do not immediately begin retiree coverage under the Medical 
Plan at your termination of employment, or if you subsequently discontinue your retiree 
coverage, you can elect to enroll during a subsequent annual enrollment period or within 31 
calendar days of a worWlife event for which mid-year election changes are allowed 

Foi example, if you are an eligible retiree covered as a dependent of a spouse enrolled as an 
active employee under the Medical Plan, you may elect retiree coverage under the Medical Plan 
during a future annual enrollment period or within 31 calendar days of a worWlife event for 
which mid-year election changes are allowed. 

Please refer to During .Iiiriztal Enrollment and Mid- Year Coverage Changes for additional 
infomiation. 

During Annual Enrollment 

Each fall you will have the opportunity to change your Medical Plan elections for the following 
plan year, including changing your coverage option or electing to drop or add eligible dependents 
This is "annual enrollment '' You will receive information and instructions each fall about annual 
enrollment. 

If You Are Rehired 

I f  you retire from the Company as an eligible retiree and are later rehired as an eligible active 
employer, you will be eligible for coverage as an active employee. When your employment 
terminates, you may reelect retiree coverage; however, unless you were represented by IBEW 
1347, IBEW 1393, USW 12049, USW 5541-06 or UWUA, you will not rcceive additional 
service credit for the time you worked as an active crnployee after your rehire date for purposes 
of determining your eligibility for or the amount of any Company contribution towards the cost of 
retiree mcdical coverage, either in the form of subsidized monthly coverage under the Medical 
Plan or Health Reimbursement Account benefits. 

Cost of Coverage 

Active Employees 

I f  you are an active employee, you and the Company share in the cost of medical coverage for 
yourself and your covered dependents. Your contribution amount i s  based on the Medical Plan 
coverage option that you elect and the eligible dependent(s) you choose to cover. Information 
about contribution mounts  i s  available through the YBR Web site 

Paying for Coverage as an Active Employcc 

Your contributions for medical coverage while an employee are deducted from your pay on a pre- 
tax basis each pay period Because your contributions are taken as deductions on a pre-tax basis, 
they are not sub.ject to federal income, Social Security and most states' income taxes 
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Even though you reduce your income for tax purposes through pre-tax contributions for medical 
coverage, you are not reducing the value of your other Company pay-related benefits, such as life 
insurance, disability insurance and retirement benefits. These benefits are based on your pay 
before contributions for medical coverage are deducted 

If you elect coverage for a domestic partner, the portion of your contribiition required to cover a 
domestic partner under the Medical Plan is deducted on a pre-tax basis On pay advice 
statements, the contribution amount for your coverage will appear as a pre-tax deduction and the 
contribution amount for your domestic partner will appear as imputed income 

While the Company subsidy arnount for domestic partner coverage under the Medical Plan is the 
same as for spousal coverage, the subsidy amount for domestic partner coverage is reported each 
pay period as imputed income to the employee and is subject to applicable taxes. 

Non-tobacco user discounts may be available for certain active employee Mcdical Plan coverage 
options. To qualify for applicable non-tobacco user discounts, you and all covered dependents 
must not have used tobacco products, including smokeless tobacco, during the 12 months prior to 
the effective date of your coverage When you enroll, you will be asked to indicate if the non- 
tobacco user discount applies. 

Non-Tobacco User Discount - Alternate Procedure for Active Employees in Certain 
Medical Plan Options 

If you (or you1 coveied dependent) are unable. due to a medical condition, to meet the 
requiiements for the non-tobacco user discount (or if it  is medically inadvisable for you to 
attempt to meet the requirements for the non-tobacco user discount), you may still apply to 
receive the discount by providing these two itenis- 

1. A written statement from your (or your covered dependent's) physician stating 
that you (or your covered dependent) have a medical condition that makes i t  
unreasonably difficult (or medically inadvisable) for you (or your covered 
dependent) to meet the requirements for the non-tobacco user discount. This 
statement should identify the health factor, explaining why the health factor 
rnakes i t  unreasonably difficult (or medically inadvisable) for you (or your 
covered dependent) to meet the requirements for the discount, and 
recommending a specific tobacco-cessation program that is appropriate for you 
(or your  covered dependent), and 

2. Either of the following: 

A written statement from the reconiinended tobacco-cessation program 
stating that you (or your covered dependcnt) are either currently enrolled 
or that you (or your covered dependent) have completed the program 
within the last 12 months, or 

If i t  is your initial year of claiming the discount in  accordance with this 
procedure, a written certification from you that you (or your covered 
dependenl) will enroll in the tobacco-cessation program recommended 
by your (or Voui. dependent's) physician within the nest three months. 

111 order to continue the non-tobacco user discount undei this procedure, a new physician's 
statement and  a new tobacco cessation program's statement will be required each year. I n  order 
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for you to qualify for the non-tobacco mer discount, you and each of your covered dependents 
will have to meet the requirements for the discount or satisfy the alternate procedure. 

If you would like to apply for the non-tobacco user discount undei the alternate piocedure, you 
should indicate at enrollment that you are a tobacco user and then contact the mytlR Service 
Center to discuss remitting the information required under the alternate procedure. All 
information must be received within 31 calendar days of the date you become an eligible 
employee or, in the case of enrollment during a future annual enrollment period, by the deadline 
communicated in your annual enrollment materials You will pay tobacco user rates until your 
alternate procedure application has been approved, at which time the non-tobacco user discount 
will be applied on a prospective basis as soon as administratively practicable. 

Retirees 

If you are an eligible retiree: the cost of your ietiree coverage under the Medical Plan is based on 
the Medical Plan coverage option that you elect and the eligible dependent(s) you choose to 
cover. The portion of that cost that you must pay depends on multiple factors, including your 
date of hire, your date of termination and your retiree group. A s  described below, you may be 
eligible for a Company contribution towards the cost of retiree medical coverage, either in  the 
form of subsidized monthly coverage under the Medical Plan or Health Reimbursement Account 
benefits. Jnformation about contribution amounts is available through the YBR Web site. 

I f  you were hired before lanuary 1 ,  2009, you may be eligible for a Company contribution 
towards the cost of retiree medical coverage if you terminate employment after satis@ing all 
applicable requirements Your  eligibility for Company contributions is governed by the 
eligibility rules in effect at the time of your date of termination, but remains subject to Duke 
Energy Corporation's right to amend, modify 01' terminate the Medical Plan, including 
termination of eligibility for Company contributions toward the cost of retiree medical coverage. 

If you are hired on or after January I ,  2009 (including most rehired employees) and you 
subsequently terminate your eniploynient with the Company as an eligible retiree, you will not be 
eligible for a Company contribution toward the cost of retiree medical coverage and will be 
responsible for paying the full  cost of any ietiree coverage you elect under the Medical Plan, 
unless you are represented by IBEW 1347, IBEW 1393: USW 12049, 1JSW 5541-06 or IJWUA. 
in which case the tules directly above for individuals hired before January 1 ,  2009 continue to 
apply to you. 

If you are rehired on or after .January 1 ~ 2009 and you subsequently terminate your employment 
with the Company as an  eligible retiree, you will he eligible for a Company contribution towards 
the cost of retiree medical coverage only if you satisficd the cligibility requirements for Company 
contributions toward the cost of retiree medical coverage in effect at the time of your previous 
termination of employment If you did not satisfy the eligibility requirements in effect at the time 
of your previous termination, you will be treared as a new hire and will be responsible for payirig 
the full cost of any retiree coverage you elect The rulcs described in this paragraph do not apply 
to individuals represented by IBEW 1347: IREW 1393. IJSW 12049, USW 5541-06 or UWUA. 
If you are represented by one of these unions, the rules directly above foi individuals hired before 
January I ,  2009 continue to apply to you.  

1 1  
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Paying for Coverage as a Retiree 

Initially, YOU will be billed directly for the monthly contribution for your medical coverage. 
There are several different options available to you for making payment, which are listed below: 

* If you are billed directly each month, you will receive a statement that 
explains how to make your payments, when they are due and where they 
need to be sent.. 

e You also have the option to pay contributions in advance for the quarter 
(three months); semi-annually or for the entire year If you later drop 
coverage for any reason, your unused contributions will be refunded. 
Contact the myHR Service Center to set up alternate billing 
arrangements. 

withdrawal from your checking or savings account for monthly 
contribution payments. If you choose this option, a Direct nebif 
Authorization must be completed and returned to the myHR Service 
Center. 

b Rather than receiving a monthly bill, you may set up an automatic 

e If you are receiving annuity payments under a Company-sponsored 
pension plan, you may elect to have your contributions deducted from 
your monthly pension check by contacting the myHR Service Center 

If you would like to change your payment method, contact the niyliR Service Center 

Termination of Coverage for Non-Payment 

Your coverage will be tetminated for non-payment i f  
e you do not make the required payment in full for two months, or 

you call the myHR Service Center to indicate the paynient is being sent, but it 
m you are two months behind but have been sending in partial payments. or 
e 

does not arrive by the due date. 

If your coverage is terminated for non-payment, you will receive a Confirmation of Coverage 
statement indicating that your coverage has been cancelled 

Reinstatement after non-payment is possible i f  you contact the mytiR Service Center no later 
than three months from the date printed on the Confirination of Coverage statement: however. 
past due contributions must be paid in full to reinstate coverage Reinstatement after non-payment 
will be allowed only one time 

Any amounts owed in arrears at the time of a death o r  coverage change will continue to be billcd 
and must be paid. 

When Coverage and Contributions Bepin 

When you make your Medical Plan elections as a newly eligible employee or retiree, coverage 
begins on the date you become cligible (assuming [hat you  make your eleclions within 31 
calendar days o f  becoming eligible) Deductions for your conti ibutions (01 payment for your 
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coverage, in the case of eligible retirees) begin as soon as administratively practicable following 
the date that you make your elections. 

Mid-Year Coverage Changes 

As a covered active employee or retiree, once you have made your Medical Plan election for the 
year, you may not change it during that year unless you have a work or life event that results in 
the gain or loss of eligibility for coverage. Specific information about these “worWlife” events 
and allowable mid-year election changes is available through the myHR link located on the Duke 
Energy Portal or by contacting the myHR Service Center. 

If you experience a worMIife event for which changes are allowed, you have 31 calendar days 
from the date of the event (for example, your marriage date) to change your elections. Otherwise, 
unless a subsequent worWlife event giving rise to a mid-year election change occurs, you cannot 
change your Medical Plan elections until annual enrollment. 

If  a covered dependent ceases to be eligible for benefits. your dependent’s coverage ends at 
midnight on the last day of the nionth in which the dependent loses eligibility for coverage. If 
you notify the myHR Service Center within 3 I calendar days of the loss of eligibility, changes to 
your contribution amounts will he made as soon as administratively practicable after the date on 
which you provide notice See l j  a Dependent Becomes Ineligible for information about the 
consequences of failing to notify the myHR Service Center within 3 1 calendar days of a loss of 
eligibility 

If you are eligible to make changes, the elections you make must be consistent with and on  
account of the work/life event. 

Below is a list of some worMlife events for which mid-yea1 election changes are allowed. 

0 Your legal marital status changes 

you get married 

you get divorced or have your marriage annulled 

you get legally separated and lose coverage under your spouse‘s 
employer plan 

your spouse dies 

0 Your domestic partner status changes 

your domestic partner becomes eligible for coverage 

your domestic partner relationship ends 

your domestic partner dies 

0 The number of your eligible children changes 

you have, or adopt, a child 

you become the legal guardian of a child 

your child gains or loses eligibility for coverage under the Medical Plan 
(for example, vour dependenl child marries or turns 19 and is not a l u l l -  
time student) 
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Election Cliange 

Star1 or increase coverage 

Decrease or stop c.overage 

a QMCSO is received. 

your child dies 

0 You begin or end an international assignnient scheduled for at least nine months 

Your dependent's benefits coverage changes because: 0 

he or she gains or loses coverage due to a change in eligibility as a result 
of a change in employment stahis or work schedule 

his or her period of coverage and annual enrollment window is different 
from yours 

0 You or your dependent's COBRA coverage from another employer expires 

You or your dependent becomes entitled to o r  loses Medicare or Medicaid' 

You or your dependent loses or gains coverage under a group health plan 

There is a significant increase 01 decrease in the cost of coverage under the 

e 

0 

0 

employer plan in which your dependent participates 

0 You die 

Coverage Contributions 

Coverage changes on the day 
the work/lifc event occurred 
(E.vent Date) as administratively practicable 

Coverase changes on the first 

Changes to your contribution 
amounts are cffective as soon 

after your Election Date* 
Changes to your contribution 

When Mid-Year Election and Contribution Changes Are Effective 

(your elective decrease or 
coverage tcrniination)"* 

Decrease (.overage due to a 
covered individual becoming 
ineligible lor coverage (for 
example. divorce. child is age 
19 and no1 a full-time 
student)*** 

'The following chart shows when coverage and contributions change if you notify the myHR 
Service Center of a work/life event within 3 1 calendar days o f  the event. 

day of the month after your 
Election Date* 

Coverage for individuals no 
longer eligible ends at 
midnight on the last day of 
the month in which the 
individual loses eligibility 
for coverage (Event Date) 

* Court Orders Ifa Qualified Medical Child Support Order is issued requiring niedical coveragc for your 
child, yoii may changc your medical coverage election to provide coverage for your child You may also 
make an election change to cancel niedical coverage for the child i f  the order requires the child's other 
parent to providc coverage 
' E,ntitlement to Medicare or iltedicaid I f  you. your spouse or any dependent child is enrolled in  the 
Medical Plan and subsequently beconie entitled to coveragc in Part A or Parr B of Medicare or in  Medicaid, 
y o u  may iiiake a11 election to cancel Medical Plan coverage for that individual 

14 
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I Contributions Coverage I 1 Election Change 1 

include death. If you die, coverage ends 011 the date of 

* Your Election Date is the datc you submit your election changes. 
**Does not include termination of employment 

Situations Impacting Your Coverage 

I f  You Are on a n  Authorized Leave of Absence 

While you are on an authorized leave of absence, you timy be eligible to continue your coverage 
under the Medical Plan. Contact the myHK Service Center for additional information regarding 
your ability IO continue coverage under the Medical Plan during an authorized leave of absence. 
If your authorized leave of absence is unpaid such that you begin to be billed direclly lor the 
monthly contribution for your medical coverage, see Tervzination of Coverage for Non-Pqmenf 
for a description of what happens when required payments for coverage are not made. 

If You Become Disabled 

Jf you begin receiving disability benefits under the Duke Eneigy Short-Term Disability Plan or 
the Duke Energy L.ong-Term Disability Insurance Plan or pay under the Sick Time Pay Benefit, 
you may he eligible for continued coverage under the Medical Plan. Contact the myHR Service 
Center for additional inlormation regarding your ability to continue coverage under the Medical 
Plan if you begin rcceiving disability benefits If you begin to be billed directly for [he monthly 
contribution for. your medical coverage. see Terminofion of Coverage for Noli-Payment for a 
description o f  what  happens when rcquired payments for coverage are not made. 

When You Reach Age 65 

If you continuc IO work past age 65. your Medical Pian coverage will continue as long as you 
remain an eligible employee and pay any tequited contributions, and your coverage will be 
primary to Medicare. 

If  You Become Entitled to Medicare 

If you are not actively at work and you become entitled to Medicare, you will be required to 
enroll in an option that coordinates with Medicare Contact the myHR Service Center for 
additional infor mation regarding the options available to you when you become entitled to 
Medicare 

I f  you elect to terininate youi coverage under the Media l  Plan when you become entitled to 
Medicarc, any of your eligible dependents who are covered under the Medical Plan and are not 
eligible for Medicare may continue coverage under the Medical Plan until reaching age 6.5. 

If you and!oi a coveied dependent enroll i n  a Medicare prescription drug plan for a calendar year. 
you and/or youi co\,ered dependcnt will not be eligible for coverage under the h4edical Plan for 
[ha( calendat year Thercfoie. Medical Plan coverage ends for a calendat year for individuals 
who enroll in  a Medicare pesrriprion dtug plan mid-year Such individuals may be able to entoll 
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for Medical Plan coverage at the next annual enrollment if Medicare prescription drug coverage is 
dropped for the following calendar year. 

Termination of Coverage 

When Coverage Ends 

Your coverage under the Medical Plan will cease on the earliest of the following dates: 

e the last day of the month in which your employment ends, unless you elect to 
continue coverage under COBRA or as an eligible retiree; 

a the last day of the month in which you cease to be an eligible employee, retiree 
or dependent or othenvise cease to be eligible for coverage under the Medical 
Plan; 

8 the end of the period for which your last required contribution was made, 

the date the Company informs the Claims Administrator that you (while you are a 

still eligible) are canceling Medical Plan coverage; or 

when the Medical Plan is discontinued e 

Your dependent's coverage will end when your coverage ends, at the end of the period for which 
your last required contribution was made, on the last day of the  month in which you elect not to 
cover the dependent, or on the last day of the month in which the dependent loses eligibility, 
unless he or she continues his or her coverage under COBRA. Medical Plan coverage will 
actually terminate, but will be reinstated retroactive to the coverage termination date if your 
COBRA enrollment is properly received and processed. COBRA enrollnient forms must be 
completed and received within 60 days of the event or notification, whichever is later. 

When your coverage ends, you will receive a ceitificaie of coverage that indicates the length of 
time you had coverage under the Medical Plan to the extent required by applicable law. You may 
need this certificate of coverage when enrolling in another plan. With this certificate, the time 
you were covered may be credited toward any pre-existing condition limitations in your new 
plan, provided you are cniolled i n  the new plan within 63 days of losing your Medical Plan 
coverage. 

Benefits if You Die 

If you die while you and your spouse/domestic. partner are covered under the Medical Plan, your 
surviving spouse/domestic partner may continut. Medical Plan covet age by making contribution 
payment arrangements with the myHR Scrvicc Ccntcr This coverage can be continued unt i l  the 
earliest of yoiir spouse's remarriage, your domestic partner's establishment of  a new domesric 
partner relationship: the death of your spouse/doinestic partner and the daw that your 
spouse/domestic partner becomes eligible for other covcrage (t."g.? through an employer's plan or 
Medicare) 
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If you are survived by dependen1 children, their medical coverage may continue for as long as 
they: 

8 continue to meet tlie definition of eligible dependents; and 

8 make required payments for coverage. Payment arrangements should be 
coordinated with the myHR Service Center 

This provision applies even i f  your spouse dies or loses coverage after you. 

Your surviving spouse/domestic partner and/or dependent children will be charged for their 
component of the contribution for coverage. It‘ coverage under tlie Medical Plan is declined or 
ends, your covered dependents may be eligible for continued coverage under COBRA for up to 
36 months in certain situations 

Your spouse/domestic partner must immediately report that any dependents should be dropped 
from survivor coverage due to a loss of eligibility within 31 calendar days of the loss of 
eligibility. See ]fa Dependent Becomes Imligihle for a description of what happens when your 
spouse/dornestic partner either does or does not report a dependent’s loss of eligibility within 3 I 
calendar days of the loss of eligibility To drop coverage for ineligible dependents, your 
spouse/doniestic partner should go to the YBR Web site or contact the myiHR Service Center. 

See Tei-tnination of Cover-nge foi Non-Pnvnlent for a description of what happens when required 
payments for coverage are not made 

I f  you are covered under the Medical Plan and your  spouseidomestic partner is an eligible retiree 
who is covered as your dependent, your spouse/domcstic partner may elect retiree coverage under 
the Medical Plan at thc time of your death 

Hf You Become Divorced or Your Domestic Partner Relationship Ends 

If you cover a spousddoniestic partner under the Medical Plan and you become divorced or your 
domestic partner rolationship ends, you must drop cove1 age for your former spousddomestic 
partner within 31 calendar days o f  the divorce or the date on which your domestic partner 
relationship ends. Your former spouse/doniestic pal tner will then be notified that he or she may 
continue coverage through COBRA by contacting the COBRA administrator within 60 days of 
the qualibing event. 

See yn Dependetit Becomes lt7eligihle for a description of-what happens when you either do or 
do not report your divorce or the end of your domestic partner relationship within 31 calendar 
days. 

To drop coverage for your foriner spouse/domestic partner. go to the myHR link on the Duke 
Energy Portal or contact the myHR Service Center 

I f  You Leave the Company 

If your employment with the Company terminates, your covcrage under the Medical Plan will 
end, unless you elect lo continue coverage undei COBRA or as an eltgible ietiree 
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See r j  You Are Rehired for a description of what happens i f  you are reemployed by the Company 
after your termination of employment. 

COBRA Continuation Coverage 

IJnder COBRA (Consolidated Omnibus Budget Reconciliation Act), you, your spouse and 
eligible dependent children may elect to continue Medical Plan coverage if certain qualifying 
events occur. Although domestic partners ate not entitled to COBRA continuation coverage 
under the terms of COBRA, to maintain consistent administration, Duke Energy will apply the 
same rules to a domestic partner as to a spouse 

Continued Coverage for You 

You may continue coverage for yourself and your covered eligible dependents under the Medical 
Plan for up to 18 months i f  you lose coverage under the Medical Plan due to. 

termination of your employment (for reasons other than gross misconduct), or 

0 a reduction of your work hours. 

Continued Coverage for Your Dependents 

Your covered dependents may continue their coverage under the Medical Plan for up 10 36 
months if they lose coverage as a result of your: 

death, 

0 divorce. 

0 termination of domestic partner status, 

dependent child ceasing to be a dependent as defined by the Medical Plan. 

0 entitlement to Medicare. or 

0 

Newborn and Adopted Children 

If you give birth or adopt a child while you are on COBRA continuation coverage, you may 
enroll your new child for COBRA coverage within 31 calendar days following the date of ihe 
birth or adoption Your newborn or adopted child will be a “qualified beneficiary This means 
that your child will have independent election rights and multiple qualifying event rights (Refer 
to Mzdtiple Qual$ving Evenis ) 

Bankrupt cy Proceed i n g 

If you are a retired employee and you 01 you1 eligible dependents lose coverage I esulting froin a 
bankruptcy proceeding against your Company, you may qualify for continuation coverage under 
COBRA. 

IS 
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IIn Case of Disability 

You and your covered dependents may be eligible for up to 29 months o f  continued coverage i t  
you or your dependents receive a determination from the Social Security Administration stating 
that you or your dependents were disabled at the time you elected COBRA coverage or at any 
time during the first 60 days of COBRA coverage. ‘The disability niust last at least until the end 
of the 1 8-month period of continuation coverage. 

You must notify the myHR Service Center in writing within the initial 1 &month coverage pet iod 
and within 60 days of the Social Security Administration’s determination. Your verbal notice is 
not binding until confirmed in writing and the myHR Service Center receives a copy of the Social 
Security disability determination. You must also notify the inyHR Service Centcr within 30 days 
of the  date you are determined by the Social Security Administration to no longei be disabled. 

If You Become Covered by Medicare 

If you become entitled to Medicare while you are an active employee and you later experience a 
qualifying event (e.g , a termination of employment), you and your dependents may be eligible 
for continued coverage when the qualifying event occurs If COBRA is electcd. coverage for 
your covered dependents will extend 36 months from the date you first became covered by 
Medicare or the maximum coverage period for the qualifying event ( 1  8 months in the case of 
termination of employment or reduction in hours) whichever is later. 

For example, suppose you are actively employed on January I ,  2009, when you reach age 65 and 
become covered under Medicate I t  you terminate your employment (a qualifying cvcrit) 12 
months later on Ianuary 1: 2010. your eligible dependents would be eligible For continued 
coverage until the later OF: 

* 36 months following the date you become covered for Medicare - January 1 ,  

18 months following your teimination of employment - July 1 ,  701 I 

2012; or 

0 

In this case, your eligible dependents would be eligible for continued coverage until January I .  
20 12 if COBRA continuation coverage is elected. 

Multiple Qualifyitig Events 

I f  your dependents experience more than one qualifying event \vhile COBRA coverage is active, 
they may be eligible for an additional period of continued coverage not to exceed 36 months from 
the date of the first qualifying event 

For example. if you teiminate employment. you and your dependents may be eligible for 18 
months of continued coverage. During this 18-nlonth period. if your dependent diild ceases to be 
a dek>endent under the Medical Plan (a second qua1if)ling event). your child may be eligible for an 
additional period of continued coverage. This period would not exceed a total of 36 months fioiii 

the date of your termination (the first qualifying event). 
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Procedures to Obtain Continued Coverage 

Both you and the Company have responsibilities if qualifying events occur that make you or your 
covered dependents eligible for continued coverage. 

You or your covered dependents must notify the myHR Service Center within 60 days when one 
of these qualifying events occurs: 

0 you become divorced, 

e your domestic partner relationship ends; 

your dependent child is no longer considered an eligible dependent as defined by 

you become entitled to Medicare; 

you or an eligible dependent is determined to be disabled by the Social Security 

e 

the Medical Plan; 

0 

e 

Administration 

For other qualifying events, such as your death, termination of employment or reduction in work 
hours, it is the Company’s responsibility to notify the COBRA administrator. 

Election Period 

Duke Energy’s COBRA administrator will notifj you or your covered dependents of your right to 
elect continued coverage. Each qualified beneficiary has independent election I ights and has 60 
days to elect coverage, beginning on the later of: 

e the date coverage terminates by reason of the qualifi4ng event, 01 

the date notification of the right to elect continued coverage is mailed to you and e 

your covered dependents. 

Type of Coverage 

I f  you choose continued coverage, you will initially have the same medical coverage you had on 
the day before your qualifying event. During your COBRA continuation period, any changes to 
the medical coverage of similarly situated active employees will also apply to your medical 
coverage as a COBRA qualified beneficiaiy. In addition, if your COBRA continuation period 
extends into a future plan year, you will be able to change your Medical Plan COBRA election 
for the following plan year during annual enrollment to the same exteni that similarly situated 
active employees are able to change their Medical Plan elections for the following plan year 
during annual enrollment 

Cost 

You and your covered dependents will be required to pay 102% of the full group cost for your 
continued coverage The 2% is used to cover administrative fees. The contributions are paid on 
an after-tax basis 

20 



YOU will be asked to pay for coverage in monthly installments. Your first payment will be 
retroactive to the date of your qualifying event and will be due no later than 45 days after the date 
you elected continued coverage. Coverage will be effective once the initial premium is paid. 
Once payment is received, notification of coverage will be passed on to the applicable Claims 
Administrator. You may refile claims that may have been denied between your benefits 
termination and your election to continue coverage. You will be required to make monthly 
payments thereafter, with a 30-day grace period. If the cost or benefits change in the future for 
active employees, the changes will also affect continued coverage under COBRA. You will be 
notified prior to any changes in the cost or benefits associated with your coverage. 

Termination of Continued Coverage 

COBRA coverage automatically ends if any of the following occurs: 

e The COBRA participant fails to make the required contribution on time; 

The Company terminates the Medical Plan for all employees, or 0 

The COBRA participant becomes covered under another group medical plan (as 
an employee or otherwise) after the election of COBRA coverage (If t he  other 
plan limits coverage of a pre-existing condition, COBRA coverage may be 
continued in certain circumstances). 

Pre-existing Condition Limitation 

If you become covered under another group medical plan and are affected by a pre-existing 
condition limitation under that plan, COBRA coverage may continue for that condition until you 
have satisfied the pre-existing condition limitation, as long as you remain within the COBRA 
period. When you are eligible for full benefits under your new plan, your COBRA coverage will 
be terminated. 

Conversion Privilege 

The Medical Plan has no conversion privilege. This means that you are not able to convert your 
coverage under the Medical Plan to an individual policy upon your ternlination from the 
Company or when coverage ends. 

Medical Child Support Orders 

I f  the Company receives notification that, as a result of a Qualified Medical Child Support Order, 
you are required to provide Medical Plan coverage for a dependent child, the Company will. 

e Notify you (and any other person named i n  the order) of receipt of the older. and 

Within a reasonablc period of rime (up to 30 days). determine if the child is e 

eligible for coverage under the Medical Plan and notify you i n  writing of the 
decision 

As appropriate to the court order, the rhild will be enrolled foi medical coverage. unless there are 
legal pioceedings that dispute the determination I f  the court order is disputed. claims processing 
will be delayed until the dispute is resolved. 
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If the child’s covered expenses are paid by a custodial parent or legal guardian who is not a 
participant in the Medical Plan, reimbursement of these expenses will be made directly to the 
custodial parent or legal guardian i f  required by the order. Custodial parents and legal guardians 
may also sign claim forms and assign benefits to providers. The Claims Administrator will send 
notification of payment to providers to the custodial parent. 

If you do not comply with the procedures required by the order, the Company may change your 
coverage status to that required by the court order and deduct the appropriate contributions from 
your pay at the direction of the court 

Your Role 

As a participant in the Medical Plan, please follow these guidelines: 

e File accurate claims. I f  someone else (other than the provider) files a claim on 
your behalf, you must review the form before you sign it.  

Make sure that 
benefits have been paid correctly based on your knowledge of the expenses 
incurred and the services rendered 

e Review the explanation of benefits when it is returned to you. 

9 Never allow another person to seek medical treatment under your identity. 

Provide complete and accurate information on claim forms and any other forms: 9 

answer all questions 10 the best of your knowledge. 

You must notify the applicable Claims Administrator if a provider: 

e Bills you for seivices or treatment that you have never received 

e Asks you to sign a blank claim form. 

Asks you to undergo tests rhat you feel are not needed. e 

Any covered person who knowingly intends to defraud the Medical Plan will be considered guilty 
of fraud. If  you are concerned about any of the charges that appear on a bill or explanation of 
benefits form or if you know of or suspect any illegal activity, call the applicable Claims 
Administrator at the toll-free number on your 1 D card All calls are strictly confidential 

Other Important Information 

Plan Sponsor 

Duke Energy Corporation i s  the sole sponsor of [he Medical Plan 
telephone number and employer identification number (E lN)  are 

The company address. 

Duke Eneigy Corporation 
526 South Church Street 
Charlotte. NC 28202 
704-594-6200 
EIN” 20-27772 18 
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Identification Numbers 

If you need to correspond with the federal government about the Medical Plan, you should 
include in the correspondence the Duke Energy Corporation ETN and the plan number assigned to 
the Medical Plan. The plan number assigned to the Medical Plan is 502. 

Fund in g 

Benefits under the Medical Plan generally are provided from f h d s  held by trustees. All Medical 
Plan claims except for post-retirement coverage foi non-key employees are paid from the Duke 
Energy Corporation Welfare Benefits Trust VEBA 1 with Mellon Bank NA as trustee. Claims for 
post-retirement coverage for non-key employees are paid from the Duke Energy Corporation 
Post-Retirement Medical Benefits Trust VEBA 11 with Mellon Bank, NA as trustee. The address 
for Mellon Bank, NA is. 

Mellon Bank, NA 
One Mellon Bank Center 
Pittsburgh, PA 1.5258 

The Company may also provide benefits under the Medical Plan through insurance 01 from its 
general assets, and may also transfer assets from the 4Ql(h) retiree account under tlie Duke 
Energy Corporation Master Retirement Trust to rlie Medical Plan to provide benefits for post- 
retirement coverage for non-key employees. 

Plan Administrator 

The Plan Administrator for the Medical Plan is the Duke E,nergy Benefits Committee. The 
Benefits Committee has responsibility and authorit?, to control and nianage the operation and 
administration of the Medical Plan, except to the extent delegated or assigned to others. 

The Benefits Committee may assign or delegate any of i ts authority or duties to others. The 
Benefits Committee has appointed the Claims Committee, which serves as Denied Claim 
Reviewer for claims as to whether an individual is eli&ible to participate in 01 obtain coveiage 
under, or whether an eligible individual is enrolled for participation in or coverage under, tlie 
Medical Plan or any coverage option under the Medical Plan The Benefits Committee and the 
Claims Committee may be contacted as follows: 

Benefits Committee Claims Committee 
Duke Energy Corporation 
400 South Tryon Street. ST06 
Charlotte. NC 28285 

Duke Energy Corporation 
400 South Tryon Street. ST06 
Charlotte, NC 28285 

704-594-6200 704-594-6200 

The Benefits Committee has appointed rlie Claims Administrators, which serve as Initial Claim 
Adniinistrators and Denied Claim Revieweis for claims for benefits under the Medical Plan The 
Claims Administrators may be contacted at the addresses listed in the Medical Plan booklets. 
You can also obtain additional infoilnation by contacting the inyl IR Seivice Center 
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The Benefits Committee, the Claims Coninlittee and the Claims Administrators, each within its 
area of authority and responsibility, have power and discretion to construe and interpret the 
Medical Plan and to make factual determinations. 

Investment Committee 

The named fiduciary for the maintenance and investment of the plan assets that are held in the 
Duke Energy Corporation Welfare Benefits Trust VEBA I and the Duke Energy Corporation 
Post-Retirement Medical Benefits Trust VEBA 11 is the Duke Energy lnvestnient Committee. 
The Chief Executive Officer of Duke Energy Corporation, or its delegate, appoints the Chairman 
of the Investment Committee, who in turn appoints the other members of the Investment 
Corn m i t tee. 

The Investment Committee oversees the maintenance and investment of plan assets for which it is 
namcd fiduciary, selects investment managers and collective investment funds, issues investment 
guidelines and objectives and monitors investment performance The lnvesrment Committee may 
be contacted through the following address: 

Investment Committee 
General Manager, Long Term Investments 
Duke Energy Corporation 
526 South Church Street, EC042 
Charlotte, NC 28202 

Plan Year 

The plan year for the Medical Plan is January 1 through December 3 1 

Service of Legal Process 

The person designated for service of legal process upon the Medical Plan is. 

Vice President, Legal 
139 East Fourth Street - Room 25 AT11 
P 0. Box 960 
Cincinnati, OH 45201-0960 
(5 1 3 )  4 1 9- 1 85 1 

Legal process may also be served upon the Medical Plan’s trustees, if applicable, or upon the 
Benefits Committee as Plan Administrator. 

Affiliated Employers of the Company That Have Adopted the Medical 
Plan 

Contact the myHR Service Center for information regarding affiliated employeis o f  Duke Energy 
that have adopted the Medical Plan. 
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Cliaiina Determination Procedures Under ERISA 

The following are two different types of claims that may be made under the Medical Plan 

e claims for Medical Plan benefits; and 

claims its to whether an individual is eligible to participate in or obtain coverage e 

under, or whether an eligible individual is enrolled for participation in or 
coverage under, the Medical Plan or Medical Plan option (referred to as an 
“Eligibility or Enrollment Claim”). 

Claims for Medical Plan Benefits 

The Claims Administrators for your Medical Plan options have the authority to decide initial 
claims for Medical Plan benefits, as the Initial Claim Administrators, and denied claims for 
Medical Plan benefits on review, as the Denied Claim Reviewers. The Company has no 
discretionary authority with respect to claims for Medical Plan benefits. 

Claims submission procedutes for your Medical Plan benefits ale described i n  the Medical Plan 
booklets for the Medical Plan options in which you participate. You can also obtain additional 
information by calling the myHR Service Center To file a valid claim for Medical Plan benefits, 
yoii (or your authorized representative) must follow the claim submission procedures for the 
Medical Plan as described in the Medical Plan booklets applicable to the Medical Plan options in 
which you participate and any updating materials. 

Eligibility or Enrollment Claims 

Authority to decide an Eligibility 01 Enrollment Claim is assigned for initial claims to Duke 
Energy Human Resources, which is the Initial Claim Administrator. Human Resources has 
delegated its authority to the Hewitt Associates Benefits Determination Review Team For 
denied claims on review, authority is assigned to the Duke Energy Claims Committee, which is 
the Denied Claim Reviewer. 

To file a valid Eligibility or Enrollment Claim, you (or your authorized representative) must 
follow the claim submission procedures for the Medical Plan as described i n  this General 
Information booklet and any updating materials. 

Initial Claim 

I f  you have an Eligibility or Enrollment Claim, you (or you1 authorized representative) must 
submit a clairn initiation form This form can be obtained by calling the rnyHR Service Center 

The claim form must be submitted in writing to the address on the form and include. 

e A statement that the claim is a “Claim for Eligibility/Enrollrnent” and 

Your name, Social Security nurnber. mailing address and daytime telephone 

identification of the Medical Plan: 

e 

nun1 ber; 



0 A complete description of the claim, including the eligibility/enrollment issue 

Dependent information, if applicable; and 

Any additional infonnation you want considered. 

presented; 

0 

0 

A “Claim for Eligibility/Enrollment” must be received by the Benefit Determination Review 
Team within 90 days after the end of the plan year in which you are claiming 
eligibility/enrollment should have occurred. 

The Benefits Detemiination Review Team will notify you or your representative of the 
determination within 30 days after receiving the request. However, if more time is needed to 
make a determination due to matters beyond the Benefit Determination Review Team‘s control, i t  
will notify you or your representative within 30 days after receiving the request. The extension 
notice will include the date a determination can be expected, which will be no more than 45 days 
after receipt of the request. 

i f  more time is needed because necessary information is missing from the request, the notice will 
also specify what information is needed The determination period will be suspended on the date 
the Benefits Determination Review Team sends such a notice of missing infomiation, and the 
determination period will resume on the date you or your representative responds to the notice 
You will have 45 days to respond to the request for information. 

Adverse Determination 

In the event of an adverse eligibility or enrollment determination, in whale or in part, you (01 

your authorized representative) will be notified of the adverse determination in writing 

A n  adverse determination notification for an Eligibility or Enrollment Claim will contain: 

e the specific reason or reasons for the adverse determination; 

1,eference to the specific plan provisions on which the determination is based; 

a description of any additional material or information necessary to perfect the 

a description of the Medical Plan‘s review procedures and the time limits 

0 

e 

claim and an explanation o f  why such material or information is necessary; 

applicable, including a statenient of a claimant’s rights to bring a civil action 
under section 502(a) of‘ ERISA following an adverse determination on appeal, 

making the adverse determination, either the specific rule, guideline, protocol or 
other similar criterion (or a statement that such a rule, guideline, protocol or 
similar ciiterion was relied upon in making the determination) and that a copy of 
such rule. guideline, protocol, or criterion will be provided free of charge upon 
request; and 

investigative treatment, either a clinical OJ scientific explanation of the 
determination. applying rhe terms of the Medical Plan to your medical 
circumstances, 01 a statement that such clinical or scientific explanation will he 
provided free of charge upon request 

0 

0 if an internal rule, guideline, protocol or other similar criterion was relied on in 

0 i f  the adverse determination is based on a medical necessity or experimental or 
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Appeal of Adverse Determination 

If you disagree with an adverse eligibility or enrollment determination, you (or your authorized 
representative) can request a review of the initial determination by submitting a written request to 
the Claims Committee within 180 calendar days after receipt of the adverse determination. 

A iequest to the Claims Committee must be submitted in wiiting to: 

Claims Cornminee 
Duke Energy Corporation 
400 South Tryon Street, ST06 
Charlotte, NC 28285 

When reviewing an adverse determination that has been appealed, any new information that you 
provide that was not available or utilized when the initial determination was made will be 
considered. Someone other than an individual involved i n  the initial determination, or a 
subordinate of such individual, will make the determination on appeal. 

You will be notified regarding the decision on your claim within 60 days The determination of 
your  appeal will be in writing and, i f  adverse, will contain the following: 

a the specific reasons for the adverse determination of your appeal, 

reference to the specific plan provisions on which the determination of your a 

appeal is based. 

I eceive copies of documents. records and other information relevant to the claim: 
0 a statement regaiding your right. upon request and free of charge, to access and 

a 

a statement regarding your right to sue under Section 502(a) of ERlSA following 
an adverse determination on your appeal and about any available voluntary 
alternative dispute resolution options; 

if an internal iule, guideline, protocol or other similar criterion was relied on in 
making the adverse determination, either the specific rule, guideline, protocol or 
other similar criterion (or a statement that such a rule, guideline, protocol or 
similar criterion was relied upon in making the determination) and that a copy of 
such rule, guideline, protocol, or criterion will be provided free of charge upon 
request; 

if the adverse determination is based on a medical necessity or experimental or 
investigative treatment? either a clinical or scientific explanation of the 
determination, applying the terms of the Medical Plan to your medical 
circumstances, or a statement that such clinical or scientific explanation will be 
provided free of charge upon request, and 

the statement "You and  your plan may have other voluntary dispute resolution 
options, such as mediation One way to find out what may be available is to 
contact your local U.S Departnient of Labor Office and your state insurance 
I egulatory agency." 

After completing all mandatory appeal levels. you have the right to further appeal adverse 
determinations by bringing a civil action under ERISA Please refer to the Sinternen/ of ERI.yij 
Ricqf7ts section be I o\v 
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For additional information on filing an Eligibility or Enrollment Claim or filing an appeal of an 
adverse determination, you should contact the Claims Committee. 

Legal Action 

You have the right to bring a civil action under section 502(a) of ERISA if you are not satisfied 
with the outcome of the Appeals Procedure. You niay not initiate a legal action against the 
Claims Administrators, the Medical Plan, the Company, or the Plan Administrator until you have 
completed appeal processes. No legal action may be brought more than one year following a 
final decision on the claim under the appeal processes. If a civil action is not filed within this 
period, your claim will be deemed permanently waived and abandoned. and you will be precluded 
from reasserting it 

Discretionary Authority 

Authority 10 decide initial claims (including claims for Medical Plan benefits) under the Medical 
Plan and denied claims on ieview (including denied claims for Medical Plan benefits on review) 
under the Medical Plan includes the full power and discretion to interpret Medical Plan provisions 
and to make factual determinations, with the Initial Claim Administrators' and Denied Claim 
Reviewers' decisions, interpretations and factual determinations controlling Requests for 
information regarding individual claims, or review of a denied claim, are to be directed in writing 
and properly addressed to the particular entity identified a s  having the authority to decide the 
initial claim, or to decide the denied claim on review. 

Right to Change or Terminate the Medical Plan 

Duke Energy rcserves the right to amend or terminate the Medical Plan in  any respect and at any 
time.. For example, the Medical Plan may be discontinued in part or in its entirety, or what the 
Medical Plan or Medical Plan option covers or what benefits i t  provides may be changed. Cost 
sharing between the Company and covered individuals is also subject to change, which may 
include initiating or increasing contributions required of employees. retirees, other former 
employees and theii dependents. 

The amendment or termination of the Medical Plan may affect the benefits or benefit coverage 
not only of active employees (and their dependents), but also of former active employees who 
retired, became disabledl died or whose Company employment has otherwise terminated (and 
their dependents), and also of any covered person who began receiving benefit coverage or 
payments prior to the amendment or termination. 1P such a tcrmination or amendment occurs, 
affected participants will be notified. The light to amend or terminate the Medical Plan may be 
exercised by the Board of Directors, or its authorized delegates, and any amendment shall be in 
writing. 

In the event of a coniplete termination of the Medical Plan. eligible claims for Medical Plan 
benefits will be paid by the Duke Energy Corporation Welfare Bttnefils Trust VEBA I,  the Duke 
Energy Corporation Post-Retirement Medical Benefits Trust VEBA I I  and/or the Duke Energy 
Corporation Master Retirement Trust - 401(1i) Account. as applicable, to the extent that funds are 
available 
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Statement of Rights 

AS a participant in the Medical Plan you are entitled to certain rights and protections under the 
Employee Retirement Incoine Security Act of 1974 (ERISA). ERISA provides that all Medical 
Plan participants shall be entitled to: 

Receive Information About Your Plan and Benefits 

0 examine, without charge, at the Plan Administrator's office and at other specified 
locations, such as worksites and union halls. all documents governing the 
Medical Plan, including insurance contracts, collective bargaining agreements 
and copy of the latest annual report (Form 5500 Series) filed by the Medical Plan 
with the U S .  Department of Labor and available at the Public Disclosure room 
of the Employee Benefits Security Atirninistralion. 

governing the Medical Plan, including insurance contracts and collective 
bargaining agreements, and a copy of the latest annual report (Form 5500 Series) 
and updated summary plan description. The Plan Administrator may make a 
reasonable charge for the copies 

The Plan 
Administrator is required by law to furnish each person under the Medical Plan 
with a copy of this summary financial report 

medical child support order (QMCSO) 

0 obtain, upon written request to the Plan Administrator, copies of documents 

0 receive a summary of the Medical Plan's annual financial report 

0 obtain a copy of the Medical Plan's procedures for determining a qualified 

Continue Group Health Plan Coverage 

0 continue health care coverage for yourself: your  spouse' 01' dependents if there is 
a loss ofcoverage under the Medical Plan as a result of'a qualifying event. You 
or your dependents may have to pay Cor such coverage. Review this summary 
plan description and the documenls governing the Medical Plan o n  the rules 
governing your federal continuation coverage rights. 

conditions under your group health plan, i f  you have crediiable coverage from 
another plan. You should be provided a certificate of creditahle coverage, free of 
charge, from your group health pian or health insurance issuei when you lose 
coverage under the plan, when you become entitled to elect lederal continuation 
coverage, when your federal continuation coverage ceases, if you ieyuest i t  
belore losing coverage, or if you request i t  up to 24 niontlis after losing coverage. 
Without evidence of creditable covei-agc, you rnay be subject to a preexisring 
condition esclusion for 12 months ( 1  8 months foi late enrollees) after youi 
eni~ollment date in your coverage 

e reduction or elimination of cxcfusionary periods of coverage for precsisting 

Additioiially. die Company extends continuation o f  coverage under COBRA to covcred doniestic partners 
i f  they lose eligibility for coverage in cerrain situations 
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Prudent Actions by Plan Fiduciaries 

In addition to creating rights for plan participants, ERISA imposes duties upon the people 
responsible for the operation of the Medical Plan. ‘The people who operate your Medical Plan. 
called “fiduciaries” of the Medical Plan, have a duty to do so prudently and in the interest of 
you and other Medical Plan participants and beneficiaries. N o  one, including the Company, 
your union, or any other person may fire you or otherwise discriminate against you in any 
way to prevent you from obtaining a welfare benefit or exercising your rights undei ERISA. 

Enforce Your Rights 

I f  your claim for a welfare benefit is denied or ignored, you have a right to know why this 
was done, to obtain copies of documents relating to the decision without charge, and to 
appeal any denial, all within certain time schedules. 

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you 
request a copy of Medical Plan documents or the latest annual report from the Medical Plan and 
do not receive them within 30 days, you may file suit i n  a federal court. In such a case, the court 
may require the Plan Administrator to provide the niaterials and pay you up to $ 1  10 a day until 
you receive the materials, unless the materials were not sent because of reasons beyond [he 
control of the Plan Administrator. If you have a c-laiin for benefits which is denied or ignored, in 
whole or in part, you may file suit in  a state or federal court once you have exhausted the Medical 
Plan’s claims procedures. 

In addition, if you disagree with the Medical Plan’s decision or lack thereof concerning the 
qualified status of a medical child support order, you may file suit in  federal court. If it should 
happen that plan fiduciaries inisuse the Medical Plan’s money, or i f  you are discriminated against 
for asserting your rights, you may seek assistance from the U S. Department of Labor, or pou may 
file suit i n  a federal court. The court will decide who should pay COUI-I costs and legal fees. I f  
you are successful, the court may order the person you have sued to pay these costs and fees. If 
you lose, the court may order you to pay these costs and fees, for example if i t  finds your claim is 
frivol OLE. 

Assistance with Your Questions 

I f  you have any questions about your plan, you should contact the Plan Administrator.. If you 
have any questions about this statement or about your rights under ERISA, or if you need 
assistance in obtaining documents froin the Plan Administrator, you should contact the nearest 
office of the Employee Benefits Security Administration, [J S Department of Labor listed i n  your 
telephone directory or the Division of Technical Assistance and  Inquiries, Employee Benefits 
Security Administration, U.S. Dcpanment of Labor, 200 Constitution Avenue N W.: Washington, 
D.C 20210. You may also obtain certain publications about your rights and responsibilities 
under ERISA by calling the publications hotline of the Employee Benefits Secuiity 
A dni i n i st ra t i  on” 

Keep Us Informed 

It is your responsibility to make sure that your benefits records are correct and that the personal 
information needed to administer your benefits is current Promptly review any confirmation anti 
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other benefit statements carefully, and immediately advise the myHR Service Center. i f  
applicable, if you believe there is an error. If you move, marry, divorce, or gain a new child, or if  
your child marries, ceases to be a full-time student or is otherwise no longer an eligible 
dependent, contact the myHR Service Center as soon as possible. Certain worWlife events allow 
you to change benefit elections that you previously made, but to do so, you must make the benefit 
election change within 31 calendar days of the worWlife event 

A Final Note 

Although this SPD describes the principal features of the Medical Plan that are generally 
applicable, it is only a summary. The complete provisions of the Medical Plan are set forth in the 
plan documents, which are available upon request from Duke Energy Human Resources. An 
SPD is an overview and is written to be read in its entirety. Descriptions of Medical Plan features 
should not he taken out of context Inquiries about specific situations should be directed i n  
writing to Duke Energy Human Resources. Changes to the Medical Plan, pending revision of the 
SPD, will be communicated in benefit newsletters, letters, Duke Energy Portal announcements 
and/or enrollment materials. In the event of a conflict between this SPD or any other 
communication regarding the Medical Plan and the plan documents themselves, the plan 
documents control. Remember, the Medical Plan may be amended only by proper corporate 
action and not by oral or written communications about benefits under the Medical Plan 

Neither the Medical Plan: this SPD, nor your Medical Plan participation is an employment 
contract, and does not give any employee the right to continue to be employed by the Company 
Employees may resign and are subject to discipline, discharge or layoff as if the SPD had never 
been published and the Medical Plan had never gone into effect 
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BENEFIT BOOKLET 
This benefit booklet describes benefits provided under the Duke Energy Medical Plan’s 
Preferred Provider Organization (PPO) option (the PIun). Blue Cross and Blue Shield of 
North Carolina provides administrative claims payment services only and does not assiinie 
any financial risk or obligation with respect to claims. Please read this benefit booklet 
carefully. 
The benefit plan described in this booklet is an employee health benefit plan, subject to the 
Employee Retirement Income Security Act of 1974 (ERISA) and the Health Insurance 
Portability and Accountability Act of 1996 (HIPAA). Conditions, limitations and 
exclusions are set forth in this benefit booklet for easy reference. 
111 the event of a conflict between this benefit booklet arid the ternis in the PInrz document, 
the Plnn document will control. 

Blue Cross and Blue Shield of North Carolina is an independent licensee of the Blue Cross and 
Blue Shield Association. 
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Duke Energy Medical Pian OPT1 0 N SSM 
63 Quick Reference - Toll Free Phone Numbers, Web Site and Addresses 

BCBSNC Web Site 
www. bcbsnc.com/members/duke-energy 

Member Services Web Site 
www. bcbsnc.com/membersltiuke-energy 

BCBSNC Customer Service 

S am-8  p m , Monday-Friday, except holidays 

Certification 

1-888-554-3202 

1-800-21 4-4844 

Magellan Behavioral Health 
1-800-359-2422 

Blue Card@ PI’O Program 

Medical Claims Filing: 
BCBSNC Claims Department 

PO Box 35 
Durham, NC 27702-0035 

AddlRemove Someone From Your Policy 

1 -800-810-RLTJE (2583) 

$= 
5’ z- 
$d 

z 

To find a network provider by location or specialty, 
get general bcncfit information, search through our 
corporate medical policies to see medical criteria used 
to administer your benefits, obtain claim forms, acccss 
information about all the Blue ExtrasSM discounts, 
“proof of coverage” portability certificates anti more. 

To enroll in a safe and securc customer scrvicc wcb 
site to: Check claim status, verify benefits and eligibility 
or request a new ID card. 

For questions regarding your benefits, claim inquiries 
and new ID card requcsts. 

% 
3 
c3 
CD 

To rcqucst certification for out-of-network 
inpatient scrviccs 

For mental health and substance abuse inpatient and 
outpatient pie-certification Note: You do not need 
certification for office visits 

To find a participating providcr 

Mail complctcd medical claims IO this address 

Contact Duke Energy’s inyHR Service Ccntcr at 
1-888-465-1 300 

Your plan for better health’.” b c b s n c . c o m  
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Duke Enercrv Medical Plan e OPTIONS'" 

Tips for Getting the Most 
Out of your ealth Care Benefits 

Manage your out-of-pocket costs by managing 
the locations in which you receive care 

Generally speaking, care received in a doctor's office is the most cost-effective for you, followed by hospital 
outpatient services. Hospital inpatient services often bear the highest cost. In addition, remember that 
in-network care (services from a BCBSNC participating provider who agrees to charge specified rates) will 
cost you less than similar care provided by an out-of-network provider. Know what your financial 
responsibility is before receiving care. 

Pick a primary care physician 

While our products do NOT require you to have a priinary care physician, we strongly urge you to select 
and use one. A primary care physician informs you of your health care options, documents your care, and 
maintains your records for you. In addition, they save you time and unnecessary copayments by 
recommending appropriate specialists, coordinating your care with them, and informing them of things 
such as your medical history and potential drug interactions. 

Understand your health care plan 

The niore you know about your benefits, the easier it will be to take control of your health Let BCUSNC 
help you understand your plan and use it  effectively through our cus~omcr-friendly Web site 
(www,bcbsnc.com/members/duke-ener~~). toll free Customer Service line (I -888-554-3202). 

Your plan for better health? b c b s n c . c o m  
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OPT1 0 N S'" Duke Energy Medical Plan 

MEMBER RIGHTS AND RESPONSIBIL,ITIES 
As a Blue Csoss and Blue Shield of North Casolina membes, you have the sight to: 

Receive, upon request, information about Blue Options including its services, doctors, a benefit booklet, 
benefit summary and directory of in-network providers 
Receive courteous service from BCBSNC 
Receive considerate and respectful care from your in-network providers 
Receive the reasons for BCBSNC's denial of a requested treatment or health care service, including 
(upon request) an explanation of the Utilization Management criteria and treatment protocol used to 
reach the decision 
Receive (upon request) information on the procedure and medical criteria used by BCBSNC to 
determine whether a procedure, treatment, facility, equipment, drug or device is investigational, 
experiinental or requires prior approval 
Receive accurate, reader-friendly information to help you make informed decisions about your health 
care 
Participate actively in all decisions related to your health care 
Discuss all treatment options candidly with your health care provider regardless of cost or benefit 
coverage 
Expect that ineasures will be taken to ensure the confidentiality of your health care information 
File a grievance and expect a fair and efficient appeals process for resolving any differences you may 
have with BCBSNC 
Be treated with respect and recognition of your dignity and right to privacy 
Voice complaints or appeals about the organization or the care it provides 
Make recommendations regarding the organization's members' rights and responsibilities policies 

A.s a BINP Cross arid BIUC Slricld oJiVorilr Carolina member, yori have the responsibility to: 
Present your ID card each time you receive services 
Give your doctor permission to ask for medical records from other doctors you have seen. You will be 
asked to sign a transfer of medical records authorization form.. 
Read your Blue Options benefit booklet and all other Blue Options member materials 
Call BCBSNC Customer Services i f  you have a question or do not understand the material provided by 
BCBSNC 
Foilow the course of treatment prescribed by your doctor. If  you choose not to comply, tell your doctor. 
Provide complcte information about any illness, accident or health care issues to BCBSNC and 
pi.oviders 
Make and keep appointments for non-emergency medical care If i t  is necessary to cancel an 
appointment, give the doctor's office adequate notice. 
Participate i n  understanding your health problems and the medical decisions regarding your health care 
Re considerate and courteous to Blue Options providers, their staff and BCBSNC representatives 
Notify your employer and RCBSNC i f  you have any  other group coverage 
Notify your group administrator of any changes regarding dependents and marital status 
Protecl your ID card from unauthorized use. 

Your plan for better health"" b c b s n c . c o m  
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WELCOME TO BLUE OPTIONS 

Welcome to Blue Cross and Blue Shield of Worth Carolina's Blue Options plan! 
As a member of the Blue Options plan, you will enjoy quality health care from a network of health careproviders 
and easy access to .specialists. You also have the freedom to  choose health care providers who d o  not participate in 
the Blue Options network. 
You may receive, upon request, information about Blue Options, its services and chciors, including this benefit 
booklet with a benefit summary, and a directory of in-network providers. 
How To Use Your Blue Options Benefit Booklet 
This benefit booklet provides important information about your benefits and can help you understand how to 
maximize them. Please read i t  carefully. 
I f  you are  trying to determine whether coverage will be provided for a specific service, you may want to review all of 
the following: 
0 "Summary of Benefits" to get an overview of your specific benefits, such as rleducrible, coinsurai~ce and 

maximum amounts 
"Covered Services" to get more detailed information about what is covered and what is excluded from coverage - "Utilization Manugei?ieni" for important information about when prior review and cerfificatioti are required - "What Is Not Covered'!" to see general exclusions from coverage. 

If  you still have questions, you can call BCBSNC Customer Services at  the number listed on your I D  Card or in 
"Whom D o  I Call?" and get further information. 
As you read this benefit booklet, keep in mind that any word you see in italics (itnlics) is  a defined term and will 
appear in "Definitions" at the end of this benefit booklet. 
You will also want to  review the following sections of this benefit booklet. 

. 
Notice For No-n-EngiishSpe-aEng Mernberrs 
This benefit booklet contains a summary in English of y o u r  rights and beneljts under thc P1um If you have difficulty 
understanding any part of this benefit booklet, contact BCBSNC Customer Service to obtain assistance. 
AVISO PARA AFIL.IADOS QUE NO HARLAN INGLES 
Este manual de beneficios contiene u n  resumen en ingles de sus derechos y benelicios que le ofrece el Plan. Si listed 
tiene dificultad en entender alguna seccion de este manual, por favor llaine ai BCBSNC Customer Service para 
recibir ayuda. 

"Now Blue Options Works" explains the coverage levels available to you 
"What If You Disagree With A Dccision?" explains the rights available to you when BCBSNC makes a decision 
and you d o  not agree. 



BCBSNC Web Site 
To view your claims, get Plan information, claim forms, health and wellness information, find a doctor, change your 
address, and request new iD cards, visit the BCBSNC Web site: www.bcbsnc.com/memberslduke-energy 
- BCBSNC -. - Customer-Spice . 

For questions about your benefits or claims, ID card requests, or to voice a complaint: 
BCBSNC Custoiner Service . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

~~ Mental Health And __ Substance Abuse Services 
Companies who have signed contracts with BCBSNC administer these benefits.. You must contact these vendors 
directly and request prior review for inpatient and outpatient services, except for office visit services and in 
emergeizcies. In the case of an  emergency, please notify the vendor as soon as reasonably possible: 

HealthLine Blue SM 

To receive confidential, up-to-date health information 24 hours a day from specially trained nurses: 
HealthLine H u e  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1-877-477-2424 (toll free) 
COBRA I_ Administrator 
LJMR." .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . .  1-800-523-3578 (toll free) 
- Prior Review 
Some services require prior review and certi/icatiuiz by BCBSNC. The list of these services may change from time to 
time. Please visit the BCBSNC Web site at www.bcbsnc.corn/members/duke-energy or call BCBSNC Customer 
Service a t  the number listed above for current information about which services require prior review. See 
"Prospective ReviewlPrior Review" i n  " Utilimfiuti Mnnagernenr" for information about the review process. To 
request prior review, call: 
Providers . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1-800-2 14-4844 (loll free) 
Meinhers. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . . . . . .  1-877-258-3334 (toll free) 

1-888-554-3202 (toll free) 

Magellan Behavioral Health . . . . . . . . . . . .  . . . . . . . . . . . . . .  . . . . . . . . . . . . . . . .  1-800-359-2422 (toll free) 
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E OPTIONS WORKS I Page 652 Of 1661 HOW 

Blue Options gives you the freedom to choose any provider - the main difference will be the cost to you 
Here's a simple look at how it works: 

Whenever you need care, 
you have a choice. If you visit an: 

pro vider: 

You receive in-network 
benefits, the highest level of 

coverage available 

-- 

provider: 

You receive out-oj-nehvork 
benefits* -- you will share 

more of the cost of your care 

I 
No referrals needed 

I r No referrals needed 

I i 
I No claim form needed I You may be required to 

submit a claim form 

1 I 
The in-networkprovider is 
responsible for obtaining 

certijkation 

You will be responsible for 
obtaining cerfiflcution 

* Note: Some services may not be covered our-of-nertvork.. Please refer to "Summary Of Benefits" and *'C'otvt-c(/ 
Services " For ozrr-ofrwrwork benefits, you may be required to pay charges over the ci//oii;cd c i r m 1 1 1 7 1 ,  in  addition 10 
your out-of-rielwork rlehrctible and coinsiir~111ce amount .  In an cti~icrgctrc,y~ in situations where it7-1wit~~utl~ pr.oi:i(/cr,y 
are  not reasonably available as  determined by BCBSNC's access to care standards, or in continuity of care 
situations, ani-of-network benefits will be paid at  your iri-rietivork c~oii7s11r~in~e and will be based on the billed 
amount.  Mowever, you may be responsible for charges billed seporately by the provider which are not eligible for 
additional reirnbursemenl. I f  y o u  are  billed by lheproi.ir/~r, you will be responsible for paying the bill and filing a 
claim with BCBSNC.. For more information, see "Lr?zcrgeticv Care." "Continuity Or Care" in " Uiilizatiori 
hlorqerrieni," and for information about BCBSNC's access to care standards, see the BCBSNC Web sire Lit 

www.bcbsnc.com/members/(luke-energy. If  you believe an i t i - t i ~ ~ i i ~ ~ ) r k  I.roI:rr/cv is not reasonably available. you (:?in 
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HOW BLUE OPTIONS WORKS (cant") 

help assure that benefits are paid at  the correct benefit level by calling BCBSNC before receiving care from an 
out-of-net work provider. 

In-Network Benefits 
Iiz-nerivorkproviders are health care professionals and facilities that have contracted with BCBSNC, or providm 
participating in the BlueCard PPO program. It~-netivork providers agree to limit charges for coveredservices to the 
nIlo~vedan?ount. If the billed amount is greater than the allotved amount, you are not responsible for the difference. 
You pay only the applicable copaymenr or coinsurance, and noncovered expenses. Your in-network provider is 
required to use the Blue Options network hospital where he/she practices, unless that hospiral cannot provide the 
services you need. 
Your  ID card gives you access to participatingproi)itiers outside the state of North Carolina through the BIueCard 
P P O  program. Your ID card tells participatingprovicicrs that you are a member of BCBSNC. When you use a 
provider participating in the local Blue Cross or Blue Shield Plan'sprovider network, benefits are provided at the 
iti-nerwork copayi?ieiit or coiiisuratrce. 
You are not required to obtain any referrals to see an ill-iietworh-proi~ider. hi-iietivork providers will file claims for 
you. I t  is the member's responsibility to request prior review when necessary Prior review is not required for an 
eniergency. 
The list of in-nerivorkproviders may change from time to time. In-network providers are listed on the RCBSNC Web 
site at www.bcbsnc.com/inemberslduke-energy or call BCBSNC Customer Service at  the number listed in "Whom Do 
I Call?" Please note that rletitists and orthodontists do not participate in the provider network 
_______-_.I_ Out-Of-Network Benefits .____ 

With the Blue Options plan, you inay choose to receive coveredservices from an out-of-~erwork provider - providers 
not designated as a Blue Options provider by BCBSNC. When you see an our-of-tierwork provicler, you may be 
responsible for paying any charges over the alloivedan?ouizt in addition to your copa~yinenzs or coiiuzrmi7ce, 
noncovered expenses and cerl[fica~ion penalty, if any. BCBSNC encourages you to discuss the cost of services with 
oii~-oj-netrvork providers before receiving care so you will be aware of your total financial responsibility. 
You are not requircd to obtain any referrals to see an oirt-of-iietworkprovir~er. You may have to p a y  the 
our-of-iwrivotk provider in full and submit a claim form to BCBSNC if the out-(~/-nctwork provider does not bill 
BCBSNC directly for services. 
Oiri-nj-tzcrivorkprovir~ers, unlike iiz-iret,vorkproviderJ., are not obligated by contract to request prior review by 
BCBSNC. If  you go to a n  ortr-oj-neri~~ork provider or receive care outside of North Carolina, i t  is your responsibility 
to request or ensure that your provider requests prior review by BCBSNC, Failure to request prior review and obtain 
certification may result in a partial or full denial of benefits. Before receiving the service, you may want to verify 
with BCBSNC that cert$cafion has been obtained. See "Prospective ReviewlPrior Revieid' in "Uti1;zariori 
Mnnagei7?ent" for additional information, Prior review is not required for an et~ergeircy. 

In  an ei?iergency: in situations where iii-,iwi~vork provirfers are not reasonably available as determined by BCBSNC's 
access to care standards, or in continuity of care situations, ou~-c?f-i7eritwrk benefits will be paid at your ii7-iietivor/c 
coppc/~~rneni or coii?surance and will be based on the billed amount. However, you may be rcsponsible for charges 
billed separately by the provider which are not eligible for additional reimbursement. If you are billed by the 
provider, you will be responsible for paying the bill and filing a claim with RCRSNC 
For more information, see "Einergency Care," "Continuity Of Care" in "Uriliru~ioiz hfnnagwiet71," and for 
information about BCBSNC's access to care standards, see the BCBSNC Web site at 
www.bcbsnc,coni/members/duke-tnrrgy I f  you believe an iiz-neiimrk provider is not reasonably available, you call 
help assure that benefits are paid a t  the coi iect benefit level by calling BCBSNC belore receiving care from a n  
ozrt-of-rrerwork provider" 

I t  is importarit for you to maintain a relationship with a PCP, who will help you manage your health and help YOU 
make decisions about your health care If you change PCPs. be sure to have your medical records transferred: 
especially immuni7ation records, to provide your new rhciur with y o u r  medical history. You should parlicipate 
actively in all decisions related to your health carc and discuss all treatment options with youi health c a r c p r ~ j v j ~ p r  
regardless of cost or benefit covciage. PCPr are trained to deal with a broad range of health care issues a n d  can 
help you to determine when y o u  need a \ p o [ f d i i i ~  

. 

O u ~ - ~ e ~ r ~ - B @ n ~ f i t . E x c e e f i o n s  

The @le .. . o f _ q . ~ i m a . r y c a r e . ~ ~ ~ d e ~ f p . c - p ~ o r .  SPecialist 
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i, 
Please visit the BCBSNC Web site a t  wvviv.bcbsnc.com/members/duke-energy or call BCBSNC Customer Service to 
be sure the provider you choose is available to  be a PCP. You may want to confirm that the provider is in the 
network before receiving care. 
If  your PCP or specialisr leaves the BCBSNC provider network and they are currently treating you for an ongoing 
special condition, see "Continuity Of Care" in "Utilizution Management." 
Metnbers with serious or chronic disabling or life-threatening conditions may be allowed to select the speciali.sr 
treating this condition as their PCP. The selected specialis1 would be responsjble for providing and coordinating the 
niemberls primary and specialty care. The selection of a specialist under these circuinstances shall be made under a 
treatment plan approved by the specialist, and BCBSNC, with notice to the PCP if applicable. A request may be 
denied where i t  is determined that the specidisr cannot appropriately coordinate the tnember's primary and specialty 
care. TO make this request or if you would like the professional qualifications of your PCP or in-t~e~ivork specialisl, 
you may call BCBSNC Customer Service at  the number given in "Whom Do I Call?" 
Carry Your Identification Card 
Your ID card identifies you as a Blue Options member. If any information on your ID curd is incorrect or if you 
need additional cards, please visit the BCBSNC Web site at www.bcbsnc.com/members/duke-energy or call RCBSNC 
Customer Service at the number listed in "Whom Do 1 Call?" Be sure to carry your ID card with you at all times and 
present it each time you seek health care. 
Making -- An Appointment - 

Call the provider's office and identify yourself as a Blue Options ttzetnher. Please ask the receptionist whether the 
provider's office is hospirnl-owned or operated or provides hospilul-based services. Your 1~7ecli('uI services may be 
covered under Ourpurienr Services benefit. Your provider directory will also help you make this determination. 
Provider directories are available through the BCBSNC Web site at www.bcbsnc.corn/mernbers/duke-energy or by 
calling BCBSNC Customer Service at the number given in "Whom Do I Call?" If you need nonemergency services 
after your provitler'5 office has closed, please call your provider's office for their recorded instructions. You may also 
contact the nurse advice line, Heal thl ine Blue, for assistance. 
If you cannot keep an appointment, call the provider's office as soon as possible.. Charges for missed appointments, 
which providers may require as part of their routine practice, are not covered. 
- HealthLine Blue -. 

You may call a I-IealtIiLine Blue nurse to assist you with medical questions, offer support, and send you free 
videotapes and brochures on health topics appropriate for your condition. Members may ask to speak with the 
same nurse on an ongoing basis.. You may also visit the BCBSNC Web site a t  
~vww.bcbsnc.com/mtmbers/duke-energy to search a library of current health topics, send secure messages to the 
I-IealthLine Blue nurses, learn about symptoms and medications and use tools that guide you through important 
health care decisions. See the number listed in "Whom Do 1 Call?" to speak to a HealthLine Blue nurse. 
How To File A Claim 
When you file a claim, mail the completed claim form for all n?ec/icu/services, including mental health and substance 
abuse services, to. 
BCBSNC 
Claims Depar tmen t  
PO Box 35 
D u r h a m ,  NC 27702-0035 
Mail claims in time to be received within 15 months of the date  the service was provided. Claims not received within 
15 inonths from the service date will not be covered, except in the absence of legal capacity of the tnetiiher 
y o u  may obtain a claim lorm, including international claim fo rm,  by visiting the BCBSNC Web site a t  
www.bcbsnc.corn/mernbers/duke-energv or calling BCBSNC Cuslorner Service at the number lisred in  "Whom Do I 
Call?" For l~elp filing a claim, call RCBSNC Customer Service or write to: 
BCBSNC 
Customer Services 
PO Box 2291 
Durham, NC 27702-2291 

___ . - -.. . __ . -- 
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COVERED SERVICES 

Blue Options covers only those services that are medically necessary. Also keep in mind as you read this section: 
Certain services require prior review and certification in order for you to avoid a partial (penalty) or complete 
denial of benefits. General categories o f  services are noted below as requiring prior review. Also see "Prospective 
ReviewlPrior Review" in I' Urifization Managemenr" for inforrna tion about the review process, and visit the 
BCBSNC Web site at www.bcbsnc.com/members/duke-energy or call BCBSNC Customer Service to ask whether a 
specific service requires prior revieiu and certification. 
Exclusions and limitations apply to your coverage. Service-specific exclusions are stated along with the benefit 
description in "Covered Services." Exclusions that apply to many services are listed in "What Is Not  Covered?" 
TO understand the exclusions and limitations that apply to each service, read "Covered Services" and "What IS 
Not Covered?" 
You may also receive, upon request, information on the procedure and medical criteria used by BCBSNC to 
determine whether a procedure, treatment, facility, equipment, drug or device is tiiedically tzecessar,y and eligible 
for coverage, iiivestigatio?ial or experimetital, or requiresprior review and cerci/icalion by BCBSNC. BCBSNC 
medical policies are guides considered by BCBSNC when making coverage determinations. If you need more 
information about our medical policies, see the BCBSNC Web site at www.bcbsnc.com/rnernbers/duke-energy, or 
call BCBSNC Customer Service at the number listed in "Whont 130 I Call?" 

Off ice Services 
Care you receive as part of an quire visit or house call is covered with a copaymeizt, except as otherwise noted in this 
benefit booklet. Some providers may receive items such as supplies or drugs from third parties. In these cases, you 
may be billed directly by the supplier. Benefit payments for these services will be based on the type of supplier and 
how the services are billed. 
The Plan also provides benefits for six nutritional visits per benefit period. Your benefits cover a total of six visits to 
an in- or out-oj-netivork provider If  you see an in-network provider, any applicable copaytiient, coinsurance or 
&ili~ctihle is waived for these six visits. I f  you go to an ozrt-of-tietivork provider, ~ledirctible and coinsurnnce will 
apply- 
A copajlt?ietit will not apply if you only receive services, such as allergy shots or other injections, and are not charged 
for an ofice visit. 
Certain diagnostic imaging procedures, such as CT scans and MRIs,  are subject to coinsurutzce and any applicable 
deductible, and may require prior review and certifr'ccition or services will not be covered. 
Some doctors or otlzer provider-s may practice in outpatienr clinks or provide hospital-based services in their offices. 
These services are covered as Outputient Services and ale listed as Ozrrpatietzt Clinic Services in  "Summary Of 
Benefits." The provider search on the BCBSNC Web site at www.bcbsnc.comlmembers/duke-energy indicates which 
providers will collect dedzrcrihle and coin.rurutzcc, or' you can call BCBSNC Customer Service at the number listed in 
"Whom Do I Call?" for this information. 

Office Services Exclusion 
. Services in free-standing surgical facilities, indcpendent laboratories, therapy facilities or outj~nrienr hospital 

departments. 
Preventive -- CaEe 
TIie P l m  covers preventive cure services that can help you stay safe and healthy. 

Routine Physical Examinations 
One routine physical examination and related diagnostic services per benefit period will be covered for each 
tizetnber age two and older 
Well-Baby And Well-Child Care 
These services are covered for each tiictizber up to 24 months of age including periodic assessments and 
immunizations. Benefits are limited to six well-baby visits for tiienibers through I2  months old and three 
well-child visits for iii~wibers I 3  months to 24 months old. 
Immunizations 
The full series of standard jmmunizalions recommended by the Centers foi. Disease Control and Prevention 
(CnC) and the Ainerican Academy ol Family Physicians (AAFP) is covered. 
c o v e  red i in m u n i za  t ion s i nc 111 de the To1 1 ow i 11 g . . Tetanus, diphtheria. pertussis (Td/Tdap) - HiB 

Polio Hepatitis A a n d  B 

6 
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Measles-Mumps-R ubella (M MR) Human papillomavirus vaccine 
,, Influenza Chickenpox 

Pneumococcal vaccine Rotavirus 
Shingles 
Meningococcal vaccine (available in- and out-of-rzefwork). 
Immunizations Exclusions 

Immunizations required for occupational hazard 
lmmunizations required for international travel. 

See "Summary Of Benefits" for the following services, since benefits may vary depending on where services are 
received. 
The  following benefits are available in-network and out-of-rielwork: 

Gynecological Exam And Cervical Cancer Screening 
The cervical cancer screening benefit includes the examination and laboratory tests for early detection and 
screening of cervical cancer, and doctor's interpretation of the lab results. Coverage for cervical cancer screening 
includes P a p  smear screening, liquid-based cytology, and human papilloma virus detection, and shall follow the 
American Cancer Society guidelines or guidelines adopted by the North Carolina Advisory Committee on 
Cancer Coordination and Control. 
Ovarian Cancer Screening 
For female members age 25 and older at risk for ovarian cancer, a n  annual scieening, including a transvaginal 
ultrasound and a rectovaginal pelvic examination, is covered. A female /neruber is considered "at risk" if she: - 

Screening Mammograms 
Beginning at age 3.5, one screening mammogram will be covered per female iiieriiher per calendar year, along 
with a docror's interpretation of the results. More frequent or earlier mammograms will be covered as  
recommended by a docror when a female ruernher is considered at risk for breast cancer. 
A female nrerrrber is "at risk" if she: 
* . . . 
Colorectal Screening 
Colorectal cancer examinations and laboratory tests for cancer are covered for any symptomatic or 
asymptomatic meniber who is at least SO years of age, or is less lhan SO ycars o f  age and at high risk for 
colorectal cancer. lncreasedlhigh risk individuals are those who have a higher potential of developing colon 
cancer because of a personal or family history of certain intestinal disorders Sonic of these procedures are 
considered srrrgery, such as colorioscopy and sigmoidoscopy, and others are considered lab tests, such as 
Memoccult screenings. 
The provider search on the BCBSNC Web site at w~vw.bcbsnc.comlmcmberslduke-energy can help you find 
office-based providers or call BCBSNC Customer Service a t  the number listed in "Whom Do I Call?" for this 
information. 
Prostate Screening 
One prostate specific antigen (PSA) lest or a n  equivalenl serological test will be covered per male rFlel??/jer per 
calendar year. Additional PSA tests will be covered if recommended by ;I tlocror 

Has a family history with at  least one first-degree relative with ovarian cancer; and a second relative, either 
first-degree or second-degree with breast, ovarian, or nonpolyposis colorectal cancer; or 
Tested positive for a hereditary ovarian cancer syndrome. 

Has a personal history of breast cancer 
Has a personal history of biopsy-proven benign breast disease 
Has a mother, sister, or daughter who has or has had breast cancer. or 
Has not given birth before the age of 30. 

Diagnostic .~- ..- - . __I_- Services 
Diagnostic- procedures such as laboratory studies, radiology services and other diagnostic testing, which may 
include electroencephalograms (EEGs). electrocardiograms (ECGs). Doppler scans and pulmonary function tests 
(pFTs), help your rlocror find the cause and extent of your condition in order to plan for your care. 
Certain diagnostic imaging procedures, such as CT scans and Ml i l s .  may require prior re)Iiciv and cer i~icut io j?  01 

services will not be covered. 
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Your  doctor may refer you to a freestanding radiology center for these procedures. Separate benefits for 
interpretation of diagnostic services by the attending doctor are not provided in addition to  benefits for that docfor's 
medical o r  surgical services, except as otherwise determined by BCBSNC. 
Benefits may differ depending on where the service is performed and if the service is received with any other service 
or associated with a surgical procedure. See "Summary Of Benefits.." 

Bone Mass Measurement Services 
The Plan covers one scientifically proven and approved bone mass measurement for the diagnosis and 
evaluation of osteoporosis or low bone mass during any 23-month period for certain qualified individuals only. 
Additional follow-up bone mass measurement tests will be covered if niedically necessary. Qualified individuals 
include mewbers who have any one of the following conditions: 

- Estrogen-deficient and at clinical risk of osteoporosis or  low bone mass 
Radiographic osteopenia anywhere in the skeleton 
Receiving long-term glucocorticoid (steroid) therapy 
Primary hyperparathyroidism 

0 Being monitored to assess the response or effect of commonly accepted osteoporosis drug therapies 
History of low-trauma fractures 
Other conditions, or receiving medical therapies known to cause osteoporosis or  low bone mass 

See Ourpatimi Services in the "Summary Of Benefits." 

!E!!?eFgencv <=are 
The  Plan provides benefits for emiergency services. An emergency is the sudden and unexpected onset of a condition 
of such severity that a prudent layperson, who possesses an  average knowledge of health and medicine, could 
reasonably expect the absence of immediate medical attention to result in any  of the following: . 
- 
- Death 
Heart attacks, strokes, uncontrolled bleeding, poisonings, major burns, prolonged loss of consciousness, spinal 
injuries, shock and other severe, acute conditions are examples of emergencies. 

Placing the health of an individual, or with respect to a pregnant woman the health of the pregnant woman or 
her unborn child, in serious jeopardy 
Serious physical impairment to bodily functions 
Serious dysfunction of any bodily organ or  part 

What To Do In An Emergency 
I n  an eniergency, you should seek care immediately from an emergency room or other similar facility. If 
necessary and available, call 91 1 or use other community emergency resources to obtain assistance in handling 
lifc-threatening ernergencies. If y o u  are unsure if your condition is an ernergetzcy. YOU can call HealthLine Blue; 
and a HealthLine Blue nurse will provide information and support that may save you an  unnecessary trip to the 
emergency room. 
Prior review is not required for emergency services Your visit to the emergency room will be covered if  your 
condition meets the definition of an emergency. 
I f  you go to an emergency room for treatment of a n  euier-genc~~, your coinsurmrce will be the same, whether you 
use a11 in-network or out-of~riet~ork provider. When you receive these services from an our-of-network provider, 
benefits are based on the billed amount However y o u  may be responsible for charges billed separately by the 
/)roi;it/er which are not eligible for additional reimbursement, and you may be required to pay the entire bill at 
the time of service, and file a claim with BCBSNC. 
Prior review and ceriijicnriwi by BCBSNC are required for iiipatieiir hospitalization and other selected services 
rollowing eiizergency services (including screening and stabilization) in order to avoid a penalty. You may need 
to transfer 10 a n  in-nerwork liospiial once your condition has been srabilired in order to continue receiving 
in-rrei 1 vurk benefi 1s 
Care Following Emergency Services 
111 order to receive fn-nerwork benefits for follow-up care related to the en1erge/icy (such as qfJiee visii.s or 
therapy once you left the emergency room or were discharged from the hoypira/), you must use in-rzetwork 
pr.o~&r~ Follow-up care related to the u w r g e n c ) ~  condition is not considered an  cwicrgpcrrcy a n d  will be treated 
the same as a normal health care benefit 
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- Urgent Care 
T h e  Plan also provides benefits for urgent cure services. When you need urgent care, call your PCP, a specialist or 
go to an urgenf care provider If you are not sure if your condition requires zrrgent care, you can call HealthLine 
Blue. 
Urgent cure includes services provided for a condition that occurs suddenly and unexpectedly and requires prompt 
diagnosis or treatment such that, in the absence of immediate care, the trzenrber could reasonably be expectcd to 
suffer chronic illness, prolonged impairment or the need for more serious treatment. Fever over 101 degrees 
Fahrenheit, ear infection, sprains, some lacerations and dizziness are examples of conditions that would be 
considered urgent 
Family Planning 

Maternity Care 
Maternity care benefits, including prenatal care, labor and delivery and post-delivery care, are available to all 
female nienibers. A copuyinent may apply for the office visit to diagnose pregnancy. If a member changes 
providers during pregnancy, terminates coverage during pregnancy, or the pregnancy does not result in delivery, 
one or more copuytiieiits may be charged for pre-natal services depending upon how the services are billed by 
the provider 

Statement Of Rights Under The Newborns' And Mothers' Heanh Protection Act 
Under federal law, group health plans and health insurance issuers offering group health insurance coverage generally 
may not restrict benefits for any hospital length of stay in connection with childbirth for the mother or newborn child to 
less than 48 hours following a vaginal delivery, or less than 96 hours following a delivery by cesarean section.. However, 
the plan or issuer may pay for a shorter stay if the attending provider (e.g.. your doctor, nurse midwife or physician 
assistant), after consultation with the mother, discharges the mother or newborn earlier. 
Also, under federal law, group health plans and health insurance issuers may not set the level of benefits or out-of-pocket 
costs so that any later portion of the 48-hour (or 96-hour) stay is treated in a manner less favorable to the mother or 
newborn than any earlier portion of the stay 
In addition, a plan or issuer may not, under federal law, require that a doctor or other health care provider obtain 
certification for prescribing a length of stay of up to 48 hours (or 96 hours). However, to use certain providers or facilities, 
or to reduce your out-of-pocket costs, you may be required to obtain certification 

I f  the mother chooses a shorter stay, coverage is available for a home herrltlr visit for post-delivery follow-up care 
if  received within 72 hours of discharge. In order to avoid a penally, prior review and certification are required 
for inpntient stays extending beyond 48 hours following a vaginal delivery or 96 hours following a cesarean 
section. For information on ccrlijicatiun, contact BCBSNC Customer Service at the number listed in "Whom 
Do 1 Call?" 

Termination af Pregnancy (Therapeutic Abortion) 
Benefits for therapeutic abortion are available through the first 16 weeks of pregnancy for all female 
rneivbei.s. 

Complications Of Pregnancy 
Benefits for r.ni?iplicn/ion.r c,jpregr7nncy are available to all female inet~hers including dependent children. Please 
see "Definitions" for an explanation of coiiiplicutiotis ojpregnnncy. 
Newborn Care 
Inpa~ieizt newborn care of a well baby is covered under the mother's maternity benefits described above only 
durin& the fi~.st  48 hours after a vaginal delivery or 96 hours after delivery by cesarean section. This inpatietit 
newborn care (well baby) requires only one benefit period dxhictible for both mother and baby. Benefits also 
include newborn hearing screening ordered by a doctor to determine the presence of permanent hearing loss 
For additional coverage of the newborn, whether inpatient (sick baby) or outputienf, the newborn must be 
enrolled for coverage as a dependent child within 31 days of the birth. At  this time, the baby must  meet the 
individual brnc/ir p ~ ~ i ~ i o r I c l c ~ l ~ r ~ ~ i b / c  if' applicable. and prior revieit: and crrtificn~ioi~ are ~equiretf I O  avoid a 
penalty 
Infertility And Sexual Dysfunction Services 
Benefits are p~ ovidetl for certain services related to the diagnosis, treatment and correciion of a n y  underlying 
causes of i/!/cr riliij and .sewti/ dysjirnction for all n?ciitbers except dependent children 
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Sterilization 
This benefit is available for all members except dependent children. Sterilization includes female tubal ligation 
and male vasectomy. 
Family Planning EXCllJSiOnS 

The collection and storage of blood and stem cells taken from the umbilical cord and placenta for future use 
i n  fighting a disease 
Artificial means of conception, including, but not limited to, artificial insemination, in-vitro fertilization 
(IVF), ovum or embryo placement, intracytoplasmic sperm insemination (ICSI), and gamete intrafallopian 
tube placement (GIFT) and associated services 
Donor  eggs and sperm 

Care or treatment of the following: 
- termination of pregnancy 
- contracepiive devices 
- reversal of sterilization 
- 

Treatment for itqctarilit-v or reduced fertility that results from a prior sterilization procedure or when 
iidertility or reduced fertility is the result of a normal physiological change such as menopause. 

- Surrogate mothers 

iiferrilily find sesunl ciysfunction for dependent children. 
Elective abortion 

Facility Services 

. Outparient services received in a ho.spita1, a hospital-based facility or an outpatient clinic. 
Inputienr Iiospiriil services. If you are admitted before the eflecrive date, benefits will not be available for services 
received prior to the ejjecrive hare. Prior review must be requested and certi~cation must be obtained in advance 
from BCBSNC to avoid a penalty, except for maternity deliveries and emergencies. See "Maternity Care" and 
"Einergeticy Care " 
Surgical services received in an an.ihulutory szirgicd center 
Covered services received in a sJ;ii/etinrirsi~igfocility Prior review must be requested and certificnlion must be 
obtained in advance froni BCBSNC to avoid a penalty. Skilled~iursingfacility services are limited to a 
combined in-ne~work and out-of-network day maximum per benejir period. See "Summary Of Benefits.." 

Ambulance Services 
The P l m  covers serviccs in a ground aiiibi.ilaiice traveling: . - Between Iro.spirals . 
when such a facility is the closest one that  can provide coveredservices appropriate to your condition Benefits 
 nay also be provided lor oinhz~lu/~c~e services from a lzospitul or .skilled t i~ i r~ ing ,~U~~i l i t y  to a meinber's home when 
inerlically t7ec e m i i y .  

Thc Plaii covers services in a n  air uiirDirlance traveling from the site of an einergency to a hospitr/l when such a 
facility is the closest one that can provide coveredservices appropriate to your condition and ground 
transportation is not medically appropriate due to the severity of the illness or the pick-up point is inaccessible 
by land, Nonernergency air o~i7birltit7ce services req tiire prior review and certificarion or services will not be 
covered" 

. . 

Qtk! ... . - - services 

From a ii7eii7her'~ home o r  scene of a n  accident or emergency to a hospital 

Between a ho.,pitul and a skilled iiiirsing/uci/ity 

Ambulance Service Exclusion 
. No bencfils arc provided primarily for the convenience of travel. 

Blood 
The Plun covers [he cos1 of translusions of blood, plasma, blood plasma expanders and other fluids injected into 
the bloodstream Benefits are  provided for the cost of storing a nietnber's own blood only when i t  is stored and 
Lisecj for a previously schcduled procedure 

Blood Exclusion 
. Charges lor thc collection or obtainment of blood or blood products from a blood donor,  including [he 

i1ieii7hcr i n  the case ol autologous blood donation 

10 
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Clinical Trials 
The Plat? provides benefits for  participation in clinical trials phases TI, 111, and IV. Coverage is provided only 
for nreclically necessary costs of health care services associated with the trials, and only to  the extent such costs 
have not been or are  not funded by other resources. The member must meet all protocol requirements and 
provide informed consent in order to participate. The  trial must involve the treatment of a life-threatening 
medical condition with services that are medically indicated and preferable for that ,nemher compared to 
non-investigational alternatives. In addition, the trial must: 

- 
Involve determinations by treating physicians, relevant scientific data  and opinions of relevant medical 
specialists 
Be approved by centers or groups funded by the National Institutes of Health, the Food and Drug 
Administration (FDA), the Centers for Disease Control and Prevention, the Agency for Health Care 
Research and Quality, the Department of Defense or the Department of Veterans Affairs 
Be conducted in a setting and by personnel of high expertise based on training, experience and patient 
volume. 
Clinical Trials Exclusions - Clinical trials phase I 

0 

Non-health care services, such as services provided for da ta  collection and analysis 
lnvestigariorinl drugs and devices a n d  services that are not for the direct clinical management of the 
patient. 

Dental Treatment Covered Under Your Medical Benefit 
The Pion provides benefits for services provided by a duly licensed doctor, doctor of dental surgery or doczor of 
dental medicine for diagnoslic, the1 apeutic or surgical procedures, including oral surgery involving bones or 
joints of the jaw, when the procedure is related to  one of the following conditions: 
. - 
- 

Accidental ii?jury of the natural tccth, jaw, cheeks, lips, tongue, roof and floor of the mouth 
Congenital deformity, including cleft lip and cleft palate 
Disease due to infection or tumor, including tumors, cysts and  exostosis 
Temporomandibulai.joint (TM J) disease, including splinting and use of intra-oral prosthetic appliances to 
reposition the bones. Surgical benefits for TM.J disease are limited to surgery performed on the 
temporomandibular joint. I f  TMJ  is caused by malocclusion, then benefits are provided for surgical 
correction of malocclusion i f  surgical management of the TM.7 is tnedicaflj~ nece"ssary. Please have your 
provider contact BCBSNC before receiving treatment for TMJ. . Impacted wisdom teeth 

The Flu17 provides benefits for extractions, crowns, bridges, and dentures for treatment of disease due to 
infection or tumor.  For- treatment of congeiiitcil deformity including cleft lip and cleft palate, benefits may be 
provided for dentures and orthodontic braces used to treat the condition. 
When any of the conditions listed above require surgical correction, benefits for surgery will be subject to 
tne&ul necessity review to examine whether or not the 
of functional impairment include an  impairment that a 
of the mouth 
I n  special cases, benefits are only provided for anesthesia and facility charges related to dental procedures 
performed in a hospital or atnbuloror y siogicol center. This benefit is only available to dependent children below 
the age of nine years, persons with serious mental or physical conditions and persons with significant behavioral 
problems. The treating pruviu'er must certify that the patient's age, condition o r  problem requires hospitalization 
O r  general anesthesia in  order to safely and effectively perform the procedure. Other dental services, including 
the charge for  siirgcrv, aic  not covered unless specifically covered by the Plat7 Prior review and certification are 
reqiiired o r  services will n o t  be covered. unless treatment is for a n  e t ~ r g r t z c ~ ~ . .  

ndition resulted in functional impairment. Examples 
cts speech or the ability to eat, or injury to soft tissue 

Dental Treatment Excluded Under Your Medical Benefit 
. . . 

Injury related to chewing or  biting 
Preventive dental care, diagnosis or treatment or or related to the teeth or  gums 
For disease due to infection or  iumor" 
- Dental implants 
- Treotment for pel iotlontal disease 
- Dental root form implants or root canals 
- Orthodontic braces 
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For TMJ disease: 
- Dental implants 
- Treatment for periodontal disease 
- 
~ Crowns and bridges 
- Extractions 
- Dentures 
- Orthodontic braces 
Replacement of crowns, bridges, dentures or in-mouth appliances, except a s  specifically stated as  
covered 

Dental root form implants or root canals 

* 

Durable Medical Equipment 
Benefits are provided for hrruble rneclical equipmerit and supplies required for operation of equipment when 
prescribed by a doctor. Equipment may be purchased or rented at  the discretion of the Plan. The Plan provides 
benefits for repair or replacement of the covered equipment.. Benefits will end when it is determined that the 
equipment is no longer n?edically tzecessary. Certain clurable niedical equipment requiresprior review and 
certification or services will not be covered. 

Durable Medical Equipment Exclusions 
. 
0 

Appliances that serve no  medical purpose or that are primarily for coinfort or convenience 
Repair or replacement of equipment due to abuse or desire for new equipment 
Rental o r  purchase of wheelchairs, hospital type beds, oxygen equipment (including oxygen), insulin 
pumps, Gli~cowatch and Autosensors, nebulizers and supplies related to the use of nebulizers and other 
clirrable iiieclicnl equipirenl, subject to the following.. 
- The equipment must be prescribed by a physician and needed in the treatment of an  illness or injury 

and will be provided on a rental basis for the period of treatment. At our  option, such equipment 
may be purchased. I f  the equipment is purchased, benefits will be payable for subsequent repairs 
neccssary to restore the equipment to a serviceable condition; subsequent repairs due to abuse or 
misuse, as  determined by BCBSNC. are not covered; 
Benefits will be limited to the standard models, as determined by BCBSNC; 
The Plan will pay benefits, if determined to be medically necessnry, for ONE of the following: a 
manual wheelchair, a motorized wheelchnir, or motorized scooter. 

BCBSNC will pay benefits for the replacement of any rhroblc nredicrrl eqiripmwf sub,ject to  the proof of change 
jn a medical condition or that  the equipment is no longer usable or repairable. 
Eye Exams 
The Plan provides coverage for one routine comprehensive eye examination per benefit period. Diagnosis and 
treatment of medical conditions of the eye, and di ugs administered for purposes other than for a visual 
examination. are not considered to be part of a routine eye cxam and are subject to the benefits, limitations and 
exclusions of the Plan. 

- 
- 

Eye Exams Exclusion 
Fitting for contact lenses: glasses or other harilwnre 

Home Health Care 
f loi~ie  healrh care services, such as  professional services O S  it register-cd iiiwse ( R N )  or licen.seeiprnctica1 tiiirse 
(L,PN) for  visits totaling 8 houis a day, are covered by the Pluii when the nrember is froniebouizddue to illness or 
injury. Home hee/lth care requircs prior revieiv and c.crti/icotiorz or services will not be covered. 

Home Health Care Exclusions . I-lomemaker services, such as cooking and housekeeping 
. Dietitian services or  meals . Services that are provided by a close relative or a member of your  household. 

Home Infusion Therapy Services 
I-Jonie infusion therapy js covered for the administration of / ) ~ L ’ J L ~  ipfioti drugs dii.ectly into a body organ or 
cavity or via intravenousl intraspinal, intramuscular, subcutaneous or epidural ioutes, under a plan prescribed 
by a Iioclor. These services must be provided under the supervision of a n  RN 01 L.f’N. Home infusion therapy 
reqtlires prior review and c~crtijicatioir or services will not be covered. 
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Hospice Services 
0 Your coverage provides benefits for hospice services for  care of a terminally ill member with a life 

expectancy of six months or less.. Services are covered only as part of a licensed health care program 
centrally coordinated through an interdisciplinary team directed by a doctor that provides an integrated set 
of services and supplies designed to  give comfort ,  pain relief and support to terminally ill patients and their 
families. 
Hospice Services Exclusion 

Homemaker services, such as cooking, housekeeping, food or meals. 
Medical Supplies 
Coverage is provided for nml'icol myplies such as ostomy supplies, catheters, oxygen and diabetic pump and 
pump supplies (needles, syringes, teststrips are covered under the pharmacy plan). To obtain mxiical 
si~~~lie.s/eqii ipment,  please find a provider on the BCBSNC Web site at www.bcbsnc.com/members/duke-energy or 
call BCBSNC Customer Service. 

Medical Supplies Exclusion - Merlica/supplies not ordered by a doctor for treatment of a specific diagnosis or  procedure. 
Orthotic Devices 
Orthotic devices, which are rigid or semi-rigid supportive devices that restrict or eliminate motion of a weak or 
diseased body part, are covered i f  medic all^^ necessary and prescribed by a provider. Foot orthotics may be 
covered only when custom niolded to the patient. Charges for custom built orthopedic shoes when meclicnll~~ 
necessary must be prescribed by a doctor and limited to two (2) pairs per calendar year. Orthotic devices for 
correction of posi/ioitnlp/agioce~halv, including dynamic orthotic cranioplasty (DOC) bands and soft helmets, 
are subject to a benefit limit. 

Orthotic Devices Exclusions 
Premolded foot 01 thotics Over-the-counter supportive devices.. 

Private Duty Nursing 
The Plnn provides benefits for rncclicnlly iicccssc~ry private duty scrvices of a n  RN or L.PN when ordered by your 
doctor. Prior review intist be requested and eerfijicarion must be obtained or services will not be covered. These 
services are always subject to the deducrible and coinsurnnce, regardless of location of service. 

Private Duty Nursing Exclusion - Services provided by a close relative or a member of your household. 
Prosthetic Appliances 
The Plan provides benefits io1 the purchase, fitting, ad.jtistments, repairs, and replacement of prosfheric 
appliances. The pros/heric npplinncrs must replace all or part of a body pal t or its function. The type of 
prosthetic nppliunce will be based on the functional level of the rnernber. Therapeutic contact lenses may be 
covered when used as a corneal bandage for a medical condition Benefits include a one t ime replacement of 
eyeglass or contact lenses due to a prescription change after cataract szrrgery- Certain yrosrhe/ic cippliances 
require prior review and cerrificarior7 or services will not be covcred. 

Prosthetic Appliances Exclusions 
. Dental appliances except when nterlicully necessciry for the treatment of temporomandibular joint 

disease 
Cosineric immovements, such as implantation of hair follicles and skin tone enhancements . . Lenses for keratoconus or any other eye procedure except as specilically covered under the Plnn 

Surgical __ Benefits _. - -_ - 
Surgical benefits by a professional o r  facility provider on an iyuiieur or ozirputieiii basis, including pre-operative 
and post-operative care and care of complic,ations, are covered, Surgical benefits incl tide diagnostic surgery, sucl.1 as 
biopsies, sigmoidoscopies and colonoscopies, and reconstruct ive siirger)~ pcrrorined to corrcct con,yCnIru/  defects 
that result in functional impairment of newborn, adoptive and l'oster children. 
Certain surgical procedures, including those that itre potentially cosnie/ic, require />riot jevieiv and ( P I  rtficnrion or 
services will not be covered. 
Multiple surgical procedures performed on the same date of service and/or during the same patient en(:ounter, may 
not be eligible for separate reimbursement. For information about coverage of multiple surfical procedures. please 
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refer to BCBSNC's medical policies, which are on the BCBSNC Web site a t  www.bcbsnc.comlmernberslduke-energy, 
or call BCBSNC Customer Service at the number listed in "Whom Do I Call?" 

Anesthesia 
Your anesthesia benefit includes coverage for general, spinal block or monitored regional anesthesia ordered by 
the attending doclor and administered by or under the supervision of a n'ocror other than the attending surgeon 
or assistant a t  surgery. Separate benefits are not available for related services. Your coverage does not provide 
additional benefits for local anesthetics, which are covered as part of your surgical benefit. 
Mastectomy Benefits 
Under the Women's Health and Cancer Rights Act of 1998, the Plan provides lor the following services related 
lo mastectomy surgery: 

Reconstruction of the breast on which the mastectomy has been performed 
Surgery and reconstruction of the nondiseascd breast to produce a symmetrical appearance without regard 
to the lapse of time between the mastectomy and the reconstructive surgery 
Prostheses and physical complications of all stages of the mastectomy, including lymphedemas. 

Please note that the decision to discharge the patient following mastectomy surgery is made by the attending 
physician in consultation with the patient. 
The benefits described above are subject to  the same cleductibles, c o p u y m ~ ~ r  or coinsurunce and limitations as 
applied to other medical and surgical benefits provided under the Plan. 

Therapies 
The Plan provides coverage for the following therapy services to promote the recovery of a inember from an illness, 
disease or injury. A doctor or other p,-ofessionalprovider must order these services. 

Short-Term Rehabilitative Therapies 
The following thempies ale covered only for treatment of conditions that are expected to result in significant 
clinical improvement in a member's condition: 
. . Speech therapy. 
Benefits are limited to a combined ii~-iretwork and out-oj--network henejr period visit maximum lor the following 
categories of thempies: occupational and/or physical therapy, speech therapy, chiropractic services or  any 
combination of these therapies. These visit limits apply in all places of service except irrpurierir (e.&., outparienr, 
office and home) regardless of the type of provider (chiropractors, othei, rioctors, physical therapists). Shorr-term 
rehabilirariw tlierapy received while an iiipnrient is not included in the berwjit period mrxrimit71. 
Other Therapies 
The Plan covers: . Cardiac rehabilitation therapy . Pulmonary and respiratory therapy 

Dialysis treatment . Chemotherapy, including intravenous chemotherapy. For  bone niarrow or peripheral blood stem cell 
transplnn~s. see "Transpkrn~s." 

Occupational therapy and/or physical therapy 

P 14 
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Radiation therapy (including accelerated partial breast radiotherapy (breast brachytherapy). Breast 
brachytherapy is investigational but will be covered upon prior review and rertij2carioi1, based on meeting the 
American Society of Breast Surgeons (ASBS) criteria.) 
Limited treatment of autism, consisting of 

(A) Therapy to  develop interactive skills and skills necessary to perform the significant activities of daily 
living (eating, dressing, walking, bathing, toileting, and communicating). (The therapy must be performed by 
a licensed medical provider approved in advance. This therapy is not intended for schooling of an individual, 
even if the schooling requires a special environment. The provider must submit a treatrrient plan including 
the type of therapy to be administered, the goals, setting and periodic measures for tlie therapy, who will 
administer the therapy, and the patient's current ability to perform the desired results of the therapy. The 
treatment plan must be approved in advance by the Claims Administrator and updated quarterly with a 
report on the patient's condition, progress and future treatment plans.) 

(B) Care provided in accordance with the approved treatment plan by a non-licensed medical provider who 
is not a member of the patient's family, i f  the provider has been specifically trained to interact with the 
autistic patient and certified by a licensed medical provider as capable of working with the child. (This 
bcnefit is payable up to $50,000 during the lifetime of the patient, for the specific diagnosis of autism ) 

(C) Training and educational services provided by licensed medical providers (or non-licensed providers as 
described above) under an approved treatment plan for the parents or legal guardian of an autistic individual 
to teach the principles and practical applications of behavior modification (This benefit is payable up to 
$5,000 during the lifetime of the patient.) 

Therapy Exclusians 
Cognitive therapy - Speech therapy for stammering or stuttering. 

Transplants .~ 

The Pltrir provides benefits for transplants, including hospital and professional services for covered ~raiisp/(iiif 
procedures. The Plun provides care management for rruii.splaiir services and will help you find a Izo.spitu/ or Blue 
Quality Center for Transplants that provides the trunsplutzt services required. Travel and lodging expenses may be 
reimbursed, based on BCBSNC guidelines that are available upon request from a traiisp/uri~ coordinator. 
For a list of covered transplants, call BCBSNC Customer Service at the number listed in "Whom Do I Call?" to 
speak with a rransplaiir coordinator and request prior review. Cerrgicarion must be obtained in advance from 
BCBSNC for all rraiisi,laiit-related services in order to assure coverage of these services. 
] f a  rraiisp/anr is provided from a living donor to the recipient meniber who will receive the ~ransplaizr~ . Benefits are provided for reasonable and necessary services related to the search for a donor  up to a maxiinurn 

of $10,000 per zransplanr.. However, other costs related to evaluation and piocurement are covered up to the 
recipient ~nember's cover age limit. 
Both the recipient and the donor are entitled to benefits of this coverage when the recipient is a iiieinher. 
Benefits provided to the donor will be charged against the recipient's coverage, i f  they don't have coverage lor 
same elsewhere.. 

. 

Some rt~u?wp/mt services are ini~esIigulioi~a/ and not covered for some or all condilions or il~nesses Please see 
"Definitions" for an explanation of i r i i ~ e s t i ~ ~ l ; ~ ) i u / .  

Transpiants Exclusions . 
. 
. . 

The purchase price o f the  organ or tissue if any organ or tissue is sold rather t h a n  donated to the recipient 
t I ieinhet 
The procurement of organs, tissue, bone marrow or peripheral blood stem cells or any  other donor sei.vi(:es 
i f  the recipient is not a ineniber 
~roiisp1uiit.r. including high dose chemotherapy, considered c~periimw1(11 or i r i ~ : ( ~ . ~ ~ i ~ ~ [ i i i ~ i i i i l  

services for or related to the transplankation of animal or artificial organs or tissues 
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Mental Health And Substance Abuse Services 
The Plan provides benefits for the treatment by a of rnetital illness and substance abuse by a hospital, doctor or 0 t h ~  
provider. Your coverage for in-network inpatient and outpatient services is coordinated through Magellan Behavioral 
Health. 
Separate visit limits and benefit maximums may apply and are combined for in- and our-of-nefivoik services. See 
information on office visif benefit maximums below. 

Office Visit Services 
Prior review by Magellan Behavioral Health is not required for office visit services. The following professional 
services are  covered when provided in an office setting: - Evaluation and diagnosis - - Individual and family counseling 
e G r o u p  therapy. 
The following rules apply to mental health o1fic-e visit benefit maximums: 

Medicall-v necessary biofeedback and neuropsychological testing 

Each service provided by a mental health provider will count as one visit 
Any mental health therapy services provided by a non-mental health provider during the course of an oj'i'ce 
visit will count as one visit, 

Outpatient Services 
Covered oufpatient services when provided in a mental health or substance abuse treatment facility include: - Each service listed i n  this section under office vi.sir services 
0 Partial-dayhight hospitalization services (n~ininiuni of four  hours per day and 20 hours per week) - Intensive therapy services (less than four hours per day and minimum of nine hours per week). 
Inpatient Services 
Covered inpurietir treatment services also include: 

. Semi-private room and board - 
Please note benefits for inpatient and ozitpatienr niedicul care are limited to one visit per day. 
How To Access Mental Health And Substance Abuse Services 
Prior review by Magellan Behavioral Health is not required for office visit scrvices, or for services from an 
ozit-oj-t7eritrork provider which will be paid a t  the our-oj-network benefit level.. Although prior review is not 
required for eniergency situations, please notify Magellan Behavioral Health of your inpntienr admission as soon 
as reasonably possible. In  addition, if you choose to receive nonernergency iiipcrrienr or oi~tpatienr services from 
an in-netivork provider without requestingprior review and receiving certification from Magellan Behavioral 
Health, you will receive coverage at the our-of-nerivork benefit level and will be responsible for the difference 
between the alloived mioirnt and the provicler's full charge. 
When you need inpurieril or ozitpatient treatment: call a Magellan Behavioral Health customer service 
representative at the number listed in "Whom D o  I Call?" The Magellan Behavioral Health customer service 
representative will refer you to a n  appropriate in-nefit;ork provider and give you information about prioi revipiv 
and c.arti/icution requirements. 
Mental Health And Substance Abuse Services Exclusions And Limitations 

Each service listed in this section under office visi1 services 

Detoxification to  treat substance abuse. 

Psychoanalysis 
Counseling with relatives about a palien1 with rnenral illness, alcoholism, drug addiction or chemical 
dependency 
]~ipurieni confinements that are primarily intended as a change of environment 
Mental health services received in residential treatment facilities 
Mental health ~.overcdservices are subject to the medical cteduclible and apply toward the medical 
~o i i i s i i r~ i7~e  t i~u .~ i t~~z i~? i  
Substance abuse coveredservices are subject to the medical rleduclihle and do not apply toward the medical 
c'O~ll.YitrUI7L c r t i u . ~ i i ~ n i  

. 

. . . 

. 

I6 



STAFF-DR-03-039 
Page 666 of 1661 

Exclusions for a specific type of service are stated along with the benefit description in "Covered Services." 
Exclusions that apply to many services are listed in this section To understand all of the excltisions that apply, read 
"Covered Services," "Summary Of Benefits" and "What Is Not Covered?" In addition, the Plan does not cover 
services, supplies, drugs or charges for: 

A 

Any condition, disease, ailment, injury or diagnostic service to the extent that benefits are provided or persons 
are eligible for coverage under Title XVIIl of the Social Security Act of 1965, including amendments, except as 
otherwise provided by federal law 
Conditions that federal, state or local law requires to be treated in a public facility 
Any condition, disease, illness or injury that occurs in the course of employment. if the employee, employer or 
carrier is liable or responsible for the specific medical charge ( I )  according to a final adjudication of the claim 
under a state's workers' compensation laws, or (2) by an order of a state Industrial Commission or other 
applicable regulatory agency approving a settlement agreement 
Benefits that are provided by any governmental unit except as required by law 
Services that are ordered by a court that are otherwise excluded from benefits under the Plan 
Any condition suffered as a result of any act of war or while on active or reserve military duty 
A dental or medical department maintained by or on behalf of an employer, a mutual benefit association, labor 
union, trust or similar person or group 
Dates of service received prior to the nietnber's effective date 
A benefit, drug, service or supply that  is not specifically listed as covered in this benefit booklet. 

Acupuncture and acupressure, unless services are provided by a medical doctor 
Administrative charges billed by a provitfer, including charges for telephone consultations, failure to keep a 
scheduled visit, completion of claim forms, obtainibg medical records, and late payments 
Costs in excess of the O/~OW/ aiimmt for services usually provided by one docror, when those services are provided 
by multiple dolocrors or r~ieclicul cure provided by morc than one doctor for Lreatmenl of the same condition 

Claims not submitted to  BCBSNC within 18 months of the date the charge was inczirrccl, except in the absencc of 
legal capacity of the metnbet 
Contraceptives, including oral and injectable contraceptives, contraceptive devices and long-term reversible 
contraceptives including, but not limited to: intrauterine devices and implanted hormonal contraceptives, solely 
prescribed for the purpose of contraception. These services are excluded at the request of your et~ployer 
Convenience items such as, but not limited to, devices and equipment used for environmeiital control, urinary 
incontinence devices (including bed wetting devices) and equipment, heating pads, hot water bottles, ice packs and 
personal hygiene items 
Cosmeric services, which include removal of excess skin from the abdomen, arms or thighs, and surgery for 
psychological or emotional reasons, except as specifically covered by the Plan 
Services received either before or after the coverage period of the Plan, regardless of when the treated condition 
occurred, and regardless of whelher the care is a continuation of care received prior to the termination 
Cttsfodiul caw designed essentially to assist an individual with activities of daily living, with or without routine 
nursing care and the supervisory care of a clocror. 

&rita/services provided in a hospirnl, except as specifically covered by the P h i ,  when a hazardous condition exists 
a t  the same time: or covered oral ,swget-y services are required at the same time as a result of a bodily iiijury.. Dcntal 
care, dentures, dental implants, oral orthotic devices. palatal expanders and orthodontics except as specifically 
covered by the Plan. 
The following drugs: - . 
. 
. 

C 

D 

Pre.scriprion drug.s except as sprcificaily covered by the Plrin 
]njections by a health care yrofessional of injectable prescription drugs which can be self-adIninistered, unless 
medical supervision is required 
Clomiphene (e g , Clomid), menolropins (e g , Repronex) or other drugs associated with conception by artjfjcja] 
means 
~,\perirnerj~uldrugs or a n y  drug no( approved by the Food and Drug Administration (FDA) for the applicable 
diagnosis or treatment I-iowever, this exclusion does not apply to prr.scr..iprion drug5 used in covered ph;jses 11. 

17  
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III and IV clinical trials, or drugs approved by the FDA for treatment of cancer, if prescribed for the treatment 
of any type of cancer for which the drug has been approved as  effective in any one of the three nationally 
recognized drug reference guides: 

1. The American Medical Association Drug Evaluations 
2 .  The American Hospital Formulary Service Drug Information 
3. The United States Pharmacopoeia Drug Information. 

E 
Services primarily for educational purposes including, but not limited to, books, tapes, pamphlets, seminars, 
classroom, Web or computer programs, individual or group instruction and counseling, except as specifically 
covered by the Plun 
Side effects and complications of noncovered services, except for emergency services in the case of an emergericy 
Services that would not be necessary if a noncovered service had not been received, except for eii?ergency services in 
the case of an entergeticy 
The following equipment: 

- 

Esperirriental services including services whose eflicacy has not been established by controlled clinical trials, or are 
not recommended as a preventive service by the U S .  Public Health Service, except as specifically covered by the 
Plan 

F 
Routine foot care that is palfiative or cosriieric 

G 
Genetic testing, except for high risk patients when the therapeutic or diagnostic course would be determined by the 
outcome of the testing 

Hearing aids or examinations for the fitting of hearing aids except as specifically covered by the Plan 
Holistic niedicine services 
Hypnosis except when used lor control of acute or chronic pain 

Inpatient admissions primarily for the purpose of receiving diagnostic services or a physical examination. Inpatienr 
admissions primarily for the purpose of receiving therapy services, except when the admission is a continuation of 
treatment following care at an iiiparien~ facility for an illness or accident requiring therapy. 
Inivstigatiorzal services in nature or obsolete, incl~iding any service, drugs, procedure or treatment directly related to 
a n  invesrigalioncil treatment, except as specifically covered by the Plan 

Services provided and billed by a lactation eunsultant 

Services or supplies deemed not medically necessary 

A n y  treatment or regimen, medical or surgical, for the purpose of reducing or controlling the weight of a i?leinber or 
for treatment of obesity, except for surgical treatment of morbid obesity, or as specifically covered by thc P / u I ~  

P 
Care or services from a provider who. - 

Devices and equipment used for environmental accommodation requiring vehicle and/or building modifications 
such as, but not limited to, chair lifts, stair lifts, home elevators, and ramps 
Air conditioners, furnaces, humidifiers, dehumidifiers, vacuum cleaners, electronic air filters and similar 
equipment 
Physical fitness equipment, hot tubs, Jacuzzis, heated spas, pool or memberships to health clubs. 

H 

1 

XI 

M 

0 

Cannot legally provide or legally charge for thc services o r  services are outside the scope of the p r o d d v  license 
or certification 
Provides arid bills for services from a licensed health ca1-e profcssional who is in  training 
Is in a meniher's iinmediate family. 

. . 
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The following residential care services: 
. Care in a self-care unit, apartment or similar facility operated by or connected with a hospital 

Domiciliary care or rest cures, care provided and billed for by a hotel, health resort, convalescent home, rest 
home, nursing home or other extended care facility, home for the aged, infirmary, school infirmary, institution 
providing education in special environments, in residential treatment facilities, except for substance abuse 
treatment, or any similar facility or institution. 

Respite care except as specifically covered by the P h i  

Services or supplies that are: - Not performed by or upon the direction of a doctor or other provider 
Available to a member without charge. 

Treatment or studies leading to or in connection with sex changes or modifications and related care 
Sexual dysjiriirtion unrela ted to  organic disease 
Shoe lifts and shoes of any type unless part of a brace 

T 
The following types of therapy: - 

S 

Music therapy, remedial reading, recreational or activity therapy, all forms of special education and supplies or  
equipment used similarly 
Muiriteiiaiice therupy . Massage therapy.. 

Travel, whether or not recommended or prescribed by a clocror or other licensed health care professional, except as 
specifically covered by the Plun 

The following vision services: 
. 
V 

Radial keratotomy and other refractive eye .surgery, and related services to correct vision except for surgical 
correction of an eye injury. Also excluded are premium lenses or the services related to the insertion of premium 
lenses beyond what is required for insertion of conventional intraocular lenses, which are small, lightweight, 
clear disks that replace the distance-focusing power of the eye‘s natural crystalline lens 
Eyeglasses or contact lenses, except as specifically covered in “Prosrhetic Appliunces” 
Orthoptics, vision training, and low vision aids. . 

Vitamins, food supplements or replacements, nutritional or dietary supplements, formulas or special foods of any 
kind except for external nutrition administered exclusively via tube feeding as the sole source of nutrition. External 
nutrition products that are administered orally are excluded. 
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To make sure YOU have access to high quality, cost-effective health care, the Plan has a irtilization niatzagernent ( U M )  program- 
The U M  program requires that certain health care services be reviewed and approved by BCBSNC in order to receive benefits. 
As part of this process, BCBSNC looks a t  whether health care services are medically necessary, provided in thc proper setting 
and for a reasonable length of time. The PIan will honor a certification to cover medical services or supplies under the Plan unless 
the certification was based on a material misrepresentation about your health condition or you were not eligible for these services 
under the Plan due to termination of coverage or nonpayment of premiums. 
- Rights And Responsibilities Under The UM Program 

Your Member Rights 
Under the U M  program, you have the right to: 
* - 
* - 
An authorized representative may act on the meinher's behalf with the meinbet's written consent. In the event you appoint 
an authorized representative, references to "you" under the "Uiilimtiott Mmmgeineni" section mean "you or your 
authorized representative" ( i  e., the authorized representative may pursue your rights and shall receive all noticcs and 
benefit dctcrminations). 
BCBSNC's Responsibilities 
As part of all U M  decisions, BCBSNC will: - 
- 
In the event BCBSNC does not receive sufficient information to approve coverage for a health care service within specified 
time frames, BCBSNC will notify you in writing that benefit coverage has been denied. 7l7e notice will explain how you 
may pursue a review of the UM decision 

A UIM decision that is timely, meeting applicable federal time frames 
The reasons for BCBSNC's denial o f a  requested treatment or health care service, including an cxplanation of the U M  
criteria and treatment protocol used to reach the decision 
Have a medical director from BCBSNC make a rcview of all denials of service that were based upon medical i iece~sity 
Request a review of dcnial of benefit coverage through the grievance process 
Have an authorized representative pursue paymcnt o f a  claim or make an appeal on your behalf. 

Provide you and your provider with a toll-free telephone number to call U M  review staff when rertficotion of a health 
care service is needed 
L.imit what BCBSNC requests from you or yourprovider to information that is needed to review the servicc in question 
Rcqucst all information necessary to make the UM decision, including pertinent clinical information 
Provide you and yourprovider prompt notification of thc U M  decision consistent with the Plon 

Prospective . -. . .. - - ... . _I___._ ReviewlPrior _. - Rewiex 
The P/mi requires that certain health care services receive prior review as noted in "Coverecl Services." These types of reviews arc 
called prospectivc reviews I f  neither you nor your provider requestsprior review and receives certification. this may result in a 
partial or coniplete denial of benefits. General categories of services with this requirement arc noted in "CoerredServiccs." You 
may also visit the BCBSNC Web site at www.bcbsnc.com/mernberslduke-energy or call BCBSNC Customer Service at the number 
listed in "Whom Do 1 Call?" for a detailed list of these services. The list of services that require prior review mnv change from time 
to time. 
If the requested cerr(/ifitrriion is denied, you have the right to appeal.. See "What If  You Dkagrec With A Decision?" for 
additionol information. Certain services may not be covered ozci-o/-iietivork. See "Coileied Services." 
BCBSNC will make a decision on your request for crr~ifirntion within a reasonable amount of time taking into :tccount the 
medical circuinstanccs. The dccision will be made and communicated within threc business days after BCHSNC receives all 
necessary information but no later than I5 days lrom the date BCBSNC received the request. If your rcquest is incomplete, 
thcn within fivc days from the date BCBSNC received your request, BCBSNC wiil notify you and your provider of how to 
properly complete your request. BCBSNC may also take an  extension of up to 15 days if additional information is needed 
BCBSNC \vi11 notif) you and yourprovider before the end of the initial 15-day period of the information ncedcd iind the date 
by which RCBSNC expects to make a decision. You will have 45 days to providc the requcstcd information. As soon as 
BCBSNC rcceivcs the requestcd information, or at the end of the 45 days, whichever is earlicr, BCBSNC will make a decision 
within rhree busincss days I f  BCBSNC does not approve benefit covcragc of a health care service, BCBSNC will notify you 
and the provitler by written or electronic confirmation 

Expedited Prospective Review 
You have a right to a n  cxpedited review when the rcgular time frames for a decision. (1) could seriouslyjcopardize your or 
your depeiident's life, health, or ability lo regain maximum function, or (iij in the opinion of yourproi*irlrr, would subject 
you or your dependent to severe pain that cannot be adequately managed without the requested care o r  treatincnt 
UCBSNC will notify you and your  proi:tc/c~ of its decision as soon as possible, taking i n t o  account the mcdical 
circunistanccs HCBSNC will notify you and your prorider of its decision within 72 hours after receiving the request I f  
BCBSNC iiecds additional information l o  proccss your cxpedited review, BCBSNC will notify you and your prov id~~r  of the 
iiiforiiiiilioii iieedctl as soon as possible but  no later than 24 hours following the receipt of your  request You will then be 
CiveIi icason;ibie amount of time. but nor less t h a n  48 hours, to provide the rcqucsted inforniation As soon as BCBSNC 
rcccives the requestcd informarion, or a i  the end of'the rime period specified for you IO provide the information, \vhichcvcr 
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is earlier, BCBSNC will make a decision on your request within a reasonable time but n o  later than 48 hours. An expedited 
review may be requested by callingBCBSNC Customer Service at the number given in "Whom Do 1 Call?" 

-- Concurrent Reviews .-__ 

BCBSNC will also review health care services at the time you receive them. These types of reviews are concurrent reviews. 
BCBSNC will communicate concurrent review decisions to the hospirul or other facility within three business days after 
BCBSNC receives all necessary information but no later than 15 days after the request. I f  BCBSNC docs not provide 
ccwficurion of a health care service, BCBSNC will notify you, your hospirds or other facility's U M  departmcnt and your 
provider. Written confirmation of the decision will also be sent to your home by US. mail. 
For concurrent reviews, the Plun will remain responsible for covered services you are receiving until you or your representatives 
have been notified of the denial of benefit coverage. 

Expedited Concurrent Review 
You have a right to an expeditcd review when the regular time frames for a decision: (i) could seriously jeopardize your or 
your dcpendcnt's life, health, or ability to regain maximum function; or (ii) in the opinion of pour provider, would subject 
you or your dependent to severe pain that cannot be adequately managed without the requested care or treatment. I f  YOU 
request an extension of treatment that BCBSNC has already approved at least 24 hours before the current approved 
treatment ends, BCBSNC will notify you and yourprovider of its decision as soon as possible taking into account tlie 
medical circumstances, but no later than 24 hours after receiving the request. 

Retrospective ~- Reviews 
BCBSNC also rcvicws tlic covcragc of health care services after you receive them (retrospective reviews). Rctrospective review 
may include a review to dcterniine if  services received i n  an emergency setting qualify as an emergency. BCBSNC will make all 
retrospective review decisions and notify you of its decision within a reasonable time but no later than 30 days from the date 
RCBSNC rcceivcd the reqiiest. When the decision is to deny benefit coverage, BCBSNC will notify you and your provider in 
writing within five business days of tlic decision. All decisions will be based on tnedicul nece.rsify and whether the service 
received was a benefit under this Plun. UCBSNC may take an extension of up  to IS days if additional information is needed. 
Before the end of the initial 30-day period, BCBSNC will notify you of the extension, the information needed and the date by 
which BCBSNC expects I O  make 3 decision. You will then have 90 days to provide the requested information As soon ;is 
DCBSNC receives the requested infomiation, or at the end of the 90 days, whichever is earlier, BCBSNC will make a decision 
within I S  days Services that were approved in advance by BCBSNC will not be subject to  denial for wrdiitrl n~ie.ssily once the 
claim is reccived, rinless the cerrificutiun was based on a material misrepresentation about your health condition or you were not 
eligible for these services under the PIUIJ due to termination of coveragc or nonpayment of premiiinis All other services may be 
subject to retrospective review and could be denied for medical nece.ssity or for a benefit limitation o r  exclusion. 

hlcmhcrs with complicated and/or chronic medical needs may, solely at the option of BCBSNC, be eligible for care 
management scrviccs Care maiiagement (or case management) encourages members with complicated or chronic medical 
needs. theirproridtr.s, ;ind the Plun, to work together to meet the individual's health needs and promote quality outconics. To 
accomplish this, u7e/71b~rs enrolled in  or eligible for care management programs may be contacted by BCBSNC or by a 
representative of BCBSNC 1-he Ph7  is not obligated to provide the same benefits or services to a t n e t i ~ b i ~  at a later date or to 
any other /77enibcr Information about thcsc scrviccs can be obtained by contacting an in-network PCP or in-ne/itwk speciulisr 
or  by calling BCBSNC Customer Service 

Continuity of citie is ii proccss that allows n7crri7hm with ongoing special conditions to continue receiving care from a n  
~ Z i / - ( ? j ~ / 7 ~ ~ / 1 l d ,  provirkci. when the  mernber's emplqycr changes plans or when their provider is no longer in the Blue Options 
network I f  your  PCP or >/iccru/i\r leaves the BCBSNCprovidrr network and they arc currently treating you for an  ongoing 
special condition thar n ims  BCBSNC continuity of care criteria, BCBSNC will notify you 30 days before the provider'7 
tcrmination. as long 21s BCBSNC receives timely notification from the provider TO be eligible for continuity of care, tlie mew?/jer 
must bc ac.tivcly being seen by the i ~ / / / - o ~ ~ ? e ~ i ~ ~ r / ~ p f ~ i ~ ; d e r  for an ongoing special condition and the p/oi,ider must agree to abide 
by the P h i ' )  requircnicn!s f o r  continuity of care. An ongoing special condition means. . 

Cap- Management 

- Continuity . .. Of Care 

i n  the C B S C  of a n  acute illness, a condition that is serious enough to require rnerkd cure or treatment to avoid it reasonable 
possi bi I i I y o f  tl ea t 11 o I pc r i n  a nen I 11 a r m  ~ 

i n  the case of a chronic illness or condition, a disease or condition that is life-threatening, degenerative, or disabling: and 
rcquircs r i 7 r t l i c ~ o l  c t i r ~  o r  trcatment over 11 prolonged period of time; 
in the case of pregnancy. tlic second and third trimesters of pregnancy; 
i n  the C;ISC o l a  tcinniiial illness! an indivitlual has a medical prognosis that the nicwber's life expectancy is six months O r  
less 

Thc allowed triinsjtioii;Il period shall extend up to 90 days, ;IS determined by thepovider-, except in  the cases of . sclicduletl w g v /  I .  organ transplantation, or iri/x/rietr/ care which shall extend through the date of discharge and 
post-discliai gc follo\v-iip c;irc or other hpu/icwr care occurring within 90 d;tys of the date of dischargc; and  

. 

21 
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Continuity of care requests will be reviewed by a medical professional based on the information provided about specific medical 
conditions. Claims for approved continuity of care services will be paid at the metnber‘s in-rwtivork benefit level. Continuity of 
care will not bc provided when the provider’s contract was terminated for rcasons relating to quality of care or fraud. Such a 
decision may not be rcviewed on appeal. Please call BCBSNC Customer Service at the number listed in “Whom Do I Call?” for 
additional infomiation 

second trimester pregnancy which shall extend through the provision of 60 days of postpartum care; and 
terminal illncss which shall extend through the remainder of the individual’s life with respect to  care directly related to the 
trcatmcnt of the terminal illness. 

__ Further Review Of Utilization . .  Management _ -  Decisions _______ - 
If you reccive a rio,ic.er/!fi~ntio)i as part of the prior review process, you have the right to rcquest that the Plan rcview the 
decision through the grievance process.. Refer to ”What I f  You Disagree With A Decision?” 

For U M  and the first level g,ievcuzce review for inpntienr and outparietit mental health and substance abuse services, Magellan 
Behavioral Health is responsible. Claims dcterminations and second level grievmce review are provided by BCBSNC. 

In an effort to allow for continuous quality improvement, BCBSNC has processes in place to evaluate new medical technology, 
procedures and equipment l’hesc policies allow BCBSNC to determine the best services and products to offer rnenrhers. They 
also help BCBSNC keep pace with the ever-advancing mcdical field. Before implementing any new or reviscd policies, 
BCBSNC ireviews professionally supported scientific literature as well as state and federal guidelines, regulations, 
rccommcndations. and requirements BCBSNC then seeks additional input from proijider-s who know the needs of the patients 
they serve. 

_-__ Delegated Utilization ~ Management ____. 

.... Evaluating ___ New Technology __ ____ 
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In addition to the U M  program, the Plan offers a grievance procedure for members. Grievances include dissatisfaction with a 
claims denial or any decisions (including an appeal of a noncertificcrtion decision), policies or actions related to the availability, 
delivery or quality of health care services If you have a grievance, you have the right to request that BCBSNC review the 
decision through the grirvotice process The grievance process is voluntary and may be requested by the member or an 
authorized representative acting on the member's behalf with the metnber's written consent. In the event you appoint an 
authorized representative, references to "you" under this section mean "you or your authorized representative" (Le., the 
authorized representative may pursue your rights and shall receive all notices and benefit determinations). 
YOU may request, at no charge, reasonable access to, and copies of, all documents, records and other information relevant to 
your claim for benefits. 

For each step in this process, there are specified time frames for tiling a grievcum and for notifying you or your provider of the 
decision. The review must be requested in writing, within 180 days of a denial ofbenefit coverage (the initial claim denial or the 
first level grievcrnce review decision). 
Any rcqucst for review should include: 
e Employee's ID number - Patient's name - Employee's name - The nature of the grievance - Any other information that may  be helpful for the review 
To request a form to submit a request for review, visit the BCBSNC Web site at www.bcbsnc.com/mernbers/duke-energy or call 
BCBSNC Customer Service at the number listed in "Whom Do 1 Call?" 
All correspondence related to a request for a review through BCBSNC's gr/errince process should be sent to: 
BCBSNC 
Customer Services 
PO Box 229 I 
Durham, N S  27702-2291 
I n  addition, members may also receive assistance with griewnces from the Managed Care Patient Assistance Program by 
contacting: 
Managed Care Patient Assistance Program 
9001 Mail Service Center 
Raleigh, NC 27633-9001 
Tcl: (919) 733-6272 
Tel (toll fi-ee in NC). 1-566-867-6272 
Ernail: MCPA@ncdoj gov 
Following such request for review, a review will be conducted by HCBSNC, by someone who is neither the individual who 
maclc the original claims denial that is the subject of the , q r i e i ~ m c e ~  nor the subordinate of such individual. The denial of the 
initial claim will not have an effect on the review. I f  a claims denial is based 0 1 1  medical judgment, including determinations 
with respect to whethcr a particular treatment, drug or othcr item is c - x p  i t~ i en /d ,  iti~~es/igariond~ or not medically necessary or 
appropriatc, BCBSNC shall consult with a health care professional with an appropriate level of training and expertise in the 
field of medicine involved (as determined by BCBSNC) who was not involved in the initial claims denial and who is not a 
subordinate of any such individual. 

~ Steps To Follow In The __ Grievance Process ~ _ _ _  

First Level Grievance Review 
f3CUSNC will provide you with the name, address and phonc number of  the grievcitice coordinator within three business 
days after reccipt of a review request BCBSNC will also give you insrructions on how to submit written materials For 
gric.vLrtrLcs concerning quality of health care, an acknowledgement will be sent by BCBSNC within five business days. 
Although you are not allowed to attend a first level griwc/ i i [e  review, BCBSNC asks that y o u  send all of the written 
material you fcel is necessary to make a decision HCRSNC will use the material provided in the request for review, along 
with othcr available information, to reach a decision. You will be notified in clear written tcnns of the decision, within a 
reasonable timc but no latcr than 30 days from the date BCBSNC received the request You may then request all 
information t h a t  was relevant to the review. 
Second Level Grievance Review 
Since the /'/ut7 is subject to ERISA: the first level grici'oiii P revicw is the only level that you must complete before you (:;in 

pLtrsrie your gric~iunce i n  an action in federal cour t .  
Otticrwisc, if you are dissatisfied with the first level g i i c w t i c ( ~  review decision, you have the right to a second level grievance 
review Second level griciwntcr are not k l l l~w~d  for benefits or serviccs that are clearly excluded by this benefit booklet or 
quality of care complaints Within ten business days after BCBSNC receives your  request f o r  a second level griei*on(,e 
revicw, the following informat ion will be given to you . Name, addrcss and tclephonc number of thc gri~>i.onc~c coordinator . A staiemeni of youi  rights, irrduding {he right to. 

2 3  



Case NO. 2009-00202 

Page 673 of 1661 
STAFF-DR-01-039 i w BF YOU DISAGREE WITH A DECISION?(cont.) 

- 
- 
- 
- 
- 
- 

- 

request and receive from BCBSNC all information that applies to your case 
attend the second level grievance review meeting 
present your case to the review panel 
submit supporting material before and at the rcvicw meeting 
ask questions of any member of the review panel 
be assisted or represented by a person of your choosing, including a family member, an employer representative, or 
an attorney 
pursue other voluntary alternative dispute resolution options. 

The second level review meeting, which will be conducted by a review pancl coordinated by BCBSNC using external 
physicians and/or benefit experts, will be held within 45 days after BCBSNC receives a second level grievance review 
request. You will receive notice of the meeting date and location at least 15 days before the meeting. You have the right to a 
full review of your grieiwtzce even if you do  not attend the meeting. A written decision will be issued to you within five 
business days of tlie ieview meeting. 
Notice Of Decision 
If any claim (whether expedited or nonexpedited) shall be wholly or partially denied at either the first level grieimce or the 
second level grievance review, a written notice shall be provided to the rnernher worded in an understandable manner and 
shall set forth: 
* The specific reason(s) for the denial 

Reference to tlie specific the P / m  provisions on which the decision is based 
A statement that the ineniber is entitled to receive, upon request and without charge, reasonable access to, and copies 
of, all documents, records and other information relevant to the inernhcr's claim for benefits 
I f  applicable, a statement describing any voluntary appeals procedures and the tne/nher's right to receive information 
about the procedures as well as the j7ien7bd~ right to bring a civil action tinder Section 502(a) of ERISA following an 
adverse determination upon review 
A copy of any internal rule, guideline, protocol or other similar criteria relied on in making the decision or a statement 
that such specific rule, guideline, protocol, or other similar criteria was relied upon in making the decision and that this 
will be provided without charge upon request 
I f  tlie decision is based on 1,7edicrr/~iecessir1; or e\perir,ieiiraltreatinent o r  a siniilar exclusion or limit, either an 
explanation of the scientific or clinical judgment for the determination, applying the terms of the P / m  to the member's 
medical circumstances, or a statement that such explanation will be provided without charge upon request; and 
The following statement: "You may have other voluntary alternative dispute resolution options, such as  mediation 
One way to find out what may be available is to contact your local U S Department of Labor Office and your State 
insurance regulatory agency." 

- 

. 

Expedited Review 
You have the right to a more rapid or expedited review of a denial of coverage i f  ii delay: (1) would reasonably appear to 
seriously jeopardize your or your dependent's life, health or ability to regain maximum function; or (ii) in the opinion of 
your provider, would subject you or your dependent to severe pain that cannot be adequately managed without the 
requested care or Ireatment. You can request an expedited second level review even i f  you  did not request that the initial 
review be expedited An expedited review may be initiated by calling BCBSNC Customer Service at the number given in 
"Wlioni Do 1 Call?" An expedited review will take place in  consultation with ;I medical rlocror. All of the same conditions 
for a first level or second level grieiwncc review apply to an expedited review, except that the review meeting will take place 
through a conference call or through written communication. UCBSNC will communicate the decision by phone to you 
and your provider as soon as possible, taking into xcount  the medical circumstances, but no later than 72 hours after 
receiving the request A written decision will be communicated within four days attcr receiving the request for the expedited 
appeal. Information initially given by telephone must also be given in writing. 
After requesting a n  expedited review, rhe Pht7 will remain responsible for covered health care services you are receiving 
until you have been notified of thc rcvicw decision 
Correspondence related to a request lor a i-evicw through thc P / o n ' ~  g / i e i w n ( v  process should be sent to. 
BCBSNC 
Customer Services 
PO Box 2291 
Durham, NC 27702-2291 

Delegated APP-!k 
Magellan Beliavioral Health is responsible lor the first level grievrrntr rcvicw for i/7purru7! and orrrprrrierir mental health and 
substance abusc services Plexc forward written gririunccs t o .  
Magellan Behavioral tfealth 
Appeals Department 
PO Box 1619 

24 
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Alpharetta, GA 30009 
Second lewl griewnce review for iiipntienf and ou!pritietzf mental health and substance abuse scrviccs is provided by BCBSNC 
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Benefits To-Which Members Are Entitled 
The benefits described in this benefit booklet are provided only for members Thcsc benefits and the right to receive payment 
cannot be transferred to another person. At  the option of the plan, payment for services will be made to the provide; ofthe 
services, or the P10n may choose to pay the participant. 
I f  a niemher resides with a custodial parent or legal guardian who is not thepariicipanf, the Plan will, at its option, make 
payment to either the provider of the services or to the custodial parent or legal guardian for services provided ro the mernber. If 
the participati/ or custodial parent or legal guardian receives payment, i t  is his or her responsibility to pay the provider. 
Benefits for coveredservices specified in the Plan will bc provided only for services and supplies that are performed by aprovider 
as specified in the Plan and regularly included in the allowed (1n7orm1. BCBSNC establishes covcrage determination guidelines 
that specify how services and supplies must be billed i n  ordcr for payment to be made under the Plat1 
Any amounts paid by the Plrin for noncovercd scrvices or that are i n  excess of the benefit provided under your Blue Options 
coverage may be recovered by BCBSNC. BCBSNC may recover the amounts by dcducting From a tiieriiher's future claim 
payment. This can result in a reduction or  elimination of future claims payments. Amounts paid by thc Plun for work-related 
accidents, injuries, or illnesses covered under state workers' compensation laws will be recovered upon final adjudication of the 
claim or an order of the applicable state agency approving a settlement agreement. I t  is the lcgal obligation of the member, the 
employer or the workcrs' compensation insurer (whoever is responsiblc for payment of the medical expenses) to notify 
BCBSNC in writing that there has bcen a final adjudication o r  settlement. 
Providers are independent contractors, and they are solely responsible for injuries and damages to tneriibers resulting from 
misconduct or negligence. 

BCBSNC takes your privacy seriously and handles all PHI as required by state and federal laws and reguhtions and 
accreditation standards. BCBSNC has developed a privacy notice that explains the procedures. To obtain a copy of the privacy 
notice, visit the BCBSNC Web site at .www.bcbsnc.com/members/duke-energy or call BCBSNC Customer Service a t  the number 
listed in "Whom Do 1 Call?" 

~ BCBSNC's . Disclosure - - - Of Protected Health InformatIqn._(PHJ 

Administrative ~ . . -. .___ Discretion 
BCBSNC has the authority to make reasonable determinations i n  the administration of covcrage These dctcrminations will be 
final. Such dctei-minations include decisions conccrning coverage of scrvices, care, treatment or supplies, and reasonableness of 
charges BCBSNC medical policies arc guides considered whcn making coverage dctcrminations 

BCBSNC has contracts with certain provirler.~ of health care services for the provision of, and payment for, health care services 
provided to all tiie/nbers entitled to health care benefits. BCBSNC's payment to providers may be bascd on an itmount other 
than the actual charges, including without limitation, an amount per confinement 01 episode olcarc, agrecd upon schedule of 
fees, or other methodology a s  agreed upon by BCRSNC and the provider. Under certain circumstances, a contractingprosif~e~ 
may reccive payments from BCBSNC greater than the charges for services providcd to an cligible ri7ernDer: or BCBSNC may 
pay less t h a n  chargcs for services, due to negotiated contracts. The mwiber is not entitled to receive any portion of the 
payments ma& under the tcrnms of contracts with provider. The nieriiher's liability when defined as  a percent ol charge shall be 
calculated based on the lesscr of the alloitJed mnorrrri or thc provider's actual charge for coveredsovices provided to a rnernbar. 

Services Received In Narth Carolina 
Some otii-oJtieiwork providers have other agreements with BCBSNC that affect thcir rcimbursemcni for covercd services 
provided to Blue Options rnetnber,>" Theseprovitfers agree not to bill /rwnber.s for any chargcs higher than their agreed 
upon, contracted amount In thcse situations, metnbers will be responsible for the tliffcrcnce bctwccn the Blue Oprions 
a//oit:er/~iiiornri and thc contractcd amount. Osr/-q~ne/ivorkprr,virlErc may hilt you directly I f  you are billed: you will he 
rcsponsiblc for paying the bill and filing a claim with BCBSNC 
Services Received Outside Of North Carolina 
Your ID curdgives y o u  access to participatingproi,iders outside the state of North Carolina through the 13lueCard 
program. Your I D  id tclls participatin_gprovifler.~ that you are a tneri7ber of BCBSNC By taking part in this program, 
you may reccive discounts from out-of-statep,.oiiider.s who  participate in ihe BlueCard program. 
When you obtain health care serviccs ihrough the BlueCard program outside the area in which the BCRSNC network 
operutes. the itmount you pay toward such covered ser~?cc>, such as r k h ~  iible.5, cvyow?eri /~ o r  c o i r i s w w i ~  v. is usually b;lspd 
on the lesser of. . 
TImis "negotiated pricc" can be. 
. . 

Prr -der  Reim-b-ursement 

The billcd charges I'or your cover edw,,vic-eJ, or 
The negotiatcd pricc that the out-of-state Blue Cross andlor Blue Shield licensee ("llost Bluc") passes on to BCBSNC 

A siniplc discount which reflects tile actual price paid by the Host Bluc 
An estimatcd pricc t h a t  factors i n  cxpcctcd set~Ic~iicnis. wiiliholds, contingent piiyment arrangcments. or OihCJ 
nol1c;l;tinis transactions, with your health careprovidcr or with ;i group of p/oiider.r 
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A discount from billed charges that reflects the average expected savings with your health careprovider or with a group 
ofproviders. The price that reflects average savings may result in greater variation (more or less) from the actual price 
paid than will the estimated price. 

The estimated or average price may be adjusted in the future to correct for over- or under-.estimation of past prices 
However, the amount you pay is considered a final price. 
Should any state enact a law that mandates liability calculation methods that differ from the usual BlueCard program 
nicthod or requires a surcharge, your required payment for services in that state will be based upon the method required by 
that state's law. 

-. Right Of Recovery Provision 
lnimediately upon paying or providing any benefit under the Plan, the Plan shali be subrogated to all rights of recovery a 
n7en7ber has against any party potentially responsible for making any payment to a rneniber due to a tnernber's injuries, illness or 
condition, to the full exrenr of benefits provided or to be provided by the Plm. 
I n  addition, if a tnetnber receives any payment from any potentially responsible party as a result of an injury, illness or 
condition, the Plun has the right to recover from, and be reimbursed by, the tnetnber for all aniounts the Pkm has paid and will 
pay as a result of that injury or illness, up to and including the full amount the /netvher receives from all potentially responsible 
parties Thc nwnber agrees that if the nietnber receives any payment from any potentially responsible party a s  a result of an 
injury or illness, the tnernber will serve as a constructive trustee over the funds for the benefit of the P l ~ r i .  Failure to hold such 
funds in trust will be deemed a breach of the ~neniber's fiduciary duty to the Plan 
Further, the Plan will automatically have a lien, to the extent of benefits advanced, upon any recovery whether by settlement, 
judgment or otherwise, that a tnetnber receives from any third party, any third party's insurer or any other source as a result of 
the nienibet'.> iii.juries. The lien is in the amount of benefits paid by the P l m  for the treatment ofthc illness, injury or condition 
for which another party is responsible. 
As used throughout this provision, the term ye_sppnsible party means any party possibly responsible for making any payment to 
a n7en7ber due to a /ne/nber's injuries o r  illness or any insurance coverage including, bur not limited to, uninsured motoiist 
coverage: underinsured motorist coverage, personal umbrella coverage, medical payments coverage, workers' compensation 
covcrage, no-fault automobilc insurancc coverage, or any first party insurance coverage 
The lien can be filed with or enforced against any party who possesses funds or proceeds repiesenting the amount of benefits 
paid by the Pkin including, but not limited to, the nietnbrr; the tnmiber's represenlative or agcnt, responsible party, responsible 
party's insurer, representative or agent; andlor any other source possessing funds representing the anioiint of benefits paid by 
the PIu17 
The tnernber acknowledges that the Pion's recovery rights are a first priority claim against all potentially responsible parties and 
are to be paid to the Piun before any other claim for the tnernber's damages. The Plan shall be entitled to full reimbursement 
first from any potcntial responsible party payments, cven i f  such payment to tlie Pluri will result in a recovery to the n7en7ber 
which is insufficient to make the nietnber whole or to compensate the nieniber in part or in whole for the damages sustained. It 
is further understood that the Ykrn will pay all fees associated with counsel i t  hires to represent its interests related to any 
recovery i t  may be entitled to, but i t  is agreed that the Plan is not required to participate in or pay court costs or attorney fees to 
any attorney hired by the nieniber 
The terms of this entire right of recovery provision shall apply and the Plcrrr is entitled to full recovery regardless of whether any 
liability for payment is admitted by any potentially responsible party and regardless of whethcr the settlement or judgment 
received by the n7eniher identifies the mcdical bcncfits the P l m  provided The Plm7 is entitled t o  recover from any and all 
settlements or judgments, even those designated as pain and suffering or non-economic damages only. 
The rneniber acknowledges that ACBSNC has been delegated authority by the Plan Ar/ri7i/7isrrrrror to assert and pursue the right 
of subrogation andlor reimbursement on behalf of the Plun The n7en7ber shall fully cooperate with BCBSNC's efforts to 
recover benefits paid by the Plum I t  is the duty of the rnemher to notify BCBSNC in writing of the n7eniber's intent to pursue a 
claim against any potentially responsible party, within 30 days of the date when any notice is given to any party, including an 
attorney, of the intention to pursue or investigate a claim to recovcr damages or obtain compensation due to injuries or illness 
sustained by tlie n7en7Der. The nionher shall providc all information requested by UCHSNC or its representative including, but 
not limited to, completing and submitting any applications or other forms or statcmcnts as BCBSNC may reasonably request 
The tnenibrr shall do nothing to prejudice tlie Plon's recovery rights as licrein set l'orth. This includes, but is not limited to, 
refraining from entering into any scttlement or recovcry that attempts to reduce, waive, bar or exclude the full cost of all 
benelits provided by the Plrrn. 
I n  the event that any claim is made that any part of this right of recovcry provision is ambiguous or questions arise concerning 
the meaning or intent of any of its terms: the n7ernber and the P l m  agrcc that the P h i  ,Idn7ini,sr1oror shall have the sole 
authority and discretion to resolve all disputes regarding the interpretation of this provision 
The /11L2n7/x~/ agrees that a n y  legal action or proceeding with respccr [ O  this provision inap  be brought in  any cow[ of coinpeten1 
jiirisdictioii ;is UCBSNC may elect. Upon rccciving benefits under the P h ,  thc n i e n i k w  hcrcby submits to cacti such 
jurisdictioii, waiving whatever rights may correspond to the /nenibar by reason of the nien7her'~ present or future domicile. 
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ADDITIONAL TERMS OF YOUR COVERAGE (cont.1 
\ 

Notice Of Claim 
The PLun will not be liable for payment of benefits unless proper notice is furnished to BCBSNC that coveredservices have been 
provided to a member. If the member files the claim, written notice ]nust be given to BCBSNC within 18 months after the 
menrber incitrs the coveredservice, except in the absence of k g d l  capacity of the member. The notice must be on an approved 
claim form and include the data necessary for BCBSNC to determine benefits. 

BCBSNC will provide an explanation of benefits determination to the inetnber or the inember's authorized representative within 
30 days of receipt of a notice of claim if the rneniber has financial liability on the claim other than a topuyinent (unless your Plun 
has chosen to provide an explanation of benefits for additional claims where the tnetnber does not have a financial liability 
other than a copuymenr). BCBSNC may take an extension of up to IS additional days to complete the benefits determination if 
additional inforination is needed IFRCBSNC takes an extension, BCBSNC will notify the inember or the ine~nher's authorized 
representative of the extension and of the information needed. You will then have 90 days to provide the requested information. 
As sooii as BCBSNC receives the requested information, or at the end of the 90 days, whichever is earlier, BCBSNC will make 
a decision within I S  days. 
Such notice will be worded in an understandable manner and will include. 

- 

Notice Of Benefit Determination 

Thc specific reason(s) for the denial of benefits 
Reference to the benefit booklet section on which the denial of benefits is based 
A description of any additional information needed for you to perfect the claim and an explanation of why such 
information is needed 
A description of the review procedures and the time limits applicable to such procedures, including the tneriiber's right to 
bring a civil action under Section 502(a) of ERISA following a denial of benefits 
A copy of any internal rule, guideline, protocol or other similar criteria relied on, if any, in making the benefit 
determination or a statement that i t  will be provided without charge upon request 
I f  the denial of bcncfits is based on riieclictilnc~ce.~si!y or experimetzrul treatment or a similar exclusion or limit, either an 
explanation of the scientific or clinical judgment, applying the terms of the health benefit plan to the meniber's medical 
circumstances, or a statement that this will be provided without charge upon request, and 
In the cose 0 1  a denial of benefits involving urgent cure, a description of the expedited review process available to such 
claims. 

Upon receipt ol a denial of benefits, yo11 have the right to file :I grievunce with BCBSNC. See "What Jf You Disagree With A 
Decision?" for more information. 
Limitation .. Of . .. - - Actions ._- .- - .. 
Sincc the Plun is subject to ERISA: you must only exhaust the first level qgrievr~nce review process following the Notice of Claim 
requirement. Please see "What If You Disagree With A Decision?" for details regarding the grievririce review process. No legal 
action may be taken later than three years from the date coi~eredserw"ces are incurred. However, i f  you are authorized to pursue 
an action in fcderal court under ERISA, and you choose to pursue a second level grievanre review, the three-year limitation is 
tcmporarily suspended until that rcvicw has been rcsolved 

if a nieinber is also enrolled in another group health plan, the Plnri may coordinate benefits with the other plan Coordination 
of benefits (COB) means that if a iiieiirho is covcrcd by more than one insurance plan, benefits undcr one plan are determined 
before the benefits arc determined under  the second plan The plan that determines benefits first is called the primary plan. The 
other plan is called the secondary plan. Benefits paid by the secondary plan may be reduced to avoid paying benefits between 
the two plans that are greater than the cost of the health care service. 
Most group health insurance plans include a COB provision. The rules used to determine which plan is primary and secondary 
aie listcd in the following chart. The "participant" is the person who is signing up for health insurance coverage. 

Coordination ._ Of - Benefits - - (Overlapping. - - Coveragg) 
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1 1 -  en 

The plan with COB is 
The plan without COB is 

The plan covering the person as the participant is 
The plan covering the person as a dependent is 

Yes 

Yes 

?;he plan ofthe parent whose birthday occurs earlier in the 
calendar year (known as the birthday rule) is 
The plan of the parent whose birthday is later in the calendar 
year is 
Note. When the parents have the same birthday, the plan that 

Yes 

Yes 

m a r s o n  is covered by 2 
group health plans, and 
%e plan does not have 
a COB provision 
The person is the 
participant under one pian 
and a dependent under the 

YCS 

Yes 

Y e s  

other 
The person is covered as a 
dependent child under 
both plans, including when 
parents are divorced or 
separated and share joint 
custody 
The person is covered as a 
dependent child and parents 
are divorced or separated 
with no court decree tor 
coverage 
The person is covered as a 
dependent child and 
coverage is stipulated in a 
court decree 

covered the parent longer is 
The custodial parent's plan is 
The plan of the spouse of the custodial parent is- 
Or, if the custodial parent covers the child through their 

The person is covered as  a 
laid-off or retired cmployee 
or that employee's depcndent, 
on one of the plans 

Yes 

Yes 
Yes 

The person is the participant 
in two active group health 
plans and none of the rules 
above apply 

t 
spouse's plan, the plan of the spouse is 
The non-custodial parcnt's plan is 
The plan of the parent primarily responsible for health coverage 
under the court decree is 
The plan of the other parent is 
Note. If there is a court decree thal requires a parent to assume 
financial responsibility for the child's health care coverage, and 
BCBSNC has actual knowledge of those terms of the court 

_I__ 

Yes 
Yes 

Yes 
Yes 

covered the parent longer is 
The custodial parent's plan is 
The plan of the spouse of the custodial parent is- 
Or, if the custodial parent covers the child through their 

employee or as that employee's dependent 

or thc dcpendcnt of a laid-off or retired employee 
Note. This rule does not apply if it  results in a conllict in 

The plan that covers ii person as a laid-off o r  retired employee Yes  

I 

The plan that has been in effect the shorter amount of time is 

decree, benefits under that parent's health benefit plan are 
The plan that covers a person other than as a laid-off or retired I Yes I 

Yes 

determining order of benefits 
The nlan that has been in effect lonrzer is I Yes I -- 

NOTE. Payment by BCBSNC under the P/un takes i n t o  account whether or not theprovider is a prlrtieipatingproi~ider I f  
the Plnn is the secondary plan, and the rmtnber uscs a participatingprovir~er, thc Plrttz will coordinate up to the d/orved 
otnoritzf. The pariicipatingproi~idrr has agrccd to accept the cdloived nnzo i~nf  as payment in full. 
BCBSNC may rcqucst information about the other plan from the 177ctnber. A prompt reply will help BCBSNC process 
payments quickly. 1-here will bc no payrncnt until primary coverage is dctermined. I t  is important to remember that evcn 
when benefits are coordinated with other group health plans, benefits for coiwedservice.s are still subject to program 
requirements, such as prior w v i c ~ i v  and c.c~rr(/k/icrriiori proccdurcs.. 



DEFl N IT1 ONS 

ALLOWED AMOUNT - the charge that BCBSNC determines is reasonable for covered services provided to a member.. This 
may be established in accordance with an agreement between theprovider and BCBSNC. In the case ofproviders that have not 
entered into an agreement with BCBSNC, the allowed amount will be the lesser of theprovider's actual charge or a reasonable 
charge established by BCBSNC using a methodology that is applied to comparable providers for similar services under a similar 
plan. BCBSNC's methodology is based on several factors including BCBSNC's medical, payment and administrative 
guidelines. Under the guidelines, some procedures charged separately by the provider may be combined into one procedure for 
reimbursement purposes. 
AMBULANCE - transportation by means of a specially designed and equipped vehicle used only for transporting the sick 
and injured, includes ground and aircraft 
AMBULATORY SURGICAL CENTER - a r7on~ospirn/,~acilif~ with an organized staff of clocrors, which is licensed or 
certified in the state where located, and which: 
a) Has permanent facilities and equipment for the primary purpose of performing surgical procedures on an  ourpofienl basis 
b) Provides nursing services and treatment by or under the supervision of doctors whenever the patient is in the facility 
c) Does not provide inpatien/ accommodations 
d) I S  not other than incidentally, a facility used as an office or clinic for the private practice of a doclor or orherprovider. 
BENEFIT PERIOD - - the period of time, as stated in the "Summary Of Benefits," during which charges for covered srrvires 
provided to a member must be inclrrrdin order to be eligible for payment by the Plan A charge shall be considered incurred on 
the date the service or supply was provided to a nreniber 
BENEFIT - PERIOD . MAXIMU-J- the maximum amount of charges for coveredser,vices in a benefit period that will be 
reimbursed on behalf of a member while covered under the Plnn 
._____ CERTIUCATLON-- the determination by BCBSNC that an admission, availability of care, continued stay, or other services, 
supplies or drugs have been reviewed and, based on the information provided, satisfy BCBSNC's requirements for n7edicull~~ 
necessury services and supplies, appropriateness, health care setting, level of care and eflectiveness. 
COINSURANXE - the sharing of charges by the Plrrn and the r~iemher for covered service.s received by a ~netnber, usually 
stated as a percentage of the allowed 0/)70Lln/ 
__.- COINSURANCE, MAXIMUM - the maximum amount of coin.sitrcince that a nieniber is obligated to pay for coveredservices 
per betiefir period. 
COMPLICATIONS OF PREGNANCY - medical conditions whose diagnoses are distinct from pregnancy, but are 
adversely affected or caused by prcgnancy, resulting in the mother's life bcing in jeopardy or making the birth o f a  viable infant 
impossible and which require the mother to be treated prior to the full term of the pregnancy (except as otherwise stated below), 
including, but not limited to: abruption of placent 
eclampsia; ectopic pregnancy; insulin dependent diabetes mellitus, missed abortion; nephrosis, placenta previa; Rh 
sensitization; severe pre-eclampsia; trophoblastic disease; toxemia; immcdiaie posipartum hemorrhage due to uterine aiony; 
retained placenta 01 uterine rupture occurring within 72 hours of delivery; or, the following conditions occurring within ten 
days of delivery: urinary tract infection, mastitis, tfirombophlebitis, and endometritis Onergency cesarean section will be 
considered eligible for benefit application only when provided in the C O U I S ~  of treatment for those conditions listed above as a 
complication of pregnancy Common side effects of a n  otherwisc normal prcgnancy, conditions not specifically included in this 
definition, episiotomy repair and birth injuries are not considered complications of pregnancy. 
CONGENITAL - existing at, and usually before, birth referring to conditions that arc apparent at birth regardless of their 
causation. 
COPAYMENT- the fixed-dollar amount that is duc and payable by the n7en7ber a t  the time a coveredservice is provided 
COSMETIC - to improve appearance. This does not include restoration of physiological function resulting from accidental 
injury, trauma or previous treatment that would be considered a Loveredservice This also docs not include reconstructive 
surgery to correct tongenirnl or developmental anomalies that have resulted in functional impairment. 
COVERED SERVICE(S) ~.. ~- - - - a servicc, drug, supply or equipment specified in this benefit booklet for which menrber.~ are 
entitled to benefits i n  accordance with the tcrnis and conditions of the P / m .  
CREDlTABLE C O V E R A m -  accepted health insurance coverage carried prior to BCBSNC coverage can be group health 
insurance, self-funded plans, individual health insurance, public health plan, Children's Health Insurance Program (CHIP), 
Medicare, Medicaid, and any other coverage dcfined as crcditable coverage under state or fcdcral law Creditable covcrage does 
not include coverage consisting solely of excepted benelits. 
CUSTODIAL CAWRE-- care designed essentially to assist an individual with activities or daily living. with or without routine 
nursing care and the supervisory care of if ciocror While some skilled services may be provided, the patient does not require 
continuing skilled scrvices 24 hours daily The individual is not under specific medical, surgical, or psychiatric treatment to 
reduce a physical or mental disabjliiy to the extent necessary to enable the patient to live outside either the institution or the 
home setting with substantial assistance and supervision, nor is there reasonable likelihood that the disability will be reduced to 
that level even with treatment Custodial care includes, but is not limited 10: help in \balking, bathing, dressing, feeding, 
preparation of special diets and supervision over medications that could otherwise be self-administered. Such servic,es and 
supplies are ciistodial as dctermined by BCBSNC without regard to the place of service o r  the provider prescribing or providing 
the scrvices 
DEDUCT1BL.E.- the specified dollar amount for certain co iwed  ref i:ice.v that the nren7her must incur before benefits are 
payable for the remaining coiw r d s u  I I L C J .  Thc deductible does not include copc~~w7~~7/s. ( o ; n s r m r i ( . o ,  charges in excess of the 
Lt//oi,:c,ri [1)7701or/. aniounrs escccding a n y  maximum and expenses for noncovcred services 

cute nephritis; cardiac decompensation; documented hyclraninios; 
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- DENTAL SERVICE(SZ- dental care or treatment provided by a dentist or oiherproJessionalprovider in the dentist's ofice to 
a covered member while the policy is in effect, provided such care o r  treatment is recognized by BCBSNC as a generally 
accepted form of care or treatment according to prevailing standards of dental practice 
DENTIST - a dental practitioner who is duly licensed and qualified under the law ofjurisdiction in which treatment is 
received to provide denral services, perform dental surgery or administer ancstheiics for dental siozery. All services performed 
must be within the scope of license or certification to be eligible for reimbursement 
____ DEVELOPMENTAL -- DYSFUNCTION.- difficulty in acquiring the activities of daily living including, but not limited to, 
walking, talking, feeding or dressing oneself or learning in school. Developmental therapies are those to facilitate or promote 
the development of skills, which the member has not yet attained. Examples include, but are not limited to: speech therapy to 
teach a n7etnber to talk, follow directions or lcarn in school; physical thciapy to treat a nmnber with low muscle tone or to teach 
a tvernber to roll over, sit, walk or use other large muscle skills; occupahnal therapy to teach a tnember the activities ofdaily 
living, to use small muscle skills or balance or to assist with behavior or achievement in the learning setting. 
.. DOCTOR ~. - includes the following: a doctor of medicine, a doctor of osteopathy, licensed to practice medicine or surgery by 
the Board of Mcdical Examiners in the state of practice, a doctor of dentistry, a doctor of podiatry, a doctor of chiropractic, a 
doctor of optometry, or a doctor of psychology who must be licensed or certified in the state of practice and has a doctorate 
degree in psychology and at least two years clinical experience in a recognized health setting or has met the standards of the 
Niltional Register of Healrh Service Providers in Psychology. All of the above must be duly licensed to practice by the state in 
which any service covered by the contract is performed, regularly charge and collect fees as a personal right, subject to any 
licensure or regulatory limitation as to location, manner or scope of practice. All services performed must be within the scope of 
licensc or certification to be eligible for reimbursement. 
. DURABLE MEDICAL ___ __ ECUIPMENT - items designated by BCBSNC which can withstand repeated use, are used primarily 
to serve a medical purpose, are not useful to a person in the absence of illness, injury or disease, and are appropriate for use in 
the patient's home 
___ EFFECTIVE DATE - the date on which coverage for a member begins, according to "When Coverage Begins And Ends." 
EMERGJN-C_Y(IES)- the sudden or unexpected onset of a condition of such severity that a prudent layperson, who 
possesses a n  average knowledge of health and medicine, could reasonably expect the absence of immediate medical attention to 
result in any of the following: placing the health of an individual or with respect to a pregnant woman, the health of the 
pregnant woman or her unborn child in serious jeopardy, serious physical impairment to bodily functions, serious dysfunction 
of any bodily organ or part, or death. Hcart attacks, strokes, uncontrolled bleeding, poisonings, major burns, prolonged loss of 
consciousness, spinal injuries, shock, and other severe, acute conditions are examples of emergencies 
EMER-GENCY SERKCEK- health care items and services furnished or required to screen lor or treat an e~nergency medical 
condition until the condition is srnbilized, including pre-hospital care and ancillary services routinely available in the emergency 
depa r tment 
EMPLOYE12 - Duke Energy Corporation or an affiliated company that is participating in the Plun 
ERlSA - the Employee Retirement Income Security Act of 1974. 
E-X-P-EIRIMENTAL - see hivestigariorinl.. 
. FACILITY . . . -. __ __ .SE-RVlCES - coveredservices provided and billed by a hospirml or noiiJ7o~p~1~/,/iriciJi1~ All services performed must 
be within the scope of license or certification to be eligible for reimbursement. 
GRIEVANCE - grievances include dissatisfaction with a claims denial or any decisions (including an appeal of a 
nonceriifiicaiion decision), policies or actions related to the availability, delivery or quality of health care services. 
HOLISTIC M EQ1_C_INE- unprovcn preventive or treatment modalities, generally described as alternative, integrative or 
complementary medicine, whcthcr performed by a physician or any orher provider 
1-10M~M~OU~- ;I tnember who cannot leave their home or temporary residence due to a medical condition which requires 
both thc assistance of another person and the aid of supportive devices or the use of spccial transportation. A tnetnbvr is not 
considered homebound solely because the assistance of another person is required to leave the home 
I-!.OM&-!4-eALTli A G E N - 3 -  a nonho.spita/ faciliiy which is primarily engaged in providing hoinc health carc services 
medical or therapeutic in nature, and which: 
a) 
b) 
c) 
d)  
e )  Is acceptable to BCBSNC 
HOSPICE -- a notrho,~piinl/ocilii~~ that provides medically related services to persons who arc tcrminally i l l ,  and which: 
a )  
b) 
c) Is acceptable to BCBSNC 
I-JOSPITAL - 311 accredited institution for the treatment of the sick that is licensed as a hospital by the appropriate state 
agc11cy i i i  thc state whcre located All scrviccs perrormed must be within the scope of license o r  ccrtilication to be eligible for 
reimbursement 
IDE,NTIFICATION CAKL? (II~i?rd)-- the card issued to tnemhei s upon enrollment which provides e/t7p/ol'er/tti~/,?ber 
identification numbers, names of thc n 7 ~ m h e r ~  applicable cop0~~117~t7is andlor c.oinsr/r.ont e. and key phone numbers and 
add rcsscs 

Providcs skillcd nursing and other services on a visiting basis in the member's home, 
Is rcsponsible for supervising the delivery of such services undcr a plan prescribed by ;I rloc/o/, 
Is accrcdjied and licensed or certified in the state where located, 
Is certified for participation in the Medicare program, and 

is accredited, licensed or certified i n  the state where located, 
Is certificd for participation in the Medicarc program, and 

3 1  
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INCURRED - the date on which a rnernber receives the service, drug, equipment or supply for which a charge is made. 
--- INFERTILITY - the inability of a heterosexual couple to conceive a child after 12 months of unprotected maie/female 
intercourse 
~ - _ _  IN-NETWORK - designated as participating in the Blue Options network. BCBSNC's payment for in-network covered 
services is described in this benefit booklet as in-network benefits or in-network benefit levels. 
IN-NETWORK PROVIDER - a hospital, doclor, other medical practitioner or provider of medicalservices and supplies that 
has been dcsigriated as a Blue Optionsprovider by BCBSNC or aprovider participating in the BlueCard program. 
INPATIENT __ - pertaining to scrvices received when a rnernber is admitted to a lrospitnl or rronhospitolfaciliry~~itc~l~acili~~ as a registered 
bed patient for whom a room and board charge is made. 
INVESTIGATIONAL, (EXPERIMENTALL- the use of a scrvicc or supply including, but not limited to, trcatment, 
procedurc, facility, equipment, drug, or device that BCBSNC does not recognizc as standard rnediccil core of the condition, 
disease, illncss, or injury being trcatcd. The following criteria are the basis for BCBSNC's determination that a service or supply 
is invcstigational: 
a) Services or supplies requiring federal or other governmental body approval, such as dnigs and devices that do  not have 

unrestricted market approval from the Food and Drug Administration (FDA) or final approval from any other 
governmcnt;~l regulatory body for use in treatment of a specified condition. Any approval that is grantcd as an interim step 
in the regulatory process is not a substitute for final or unrestricted market approval. 

b) There is insufficient or inconclusive scientific evidcnce in peer-reviewed medical literature to pennit BCBSNC's evaluation 
of the thcrapcutic value of the service or supply 

c) T h e  is inconclusive evidence that the service or supply has a beneficial effect on health outcomes 
d) The service or supply under consideration is not as beneficial as any established alternatives 
e) There is insufficicnt information or inconclusive scicntific evidence that, when utilized in a non-investigational setting, the 

service or s ~ p p l y  has a beneficial effect on health outcomes and is as beneficial as any established alternatives. 
I f  a service or supply meets one or more of the criteria, it is deemed investigational except for clinical trials as described under 
thc P l m  Dctcrrninations are made solely by BCBSNC aftcr independent review of scientific data. Opinions of cxperts in a 
particular field andlor opinions and assessments of nationally rccognizcd rcview organizations may also be considered by 
BCBSNC but arc not dcterminative or conclusive. 
LICENS-EJD PRACTICAL NURSE (Lm) - a nurse who has graduated from a formal practical nursing education program 
and is licensed by the appropriatc statc authority. 
LlI'ElTIME MA-X!I\/lUM_- the maximum amount of coveredservices that will be rcimburscd on behalfof a rnernher whilc 
covered unirer the Pbr7 
M_AIN'I:c.NANCE THERAPY - services that preserve your present level of function or condition and prevent regression of 
that function or condition. Maintenance begins when thc goals of the treatment plan have becn achicvcd and/or when no 
furthcr progress is apparent or expccted to occur. 
.. . MEDICAL - - . -. CARElSERVlCES - . __ .- - professional services provided by a docror or orlrerproviiier for tlic treatment of an illness or 
injury I 
A4 ED I CA,L-S_Ij Pl?Ll S-- hcalth care materials that include ostomy supplies, catheters, oxygen and diabetic supplies. 
ME.DICAL.1.Y NEC SSARY (orEEDICAL NECESSITY)_- those coveredservices or supplies that are: 
a) Provitletl for the iagnosis, treatment, cure, or relief of a health condition, illness, injury, or diseasc, and, except for clinical 

trials 21s described under the Plan, not for experimentnl, ir~vesrigcitionml, or cosrneric purposes, 
b) Necessary for and appropriatc to the diagnosis, treatment, cure, or relief of a health condition, illness, injury, disease, or its 

symptonis, 
c) Within gener:rlly accepted standards ofrnediccrl cure i n  the community, and 
d) Not  solely for the convenience of the insured, the insured's family, or the provider. 
For medically necessary services, BCBSNC may compare the cost-effectiveness of alternative services, settings or supplies whcn 
dctcrmining which o i  the services or supplies will be covered and in what setting medically necessary serviccs are eligible for 
coverage 
M E M A E R  -- an p u ~  ricipiirzr or dependent, who is currently cnrolletl in the PIun and for whom premium is paid. 
MENTAL ILLNESS - mental disorders, psychiatric illncsscs, rncntal conditions and psychiatric conditions (whether organic 
or non-organic: whether 0 1  biological, nonbiological, chemical or nonchemical origin a n d  irrespective of cause, basis or 
induccmcnt) This includes. but is not limitcd to. psychoses, neurotic disorders, schizophrenic disordcis, all'cctivc disorders, 
personality disordcrs, and psychological or behavioral abnormalities associated with transient or permancnt dysfunction of thc 
braill or related ncurohornional systems (This is intended to includc disorders, conditions and illncsscs classified on Axes 1 and 
I 1  i n  the (.urrcnr cdition oJ the Diggn~stic and Statist$+l Manual ofMental Disorders of the American Psychiatric Association, 
W;isliington. DC ) 
NONCERTl FICATION - a determination by BCBSNC that a service covcrcd under the Plun has been rcvicwcd and does 
not mcei BCBSNC's rccluircments for rnec~~colwrce 
prudcni layperson standard for coverage o f  eriierge 
tcrmin;i~cd Tlic d<terli1iniltion that 21 requested scr 
nonccrtilicatioi1. A noncertilication is not a dccision bascd solely on thc fact t h a t  the rcqucsted service is specifically exclu&d 
under your bcncfits 

*) appropriateness, hcalth care setting, levcl of care or cffcctiveness or the 
rervice,, and, as a rcsult, the requested scrvicc is denicd, reduced or 
is e.\po.i~ncvrrull inse.~rigiiriorici/ or co.~1i7c~rr~. is considcred a 
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~-~~ NONHOSPITAL FACILITY - an institution or entity other than a hospital that is accredited and licensed or certified in the 
state where located to provide coveredservice.s and is acceptable to BCBSNC. All services performed must be within the scope 
of license or certification to be eligible for reimbursement. 
-- OFFICE VISIT - medical care. srrrgery, diagnostic services, shori-renn rehubiliiutive therapy services and medical supplies 
provided in a provider's office 
OTHER PROFESSIOPJAL P R O V I D B -  a person or entity other than a doctor who is accredited and licensed or ccrtiiied 
in the state where located to provide coveredservices and which is acceptable to BCBSNC. All services performed must be 
within the scope of license or certification to be eligible for reimbursement. 
EH-E_R PROVIDER-- an institution or entity other than a docior or hospital, which is accredited and licensed or certified in 
the state where located to providc coveredservices and which is acceptable to BCBSNC All scrvices performed must be within 
the scope of license or certification to be cligiblc for reimbursement. 
-- OTHER THERAPY(IJESX- the following services and supplies, both itipnticnt and ozrlputienr, ordered by a docror or olher 
provider to promote recovery from an illness, disease or injury whcn providcd by a doctor, otherprovider or professional 
rmployed by a provider licensed in the state of practice. 
a) Cardiac rchabilitative therapy - reconditioning the cardiovascular system through exercise, education, counseling and 

behavioral change 
b) Chemotherapy (including intravenous chemotherapy) - thc trcatment of malignant discase by chemical or biological 

antineoplastic agents which have received full, unrestricted market approval from the Food and Drug Administration 

Dialysis treatments- the treatment of acute renal failurc or chronic irreversible renal insufficiency for removal of waste 
materials from the body to includc hcniodialysis or pcritoneal dialysis 
Pulmonary therapy - programs that combine exercise, training. psychological support and education in order to improve 
the patient's functioning and quality of life 
Radiation therapy - the trcatment of disease by x-ray, radium, or radioactive isotopes 
Respiratory therapy - introduction of dry or moist gascs into the lungs for treatment purposes 

(FDA) 
c) 

d) 

e) 
f) 
OUT-OF-NETWO]<K ___ ___ . - not designated as participating in the Bluc Options network, and not certified in advance by 
BCBSNC to be considercd as itr-/ierivork Payment for out-of-network coveredservices is described in this benefit booklet as 
out-of-network bencfits or out-of-nctwork benefit Icvels. 
OUT-Ol;-~NETWORKPROVlDER~- a proi*ihr- that has not becn designated as a Blue Optionsprovider by BCBSNC. 
QLJTPATIENT--- pertaining to scrvices received from a liospitol or rzo~ihospi~a/,fucili/~~ by a tneviber while not an inparietir. 
__ OUTPATIENT __ _- - - __. CL.INIC(3) - - - . - an accreclirrd iiistitutiuit/f;icility associated with or owned by a hospifnl. An outpatient clinic 
may bill for or/tprrrietir visits; including professional services and ancillary services, such as diagnostic tests. These services may 
be subject to the 0 2 / 1 / ? u l k / 7 1  Scrviccs bencfit All services performed must be within the scope of the professional or facility 
license or certification to  be eligible for reimburscment 
_. PARTlCfPbNT- a person who is eligible for coverage under the Plun and properly enrolled. 
P L A N  - Duke Energy Medical Plan's Preferred Provider Organization (PPO) option. 
__ P L . A ~ N ~ , A ~ ~ M I ~ I S T ~ R A T O R  - Duke Energy Benefits Committcc 
PLAN SPONSOR - Duke Energy Corporation 
POSlTlQNAI PLAG1OCEPI;IALY - the asymmetrical shape of an infant's head due to uneven external pressurcs on the 
skJI in either the prenatal or postnaral environment. This does not include asymmetry of an infant's head due to premature 
closurc of thc sulures of the skull 
PREVE,NTIV-C-CARE -. nicclrctrl ~ c ~ r w c e ~ s  provided by or upon the direction of a docror or orher provider related to thc 
prevention of disease. 
PRIMARY . . - CARE . . PKOVlDER_(P(3P) - an in- t~cri t~o~kproi~idcr  who has been designated by BCBSNC as a PCP. 
P_RIQR- J>EVl.EW - the consitleri~ti~n of benefits for an admission, availability of care, continued stay, or other services, 
supplies or drugs, based on the informalion provided and requirements for a determination of ,17eclicrr//2ece,rsirr; of services and 
supplies, appropriateness, hcalth care setring, or level orcarc and cfectiveness. Prior review results in ~erri/icurion or 
/ i f ? / 7 C ~ r i i / C ~ / r i f ? r l  of bcnclits 
- PROSTJIE'I-IC . - - APPLIANCES - fixcd or rcmovablc artificial limbs or other body parts, which replace absent natural ones 
following pcrmanent loss of thc body part 
PKOVIDER - a / iospi /d,  1 7 0 r i / i 0 5 p i f ~ I  / i t (  i/r/?>, dxror .  o r  orher provider. accredited, licensed or certified where required in the 
State of pracrice, pcrfoi ming within the scope of license or certification All services performed must be within thc scope of 
license or certification to be eligible Ihr rcimbursement 
REGISTE.RED NlJRSE ( R N )  - 
associate degree or bacc;il:ture;ttc program), and is licensed by the appropriate state authority in the state of practice 
R-QIJTlNE, FOOT C A R  E - hygiene and preventive maintcnancc such as trimming of corns, calluses or nails that do  not 
usually require the skills of a qu;llificd p r o i % k e t  of foot carc services 
SEXUAL. DYSFUNC.TION - any of ;I group 0 1  sexual disorders characterized by inhibition either of sexual desire or of the 
psychophysiological c.hangcs thnt usually characterize sexual response Included arc female sexual arousal disorder, male 
erect i ]e CJ is ordc r ;i n d I1 y poac t i  v(: scx ua I dc si rc d is0 rd c r 
SHORl'-TE,RM REHABILITAl3VE 11-IERAPY - services and  supplies both itzpr/rieni and 02/1/?(/ii~7/, ordcrcd by :I ~ / o l ~ o r  
or o / / I ( , ~  p r o v i t l u  to promote the rccovcry 0 1  the I U C I ~ ~ ~ C I .  from a n  illness, disease or injury when provided by ;I do( f o r ,  

a nurse who has graduated from a Ihrmal program of nursing education (diploma school, 
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providet or professional employed by a provider licensed by the appropriate state authority in the state of practice and subject to 
any licensure or regulatory limitation as to location, manner or scope of practice. 
a) Occupational therapy - treatment by means of constructive activities designed and adapted to promote the restoration of 

the person's ability to satisfactorily accomplish the ordinary tasks of daily living and those required by the person's 
particular occupational rolc after such ability has been impaired by disease, injury or loss of a body part 
Physical therapy - treatmcnt hy physical means, hydrotherapy, heat or similar modalities, physical agents, biomechanical 
and neurophysiological principles and devices to relieve pain, restore maximum function and prevent disability following 
disease, injury or loss of body part 
Speech therapy - treatment for the restoration of speech impaired by disease, .surgery, or injury; or certain significant 
physical cotzgetiirul conditions such as cleft lip and palate; or swallowing disorders related to a specific illness or injury. 

b) 

c) 

SKILLED NURSING FACILITY - a t ~ ~ t z ~ z o , s p ; ~ c ~ / ~ a c j ~ ; l ~ ~  licensed under state law that provides skilled nursing, 
rehabilitative and related care where professional medical services are administcrcd by a registered or licensedpraclical mrse. 
All services pcrformed must he within the scope of license or certification to be eligible for reimbursement. 
SPECIALIST- a doctot who is recognized by BCBSNC as specializing in an area of medical practice 
STABILIZE - to provide nicdicnl curt that is appropriate to prevent a material deterioration of the memher's condition, 
within reasonable medical ccrtainty 
SURGERY - the performancc of gcncrally accepted operative and cutting procedures including specialized instrumentalions, 
endoscopic examinations and other invasive procedures, such as: 
a) The correction of fracturcs and dislocations 
b) Usual and related pre-operativc and post-operative care 
c) Other procedurcs as reasonable and approved by BCBSNC. 
TRANSPLANTS -- the surgical transfer of a human organ or tissue taken from the body for grafting into another area of the 
same body or into another body, the removal and rcturn into the same body or transfer into another body of bone marrow or 
peripheral blood stcni cells. Grafting procedurcs associated with reconstructive srrrgery are not considcrcd transplants 
URGENT .- -_ CAEE - scrviccs provided for a condition that occurs suddcnly and unexpectedly, requiring prompt diagnosis or 
trcatment, such that in thc absence of inimcdiate care the inclividual could reasonably be expected to suffer chronic illness, 
prolonged impairment: or rcquire a more hazardous trcatment. Fever over 101 degrees Fahrenheit, ear infection, sprains, some 
lacerations and  dizziness arc examples of conditions that would be considercd urgent. 
UTILIZATION MANAGe.MEN-I ~. (IJM) - a set of formal processcs that are used to evaluate the medicalnecessify, quality 
of care, cost-effectiveness and appropriateness of many health care scrvices, including procedures, treatments, medical devices, 
provickrs and fiicilitics. 
WAITl~NG_PE,RJP_P - the amount of timc that must pass before a tnrtnber is eligiblc to be covered for benefits under the 
terms of the P h .  
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BlueCmss Blueshield 
of North Carolina ‘ I  

I MEMBER’S AUTHORtZATlON REQUEST FORM 
COMMERCIAL OPERATIONS / IDC 

authorizatiw, to disclose your protected health 
inlormation (PHI) to anyone that you designate and for any purpose. I you wish to authorize a person or entity to receive your 
PHI, Please cofnplete the information below. Completion of this form will not change the way that BCBSNC communicates 
with members or subscribers. For axample, wo wi// send axplanatlon of benefits (EOB) statements to the wAscriber. 

MEMBER WHOSE INFORMATION WILL BE DISCLOSED: 

MEMBER’S FIRST NAME MI MEMBER’S LAST NAME I ,FjREFiX, , ~ f i 9 , D l G j l , l B € j 4 T l F f i ~ ,  ,Sur 
MEMBER’S DATE OF BIRTH SUasCWBER ID NUMBER (WKJM W R l D  GWDj 

At my request, I authorize BCBSNC to  disclose Protected Heatth Information to (enter name oipersofl/entify who wi// receive member‘s PWIJ: 

following information to the person you have authorized so that we m a y  verify the person’s identity and authority to receive your PHI: 
ID number, (io your date of birth, and (iii) subscriber address .~ 

I authorize ECBSNC to disclose the following PHI to the person/enti listed above. CHECK ONLY BOXES THAT APPLY: 

c] ALL Inlormation Requested Errollmenl Information c] Benefit Inlormation 0 Prem~urn Payment Information c] Explanation of Benefits (EOB) Infamation 

n NI Claims Information 

Other phse List Specific PHI a n d m  &re Ranges): 

r telephone number on the back of your membership card to request a separate authorization form from them. 

All Senrices from a Specik Health Care Providws) (List Provjdets Name): 

- 
If you want to authorize someone to have access to your mental health or substance abuse PHI, please call the mental healthhubstance 

N O E  BCBSNC will consider the effective date of th is authorization 10 be the date BCBSNC enlers this authorization into its 
Commercial Operations business system, typically five (5) days following receipt. 

If you would like this authorization to become effective on a date after BCBSNC 
enters the authorization into its system, please insert the date here: 

MLWW - nn/fiTu/ui-fMnn 
MONW DAY Y W  

I would l ike this authorization to expire on (enter date): 11 rl /[-‘-I n/n n 17 OR CTJ When my policy expires. 

(/f no expiration date is provided, this authorization will expire huebe (12) months from the date of receipt.) 

I understand that I may revoke this authorization at any time by giving BCBSNC written notice mailed io the address below. However. it I revoke 
this authorization. I also understand that the revoation will L@ affect any action EEBSNC took in reltance on this authorization before KBSNC 
received my written notice of revocation. 
I also understand that BCBSNC will not condition the provision of heatth plan benefds on this authorization. 
I also understand that if the persons or entrlies I authorize to recewe my PHI are not health plans, covered health care poviders or h e a h  m r e  
clearinghouses subject lo the Health insurance Portabilrty and Accwntabilrty Act rHlPM”)  or other federal health information privacy laws, they 
may furttrw dkclose the PHI and it may no longer be protected by HlPM 01 federal health information privacy laws. 

MONTH 

Signature: ~ 

if signed by an Individual other than the member. 
PRINT YOUR Nu W E  

Doscribe your authority to act lor the member (e& power of attorney, court order, parent of rninw &/d, etch 

NOTE: please attach the legal document naming you as the personal representative il you have not previwsly submitted it to us. 

RETURN THIS AUTHORIZATION TO: 

-- _-- --- 
Commercial Operations I IDC 
Blue Cross and Blue Shield of North Carolina 
P.O. Box 2291 Durbarn, NC 27702-2291 

U2576 1/04 An Independent Lvcensee of the Blue Cross n n c  Blur Shdd Asrocmaon 
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This section provides a summary of your Blue Options benefits. A more complete description of your benefits is 
found in "Covered Services." General exclusions may also apply -- please see "What IS Not Covered?' AS you 
review the "Summary Of Benefits" chart, keep in  mind 

Services sub,ject to  a copuyrnerit are not sub,ject to deductible and coinsuruiice 
Copayrrient amounts are fixed dollar amounts the iiieinber must pay for some covered services 
Multiple office visits or emergency room visits on the same day may result in multiple copuyments 
Coiiisirruiice percentages shown in this section are the portion of the allowed uiiioiriit that the Plan covers 
Deductible and coinsurance amounts are based on the ulloived amoiirit 
Services applied to the deductible also count toward any visit or day maximums 
To receive in-nerivoIk benefits, you must receive care from a Blue Options iwierivork provider. However, in an 
enzcrgerrcy, or when in-nef)vork providers are not reasonably avaihble as determined by BCBSNC's access to care 
standards, you may also receive in-rretwork benefits for care from an out-of-nciivork provider. Please see 
"Orrt-Of-Nei)c~ork Benefits" and "Erizcrgency Services" for additional information. Access to care standards are 
available on the BCRSNC Web site at www.bcbsnc.com/meinbers/duke-energy or by calling BCRSNC Customer 
Service at the number listed on your ID Card or in "Whom Do I Call?" 
If you see an otrt-of-network provider, you will receive out-of-irerivork benefits unless otherwise approved by 
BCBSNC. 

Please note: The list of iii-iierivorkproviilers may change from time to time, so please veriry that the provider is still in 
the Blue Options network before receiving care. Find a provider on the BCBSNC Web site at 
.uvww.bcbsnc.com/members/duke-energy or  call BCBSNC Customer Service at the number listed on your I D  card or 
in "Whom Do I Call?" 

SPECIAL. NOTICE IF YOU CHOOSE AN OlJT-OF-NETWORK PROVIDER 
NOTICE: Your actual expenses for covered s~rvices may exceed the stated coiinrirancc percentage or 
copuyinenf amount because actual provider charges may not be used to determine the Plan's and member's 
payment obligations For oirr-oj-nerivork benefits. you may be required to pay for charges over the ullowed 
uinoun1, in addition to any  copuyriienr or ~oiii i ioc~nce amount 

Beiiefirpeviod January 1 through December 31 
Benefit payments are based on where services are received and how services are billed. 

Out-of-network .- 
In-network 

-- Physician Office Services 
See Outpatient Services for outpatient clinic or hospital-based services. Office visrts for t h e  evaluation and treatment 
of obesity are limited to a combined in- and out-of-network maximum of four visits per benefit period. 
Off ice Services 
Primary Care Provider $25 copayment $25 copa,yment 
Specialist $35 copayment $35 copayment 
Includes office surgery, x-rays and lab tests. 

CT Scans, MRls, MRA,s and PET Scans 90% after deductible 90% after deductible 

Preventive Care 
Primary Care Provider 
Specialist 

$25 copayment 
$35 copayment 

$25 copayment 
$35 copayment 

Includes routine physical exams, well baby, well-child care, immunizations, gynecological exams, cervical cancer 
screening, ovarian cancer screening, screening mammograms, colorectal screening, and prostate specific 
antigen tests (PSAs). 

? Y  
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In -network Out-o f-network - 

- Physician Office Services (con't) -. .- . 

Short-term Rehabilitative Therapies $35 copayment $35 copayment 
Chiropractic Services $35 copayment $35 copayment 
Combined in- and out-of-network benefit period maximums apply to home, office and outpatient settings. 80 visits per 
benefit period for speech therapy, physical/occupationaI therapy, and chiropractic services combined. 

Other Therapies 100% 100% 
Includes chemotherapy, dialysis and cardiac rehabilitation provided in the office. See Outpatient Services for 
other therapies provided in an outpatient setting. 

Infertility and Sexual Dysfunction Services 
Primary Care Provider 
Specialist 

$25 copayment 
$35 copayment 

$25 copayment 
$35 copayment 

Routine Eye Exam $35 copayment $35 copayment 

__ Urgent Care Centers and Emergency Room 
Urgent Care Centers $50 copayment $50 copayment 
Emergency Room Visit $75 copay, then $75 copay, then 

If admitted to the hospital from the emergency room, inpatient hospital benefits apply to all covered services 
provided If held for observation, outpatient benefits apply to all covered services provided. If you are sent to the 
emergency room from an urgent care center, you may be responsible for both the emergency room coinsurance 
and the urgent care copayment. 

90% after deductible 90% after deductible 

,44bulatory Surgical Center 90% after deductible 90% after deductible 

_ _  Outpatient _ _ ~ _  Services .- 

Physician Services 90% after deductible 90% after deductible 
Hospital and Hospital-based Services 90% after deductible 90% after deductible 
Outpatient Clinic Services 90% after deductible 90% after deductible 
Outpatient Diagnostic Services: 

performed alone 
Outpatient lab tests and mammography, when 
performed with another service 
Outpatient x-rays, ultrasounds, and other 
diagnostic tests, such as EEGs, EKGs and 
pulmonary function tests 
CT scans, MRls, MRAs and PET scans 90% after deductible 
Therapy Services 90% after deductible 90% after deductible 
Includes short-term rehabilitative therapies and other thempies including dialysis; see Physician Office Services 
for visit maximums. 

Outpatient lab tests and mammography, when 100% 100% 

90% after deductible 

90% after deductible 

90% after deductible 

90% after deductible 

90% after deductible 
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In -network Out-of-network 

Inpatient - Hospital I_ Services - 
Physician Services 90% after deductible 90% after deductible 
Hospital and Hospital-based Services 90% after deductible 90% after deductible 
Includes maternity delivery, prenatal and post-delivery care. I f  you are in a hospital as an inpatient at the time you begin 
a new benefit period, you may have to meet a new deductible for covered services from doctors or other professional 
providers. 
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Skilled Nursing ~- Facility 90% after deductible 90% after deductible 
Combined in- and out-of-network maximum of 60 days per benefit period Services applied to the 
deductible count towards this day maximum. 

Other Services 90% after deductible 90% after deductible 
Includes ambulance, durable medical equipment, hospice services, medical supplies, orthotic devices, private 
duty nursing, prosthetic appliances, and home health care. Orthotic devices for correction of positional 
plagiocephaly are limited to a lifetime maximum of $600. 

___ 

Lifetime Maximum, Deductible, and Coinsurance Maximum 
The following deductibles and maximums apply to the services listed above in the "Summary Of Benefits" unless 
otherwise noted. 

Lifetime Maximum Unlimited Unlimited 
Unlimited for all services, except orthotic devices for positionalplagiocephaly, infertility and sexual dysfunction 
and substance abuse. 

Deductible 
Individual, per benefit period $400 
Family, per benefit period $800 
Charges for the following do not apply to the benefit period deductible: . - inpatient newborn care for well baby 

mental health and substance abuse services. 

Coinsurance Maximum 

Family, per benefit period $3,000 
Charges for the following do not apply to the benefit period coinsurance maximum: . 
Individual, per benefit period $1,500 

mental health and substance abuse services. 

$400 
$800 

$1,500 
$3,000 
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In-network Out-of-network 

~- Penalty For Failure To Obtain Certification 
Certain services require prior review and certification by BCBSNC in order to receive benefits. You are responsible for 
requesting or ensuring that your provider requests prior review by BCBSNC. Failure t o  request prior review and 
receive certification may result in allowed charges being reduced by 50% or full denial of benefits. See 
“Prospective ReviewIPrior Review” in “Utilization Management.” 

Prior review and certification by Magellan Behavioral Health are required for inpatient and outpatient mental health and 
substance ablJSe services, except far emergencies. Please see the number in “Whom Do I Call?” 

__-- Mental Health And Substance Abuse Services 
Prior review and certification by Magellan Behavioral Health are required for inpatient and outpatient services. Please 
see the number in “Whom Do I Call?” 

Mental Health Office Services 
Combined in- and out-of-network limit of 30 office visits per benefit period. 

$35 copayment $35 copayment 

Mental Health Inpatientloutpatient Services 90% after deductible 90% after deductible 
Combined in- and out-of-network limit af 30 days per benefitperiod 

Substance Abuse Office Services $35 copayment $35 copayment 
Substance Abuse InpatientIOutpatient Services 90% after deductible 90% after deductible 
Substance Abuse Benefit Period Maximum None 
Substance Abuse Lifetime Maximum $1 6,000 

42 



Case No. 2009-00202 

Page 689 of 1661 
STAFF-DR-01-039 

0% manages your prescription drug benefit for Duke Energy. 
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Prescription Drug Program 
The Duke Energy Medical Plan options include outpatient prescription drug coverage currently 
administered by Medco Health Solurions, inc. (“Medco”). Medco is a national pharmacy benefit manager 
with participating retail pharmacies that include Wal-Mart, Rite Aid, Walgreens, CVS, and others. The 
prescription drug program can help you save on medically necessary prescribed medications at retail 
pharmacies and through Medco By Mail, a home delivery pharmacy service. 

Through the prescription drug coverage, you can: 
9 

e 

e 

Purchase up to a 30-day supply of prescription medications at a participating retail pharmacy. 
Use Medco By Mail for up to a 90-day supply of prescription medications. 
CJse online resources at w\nv.medco.com to order medications, check the status of your order(s), 
locate a participating pharmacy near you, and access useful health information. 
Reach Medco Member Services representatives, 24 hours a day, 7 days a week (except Thanksgiving 
and Christmas when holiday schedules apply) at 1-800-987-836 I Pharmacists are also available 
around the clock for medication consultations. 

Medical Plan and Health Care Spending Account 
(Applicable only to active employees) 
The prescription drug program copays do not apply to your Medical Plan deductible or coinsurance 
maximum. if applicable. If you have enrolled in a Health Care Spending Account (HCSA) and are eligible 
to access I-ICSA hnds.  you may pay any prescription drug annual deductible amounts and copays with 
before-tax dollars by filing for reimbtirsement from your FICSA, using your HCSA debit card, or through 
the HCSA automatic reimbursement feature. 

Retail Prescription Drug Program Deductible for Catastrophic Coverage 
Option 
(Appticnbte only to ccrt[riii retirees) 
If you are enrolled in the Medical Plan‘s Catastrophic B coverage option, each covered individual has a 
$200 annual individual retail prescription drug deductible for prescription purchases made at participating 
retail pharmacies The $200 deductible is separate from the Medical Plan‘s Catastrophic B coverage 
option deductible Each covered person must meet the annual deductible before the prescription drug 
program copays apply to retail prescription drug purchases for that person. When you make retail 
prescription drug purchases at a participating pharmacy that are applied toward the prescription drug 
annual deductible, you will pay 100% of Medco‘s negotiated price for the medication that yoti are 
purchasing.Wlien you reach thc point whcre the amount of a prescription drug purchase will allow you to 
meet your annual deductible, you will pay the remaining amount of the deductible and the applicable 
copay amount 

For example, i f  the m o u n t  of-your prescription purchase is $90 and there is $25 remaining 10 meet your 
annual deductible, you will pay 825, which is applied to the deductible, and the applicable copay amount 
for the purchase of the presc~riprioii drug. 

As you make prescription drug purchases for each covered individual. the receipts you receive can help 
you track your progress toward meeting the annual deductible for each pcrson. You may also call 
Medeo’s Member Services IO determine the portion of the deductible that has been satisfied to date 

http://w\nv.medco.com
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If you are enrolled in any option other than the Medical Plan’s Catastrophic B option, you are not 
required to satisfy an annual deductible before the prescription drug program copays apply to retail 
prescriptiori drug purchases. 

Form u tary 
Your prescription drug program includes a tiered formulary. A formulary is a list of conlmonly prescribed 
medications that have been selected based on their clinical effectiveness and opportunities for savings for 
the member and the Medical Plan. Due to the tiered formulary, your copay amount for prescription 
purchases will vary depending on whether your physician prescribes a generic, preferred brand-name or 
non-preferred brand-name medication. By asking your physician to prescribe generic or preferred brand- 
name medications. you can help control rising health care costs. 

To find out whether a medication is included in the tiered formulary, visit Medco online at 
unw.Medco corn. If you are a first time visitor to the site, please take a moment to register Please have 
your inember ID number available. Afiei you log in, click “L.earn about formularies” in the “Prescriptions 
& benefits” section. Search for a specific drug to determine if it is on the formulary. A forniulary guide is 
included in  your Medco Welcome Kit and you niay also call Medco Member Services and request that a 
formulary guide be mailed to your home. See the prescription drug progiam summary of benefits for 
more information about applicable copays for generic. preferred brand-name and non-preferred brand- 
name medication 

Filling Your Prescription at a Retail Pharmacy 
You can fill a prescription at a retail pharmacy for up to a 30-day supply YOU will simply show your 
Medco ID card (with the Medco group number) at the time of your purchase. After meeting any 
applicable deductibles, you will pay the applicable prescription drug copay. 

If you don’t identify yourself to the pharmacist ;is a Medco participant, or if you go to a non- 
participating pharmacy, you will have to pay the full price when you pick up the prescription and then 
submit a paper claim to Medco for reimbursement. You will be reimbursed based on the Medco 
negotiated price for the medication, less any required deductible and copay. Retail pharmacies that 
participate in the Medco retail pharmacy network f i l l  prescriptions at an agreed upon discounted 
price. When you f i l l  prescriptions at a non-participating retail pharmacy, or do  not identify yourself as 
a Medco participant, you niay be charged a price higher than the negotiated price and the result is a 
higher cost prescription to you. 
I f  you make a prescription drug purchase at a participating retail pharmacy and do not identi9 
yourself as a Medco participant by presenting your Medco 111 card and are required to pay full  price 
for the prescription drug purchase, generally, you have up to 14 days from the time your prescription 
was purchased to return to the pharmacy, present your Medco ID card and  a s k  the pharmacist to 
submit the order using the original dispensing date Please confirm that at the time you make your 
purchase that you can return to have your purchase rc-proccssed You may be entitled to a refund for 
the difference between the full ptice and your applicable deductible and copay This process will 
eliniinate your need to submit a paper claim to Medco for reimbursement. 

3 
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efill Allowance (Mandatory Mail) After Three Retail Refills 
Generally, a maintenance medication is one that you take on a long-term basis such as those used for 
diabetes, asthma, high blood pressure, high cholesterol or birth control Under the Medical Plan’s 
prescription drug program, yoti must use Medco By Mail to receive prescription coverage benefits for 
your maintenance medication purchases. Here’s how it  works“ 

0 Beginning with the 4* retail f i l l  of a covered maintenance medication, you will pay the entire cost of 
that maintenance medication i f  you continue to purchase i t  at a participating retail pharmacy. 
However, if you use Medco’s mail-order service, Medco By Mail, you will pay the applicable mail 
order copay amount for up to  a 90-day supply. 
The first three times that you purchase each maintenance medication at a participating retail 
pharmacy: you will pay your participating retail pharmacy copay (for members enrolled in the 
Medical Plan’s Catastrophic 8 coverage option, the deductible niust be met before the copay will 
apply). After that, you will pay the entire cost ofeach maintenance medication unless you choose to 
order through Medco By Mail. 
You should continue to purchase your prescriptions for short-term use, such as antibiotics, at a 
participating retail pharmacy. You’ll pay the applicable participating retail pharmacy copay for up to 
a 30-day supply. 

0 

0 

The list of maintenance medications that are addressed by the Retail Refill Allowance provision is subject 
to change at any time Visit w\nv.medco.com and click “Price a medication” to find out whether your 
medication is considered a maintenance medication and whether i t  is affectcd by any plan limits, or you 
may call Medco directly for more information. 

IJsing Medco By Mail 
Thc prescription drug program includes Medco By Mail, a home dclivery pharmacy service, which offers 
a greater discount on the cost of maintenance medication and a larger supply (up to a 90-day supply) per 
prescription Refer to the Retail Refill Allowance section above for a description of what constitutes a 
maintenance medication. To use Medco By Mail: 

I .  Ask your physician to  prescribe your maintenance medication for up to a 90-day supply, plus 
refills for up to one year, if appropriate. 

2. Mail your prescription, along with an order form and the required copay, to Medco. Order forms 
are available online on the Duke Energy Portal and at yW.medco.com. or you may call Medco 
to request a supply of order forms. 
Once you have established your prescription through Medco By Mail, you can order refills 
online You will need to enter your member number (from your Medco ID card), enter the 
prescription number for the medication you wish to refill and verify your address A detailed 
summary of your order, including costs: will be available for viewing online Similar information 
will be included with your prescription when it is mailed to you. 
You may also ask your physician to call 1-888-EASYRX1 (1-888-327-9791) jt>r instructions on 
how to fax the prescription. Remember to give your physician your Member ID and Medco group 
numbers (as shown on your Medco ID card); both nuinbers will be requited for your. prescription 
order 

3.. 

4,  

i f  youi prescription is written for less than a 90-day supply, the prescriplion will be filled in accordanc,e 
with the day supply your physician ordered, but you will pay the 
medication i s  a federal legend, maintenance medication, a Medco pharmacist will review the prescription 

Medco By Mail copay. If the 

4 
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and notify you if the prescription is less than the maximum days’ supply available at mail. The pharmacist 
will offer to contact your physician on your behalf to obtain a new prescription. Please note there are 
certain situations that may preclude the pharmacist from contacting you directly, such as if the medication 
is a controlled substance, a specialty drug, or a compounded prescription. 

Your prescription will be delivered to your home within 14 calendar days. With a Medco By Mail 
prescription, you will receive materials explaining the purpose of the drug, correct dosages and other 
helpful information. When a prescription is ordered using Medco By Mail, Medco will automatically 
dispense the generic equivalent if one is available and perniissible by law, unless your physician has 
indicated that substitution is not allowed. 

Send mail order prescriptions to: 
Medco Mail Order Pharmacy 

PO BOX 650322, Dallas TX 75265 

Acsredo Health Group - Medco’s Specialty Care Pharmacy 
Specialty medications are typically injectable medications administered either by you or a healthcare 
professional, and they often require special handling 

Coiulitioris uiid tfterupieay:Yfur which spcciulty merlicntions are Qpicully used incl ide:  
Age-related macular degeneration Immune deficiency 
Alpha-I proteinase deficiency Infertility 
A ne mia 0 Insulin-like growth factor thewpy 
Anti-infective therapy Iron chelation therapy 
As t l ima * Mucopolysaccharidosis 
Cancer Multiple sclerosis 
Cystic fibrosis Neutropenia 
Deep vein thrombosis Osteoarthritis 
Fabry disease Osteoporosis 
Gaucher disease Palkinson disease 
Growth horinone deficiency Poinpe disease 
Hemophilia 0 Psoriasis 
Hepatitis C 0 Pulmonary hypertension 
1 lereditaiy tyrosinemia 0 Respiratory syncytial virus 
HIV Rheumatoid arthritis 
1-IyperparathSroidisiii 

Uridei your prescription drug program, some specialty medications niay not be covered at participating 
retail pharmacies or through Medco By Mail, but instead niay only be covered when ordered through 
Accretlo Nenlth Group, Medco‘s specialty Care pharmacy. Accredo is dedicated to helping you meet the 
particular needs and challenges of using specialty medications. niany of which require injection or special 
handling. Services include: 

0 

8 

* Kcfill reminder calls 

Toll-free access to spccially trained pharmacists 24 hours a day, 7 days a week 
Personalized counseling from our dedicated team of registered nurses and pharmacists 
Espeditcd. sc.heduled delivery of your medications at no extra charge 
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* 
* 

Coordination of home care and other healthcare services 
Free supplies, such as needles and syringes, to administer your medication 

To find out whether any of your specialty medications need to be ordered through Accredo, please call 
Medco Member Services at the toll-free number on your prescription drug 1D card. 

Medicare Part B Medications 
(Applicnhle oidy io Medicare Pari B ertrollees) 
If you are eligible for Medicare Part B coverage and use a participating Medicare Part B retail pharmacy, 
you may not have to incur out-of-pocket expenses lor your Medicare Part B-eligible medications and 
supplies*. Medicare Part B-eligible prescriptions may be filled through the Medco By Mail mail-order 
pharmacy or at a participating Medicare Part B retail pharmacy. In either case, the pharmacy will verify 
coverage and file your prescription claims with Medicare, and bill you if any balance is due. For more 
information about Medicare Part B coverage, call Medco Member Services toll-free at 1-800-987-8361 
or visit wwv.Medco.com. 

*Medicare Part B cove~age will begin only ajirr you have paid your Medicare deducrible 

Some of the medications and supplies typically covered by Medicare Part B include- 
* 
e 

e 

e 

Diabetic supplies (test strips, meters) 
Medications to aid tissue acceptance from Medicare-covered organ transplants 
Certain oral medications used to treat cancer 
Certain medications iiscd in situations where the kidneys have completely failed 

I f  you have Medicare Part B coverage. you will be able to f i l l  prescriptions like these in one of two ways: 

0 Medicare Part  B Mail-order  Pharmacy-When using mail order for your medication or supply 
needs, you will initially send your prescription to Medco By Mail. Then, depending on the type of 
medication or supply requested, Medco By Mail will transfer your prescription information to one of 
two Medicare Pai-1 R participating inail-order pliarinaeies-Liberty Medical or Accredo Health 
Group, Medco's specialty care pharmacy. Both Liberty and Accredo have extensive experience with 
Medicare Part B and will support the dispensing and billing ofyour prescriptions. They will verify 
coverage, tile your prescription claim with Medimre, and bill you for any balance due. Depending on 
the covered medications or supplies that you need? Liberty or Accredo will mail your Medicare Part B 
medications and supplies directly to you and provide instructions for obtaining refills. 
Medicare Par t  B Retail Pharmacy-When using a participating Medicare Part B retail pharmacy 
for your Medicare Part B medication or supply needs, you will be asked to present your Medicare ID 
card.. The participating Medicare Part B retail pharmacy will work with you to bill Medicare on your 
bellaif, Most independent pliarmacies and national chains are Medicare providers. If you want to 
locate a retail pharmacy that is a Medicare Part B provider, visit the Medicare website at 
\vwv.ni edica te.go\,. 

Medicare Part B Coordinatioii of" Benefits processing is available and coordinated by the Part B 
providers. The provider will submit claims on behalf of the member to Medicare for processing as 
primary Once payment is received from Medicare. the Part B provider will submit a secondary claim to 
Medco and the claim \vi11 process undei [lie secondary benefit, if that is offered (for example, Medicare 
would pay 80% of ilic clairn as primary> and the client would pay 20% of the claim as secondary) 

6 
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A word about prescriptions covered by Medicare Part B 
For more details about which inedications or supplies are Medicare Part B-eligible and to learn more 
about your Medicare coverage 
0 Visit the Medicare website at wwvv.medicare.gov. 

Call Medicare Customer Service at 1 800 MEDICARE (1 800 633-4227]. 

Drug Utilization Reviews 
Drug utilization reviews may help you guard against drug interaction problems that can occur, for 
exaniple, when medications are prescribed by more than one physician. When your prescriptions are filled 
through Medco By Mail or at a participating retail pharmacy (using your Medco ID card), they are 
reviewed for any potential drug interactions. This review is especially important if you or your covered 
family members take several medications or see more than one physician. If  there is a question about your 
prescription, a registeied pharmacist may contact your physician before dispensing the medication to 
discuss any alternatives and recommendations.. You will be notified of any change i n  your prescribed 
medication. Your doctor makes the final decision on all of your prescription medications. 

Generic Drugs 
For prescription medications, the brand-name is the product name under which a drug is advertised and 
sold Generic equivalent medications contain the same active ingredients and are subject to the same rigid 
FDA standards for quality. strength. and purity as their brand-name counterparts. Generally, generic drugs 
cost less than a brand-name drug. Whenever appropriate, you should ask your physician to prescribe 
generic drugs. Sometimes your physician map prescribe a medication as “dispense as written” when a 
preferred brand-name or generic equivalent drug i s  available. As part of your prescription drug program. 
the pharmacist niay discuss with your physician whether an equivalent generic or preferred brand-name 
drug might be appropriate for you. The final decision on your medication always rests with you and your 
physician, even i f  that decision results in a higher cost to you for your prescription medication. 

Covered Expenses 
The following are covered espenses unless listed as an exclusion below 
0 

e 

e 

e 

* 
e 

e 

e 

0 

0 

e 

e 

e 

e 

* 

Federal Legend Drugs 
State Restricted Drugs 
Compounded Medkations of which at least one ingredient is a legend drug 
insulin 
Needles and  Syringes (covered at a $0 copap) 
Over-the-Counter (OTC) Diabetic Supplies (lancets. insulin syringes and needles are covered at $0 

Oral, Transdernial, Intravaginal and Injectable Contraceptives 
Drugs to Treat Impotency (all  dosage forms except Yohimbine) for males age 18 and over 
Yohimbine (covered without the limits that exist [or other impotency products) 
Inhaler Assisting Devices 
Peak flow meters 
Synagis/Respigam 
Hemophilia Factors 
Fertility Agents (100% covered after standard copay, up to $2500 per person per lifetime, then 
member pays 50% of the cost of the dwg) 
Zyban and Clmiti?: ( l i m i t  of 180 days o f  therapy per year and 360 days of therapy per lifetime) 

copay) 

http://wwvv.medicare.gov
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0 Substance abuse treatments 

e 
Dental Fluoride Products 
Anti obesity Agents (covered Medco By Mail only) 
Products packaged as greater than a 30 days supply are covered at mail only 

Coverage limits for Certain Medications 
Your presci iption drug program may have certain coverage limits. For example, sonie quantities may be 
limited or sonie prescriptions require a coverage review Examples of drugs with limitations or requiring 
coverage review are Provigil, Human Growth Hormones, Impotency Products. and Proton Pump 
Inhibitors (Prevacid, Protonix. Aciphes, Zegerid) Refer to www Medco.com or call member services at 
1-800-987-8361 for details. 

Dispensing Limits 
The amount of drug which is to be dispensed per prescription or refill (regardless of dosage form) will 
be in quantities prescribed up to a 30-day supply at a participating retail pharmacy and up to a 90-day 
supply through Medco By Mail 
Thalornid limited to a 28 day supply at both ietail and Medco By Mail 0 

Excluded Expenses 
The following are excluded from coverage unless specifically listed as a benefit under "Covered 
Expenses " 

Non-Federal Legend Drugs 
Non-systemic contraceptives, devices 
Smoking Deterrents (except as listed above) 
Nutritional Supplements 
Ostomy Supplies (covered under the Medical Plan) 
GI ucowatch Products 
Anti-obesity rncds at retail 
Mifeprex 
Therapeutic devices or appliances (including Diabetic Punips and supplies, which are covered as a 
medical expense under the Medical Plan) 
Drugs whose sole purpose is to promote or stimulate hair growth or f'br cosmetic purposes only 
Allergy Serums 
Biologicals, lminunization agents or Vaccines 
Blood or blood plasma products 
Drugs labeled "Caution-limited by Federal law to inves\igational use." or esperimental drugs, even 
though a charge is made to the individual 
Medication for which the cost is recovcrable under any Workeis' Compensation or Occupational 
Disease Law 01 any State or Ciovcmmental Agency, or medicalion furnishrd by any other Drug or 
Medical Service for which no charge is made IO the member 
Medication which is to be taken by or administered to an individual. in whole or in part, while he or 
she is a patient in  a licensed hospital, rest home, sanitarium, extended care facility. skilled nursing 
facility, convalescent hospital, nursing home or similar institution which operates on its premises or 
aIlows to be operated on its premises, a facility for dispensing pharrnaceuticxils 
Any prescription refilled in excess of the number of refills specified by the physician, or any refill 
dispensed aher one year fi-om the physician's original order 
Charges f o r  the administration or injection of any drug 

http://Medco.com
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Coordination of Benefits for the Prescription Drug Program 
tlnder the prescription drug program, Medco will not coordinate benefits for prescription drug expenses 
with other coverage you may have. That is, if you and/or your covered family members have prescription 
drug coverage under another plan, you may submit your prescription drug claims to whichever plan you 
choose. For example, if your spouse/doniestic partner’s medical plan does not cover prescription drugs or 
requires a deductible and coinsurance, you may want to use your Medco ID Card, instead of your 
spouse/domestic partner’s plan: to obtain your prescriptions. 

Please Note: Medco does coordinate benefits for Medicare Part B. Please see section titled 
“Medicare Part B Medications” for more details. 

How to File a Prescription Drug Program Claim 
When YOU f i l l  your prescription at a participating retail pharmacy and identify yourself as a Mcdco 
participant, you will not have to file a claim form At the time your prescription is filled. you will have to 
pay the applicable deductible. if any. and the copay 

If you do not identify yourself to the pharmacist as a Medco participant, or if you do not use a 
participating pharmacy, you will need to file a claim for I eimburseinent of your pi-escription drug 
expenses through Medco. When you submit your claim, attach your original receipts and mail your claim 
to the address shown on the form. An original receipt should show the date, the cost, the strength, 
quantity: and days supply of medication; the name of the medication, prescription number and NDC 
number. When you submit an original rcceipt, keep a copy for your records. Claim reimbursement is 
limited to Medco’s discounted price less any required deductible and copay. Mudco will consider claims 
for payment, provided your prescription claim is filed within 1.5 months from the date of service. Claims 
filed after 15 months from the date of service will not be considered for payment. For example, ifyou 
purchase a prescription medication on .January 15, 2009, from a nori-participating pharmacy, you must 
file your claim by April IS, 20 10, to receive reimbursement for your expenses. Duke Energy offers new 
Medco prescription participants a 45-day grace period for prescription drug claims purchased at full cost 
in situations where the prescription ID card was not wed. The grace period allows menibeis to be 
reimbursed at loo%, less the applicable deductible and copav: for paper claims submitted within 4.5 days 
from a participant’s initial eligibility effective date with Medco For exaniple, a participant who’s initial 
effective date with Medco is January 1, 2009 would have 45 days (until February 14, 2009) to submit a 
paper claim for medications purchased at full cost (no prescription ID card used) regardless of whether 
the pharmacy was a participating or non-participating. 

To obtain a claim form, call Medco Member Services at 1-500-957-5.361~ or go online to 
.vr?vw.medco.com 

Submit claim fornis to: 
Medco Health Solutions, Inc. 

PO Box I471 1 
Lexington, KY 40512 

9 
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Reviews & Appeals 
Medco will notify you or your representative of the determination within IS  days after receiving the 
request. However, if more time is needed to make a determination due to matters beyond Medco’s 
control, i t  will notify you or your representative within 15 days after receiving the request The extension 
notice will include the date a determination can be expected, which will be no more than 45 days after 
receipt of the request. 

If more time is needed because necessary information is missing from the request, the notice will also 
specify what information is needed. l he  determination period will be suspended on the date Medco sends 
such a notice of missing infomiation, and the deterinination period will resume Oti the date you or your 
representative responds to the notice. You will have 45 days to respond to the request for information 

Notice of Adverse Determination 
In the event of an adverse benefit determination, in whole or in part, you (or your authorized 
iepresentative) will be notified of the adverse determination i n  writing. 

An adverse benefit determination is a denial. reduction or termination of, or failure to provide or make 
payment (in whole or in part) for, a plan benefit An adverse benefit determination notification for any 
presciiption drug plan claim will contain 

8 the specific reason or reasons for the adverse determination; 

* reference to the specific plan provisions on which the determination is based, 

a description of any additional material or information necessary to perfect the (lain1 and 

a description of the prescription drug program‘s review procedures and the time limits 

8 

an explanation of why such material or information is necessary; 

applicable, including a statement of a claimant’s rights to bring a civi l  action under 
section 502(a) of ERISA following an adverse benefit determination on appeal, and 

Q 

* upon request and free of chaige, a copy of any inteinal rule. guideline. protocol or other 
similar criterion that was relied upon in making the adverse determination regarding your 
claim. 

When You Have a Complaint or an Appeal 
I f  your claim is denied, you may request a full review by Medco within 180 days of the date of the 
adverse benefit determination. Your written letter of appeal should include the following 

8 your name and member ID number; 

* your doctor’s name and telephone number; 

any additional information from your- pharmacy or medical provider that will assist 

e the name of the medication; and 

8 

Medco in completing its review of your appeal, such as docurnents, rccords, questions or 
comments 

Documents, records, written comments. and other information in support of your appeal should 
accompany your request. This information will be considered by Medco in reviewing your claim. You 
may request reasonable access IO copies of all documents, records, and other information relevant to your 
claim Medco will review your claim without granting any deference to the initial decision regarding 

I O  
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your claim. Also, no reviewer may be a person that was involved in making the initial decision regarding 
your claim, or a subordinate to that person. Your appeal should be mailed to: 

Medco Health Solutions of Irving 
81 11 Royal Ridge Parkway 

Irving TX 75063 
1-800-987-8361 

Medco will notify you of its decision on your appeal within 15 days of its ieceipt of you1 request for 
review. 

Notice of Benefit Determination on Appeal 
Every notice of a determination on appeal will be provided in writing or electronically and, if an adverse 
determination, will include: 

0 the specific reason or reasons for the adverse determination; 

reference to the specific plan provisions on which the determination is based. 

a statement that the claimant is entitled to receive, upon request and free of charge, 

a statement describing any voluntary appeal procedures offered by the prescription drug 

upon request and free of charge, reasonable access will be provided to c,opies of any 

0 

0 

reasonable access to and copies of all documents, records, and other relevant information; 

program and the claimant's right to bring an action under ERISA section 502(a): 

internal rule, guideline, protocol or other similar criterion that was relied upon in making 
the adverse determination regarding your appeal. 

0 

0 

Second Level Appeal Process 
I f  your claim is denied on appeal, you have a right to bring a second appeal. A second appeal should 
contain the information and should be submitted to the address described in '-When You Have a 
Complaint or Appeal'' above. Medco will notify you of its decision on your appeal within I 5  days of 
your request for a second review. Every notice of a determination on appeal will be provided in writing 
OJ electronically and, i f  an adverse determination, will include the information listed in "Notice of Benefit 
Determination on Appeal" above. 

You also have the 1 ight to bring a civil action under Section 502(a) of ERISA if you are not satisfied with 
the decision on review You or Duke Energy may have other voluntary alternative disputc resolution 
options such as mediation One way to find out what may be available is to contact your local U S 
Department of Labor office 

Legal Action 
You have the right to bring a civil action under section 502(a) of ERISA if you are not satisfied with the 
outcome of the Appeals Procedure You may not initiate a legal action until you have completed the first 
and second level appeal processes. No legal action may be brought more than one year following a final 
decision on the claim under the appeal processes I f  a civil action is not filed within this period, your 
claini will be deemed perinanently waived and abandoned. and you will be precluded from reasserting it. 
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Discretionary Authority 
The authority to decide initial claims for prescription drug program benefits undcr the prescription drug 
program and denied claims for prescription drug benefits on review under the prescription drug prograin 
includes the full power and discretion to interpret prescription drug program provisions and to make 
factual determinations, with Medco’s decisions, interpretations and factual determinations controlling. 
Requests for information regarding individual claims, or a review of a denied claim, are to be directed in 
writing and properly addressed to Medco at the address listed above 
Call Medco Member services for additional information regarding the appeals process. 

This is a guide of covered expenses and expenses not covered under the prescription drug program. For 
more information about applicable deductibles, copays and plan limits, please call Medco Member 
Services or visit \vww.Medco.com. For more detailed information on the Medical Plan, refer to the Duke 
Energy Medical Plan General Information Booklet and BCBSNC Benefits Booklet sections of this 
Surnrnary Plan Description. The official plan documents govern plan provisions and payment of plan 
benefits 

I2 
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Yoti must show your Medco ID card 

Generic 

Preferred Brand 

Non-Preferred Brand 

SIJMMARY OF PRESCRIPTION DRUG BENEFITS 

Retail Pharmacy Mail Order 
(up to a 30-day supply) (up to a 90-day supply) 

$1 0 $25 

$20 $50 

$40 $100 

$0 
Annual Deductible (per person*) - 
applies to retuil phurnmcy piirchases 

Prescription Drug Co-pays 

*There is no annual familv prescription drug deductible 

Rx-E n h;mcedOO.A 
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1, 

Medical  Plan Benef i ts 

Exclusive Provider Organization (EF 0) option ff 7 



Inside you will find: 
SECTION I: Duke Energy Medical Plan-General Information 

SECTION 11: BCBSNC Benefit Booklet (includes Summary of 
Medical Benefits) 

SECTION 111: Medco Prescription Drug Guide 

SECTION IV: Summary of Prescription Drug Benefits 
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The Duke Energy Medical Plan 
General In forrnatiori 
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IMPORTANT NOTICE 

This General Jnformation booklet for The Duke Energy Medical Plan (“Medical 
Plan”) provides information that is applicable to all Medical Plan coverage 
options. This booklet addresses eligibility for coverage under the Medical Plan, 
how to enroll, opportunities to make mid-pear election changes, when coverage 
ends and how you and your covered dependents may be able to continue 
coverage if it ends. It also contains information such as who provides coverage. 
who administers the Medical Plan, who decides claims for benefits, ERISA rights 
and Duke Energy Corporation’s right to amend or terminate the Medical Plan. 

The attached Medical Plan booklets and summaries of benefits describe your 
Medical Plan benefits, applicable deductible, co-pay and co-insurance 
information, how to submit a claim for Medical Plan benefits and other important 
information about your Medical Plan. 

This General information booklet, togelher with the Medical Plan booklets and 
summaries of benefits, is the Summary Plan Description (SPD) for the Medical 
Plan as of Ianuary 2009 and replaces all piior descriptions of the Medical Plan 
I t  is intended to provide an easy-to-understand explanation of pour benefits. 
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Medical Coverage Availability 

Duke Energy Corporation (“’nuke Energy”) offers you and your eligible dependents a 
comprehensive Medical Plan with coverage administered by the claims administrators identified 
in your Medical Plan benefits booklets (the “Claims Administrators”). The Medical Plan includes 
medical, surgical, hospitalization, pharmacy, wellness and disease management benefits. 

Based on your location and employee or retiree group, there are various Medical Plan coverage 
options available, such as exclusive provider organization (EPO), preferred provider organization 
(PPO) and high-deductible health plan (HDHP) options. I f  you do not have adequate access to 
network providers, you may qualify for out-of-area (OOA) options that mirror the PPO options. 
All of the Medical Plan options are designed to help you pay for health care expenses 

rnyHR Service Center 

If you have any questions about the Medical Plan or the information in this General Information 
booklet, contact the myHR Service Center at 1-888-465- 1300. Representatives are available 
Monday through Friday, 8:OO a.m. to 8.00 p.m.. Eastern Time. Information is also available 
through the Your ’Benefits ResourcesrM (YBR) Web site at http://resources.hewitt.com/duke- 
energy. 

Eligibility 

Eligible Employees 

Generally, you are eligible for coverage under the Medical Plan on your first day of active work 
as  an eligible employee (provided you enroll within 3 1 calendar days of the date you become an 
eligible employee). 

To be an eligible employee, you must be identified i n  and paid through Duke Energy’s payroll 
system as an employee of Duke Energy or an affiliated Duke Energy company that is 
participating in the Medical Plan (collectively referred to with Duke Energy as the “Company”) 
and you must be classified by your Company as a 

0 Regular employee; or 

Fixed-term employee. 

Generally. you are a regular employee if you fill a regular position that is typically longer than 
180 days in duration, and you are a fixed-term employee if you are hired for a position for a 
specifically defined time frame, duration of a project (usually one year or less), until services arc 
no longer needed, or until the work goes away 

You are not eligible to participate i n  the Medical Plan if you are. 

0 a non-resident alien with no U.S. source income, 

not on a U S. payroll of the Company; 

covered by a collective bargaining agreement, unless the collective bargaining 0 

agreement in effect expressly provides foi participation in Ihe Medical Plan (,a 

http://resources.hewitt.com/duke
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copy of your applicable collective bargaining agreement can be obtained from 
your union steward, union hall, Duke Energy Labor Relations contact or 
imniediate supervisor); 

individual whose employment is governed by a written agreement (including an 
offer letter setting forth terms and conditions of employment) that provides the 
individual is not eligible for benefits (a general statement in the agreement, offer 
letter or other communication stating that the individual is not eligible for 
benefits is construed to mean that the individual is not eligible to participate in 
the Medical Plan); or 

regular employee or fixed-term employee 

0 an individual who has waived eligibility through any means, including an 

0 a temporary employee, a seasonal ernp”loyee or any other employee who is not a 

In some circumstances, an individual who provides services to the Company under an agreement 
that identifies the individual as an independent contractor or through a third party (such as a 
contracting services firm, temporary agency or leasing organization) may be considered a 
Company “employee” for certain purposes under the law, such as tax withholding. Such an 
individual is no& paid through the Company’s payroll system and is not eligible for the Medical 
Plan. 

lnteriiational Assignment 

When you are assigned by your Company to work outside the I JS .  for a period that is initially 
expected to last at least nine consecutive months, you will cease to be eligible for the Medical 
Plan options available to employees on (-1”s“ domestic assignment. 

Instead, you will be eligible for the Medical Plan’s special international assignment coverages. 
These coverages are described in a special booklet and not in the Medical Plan’s General 
Information booklet or the other Medical Plan booklets. 

Eligible Re ti rees 

if your employment terminates on or after January 1,  2009, to be eligible for retiree coverage 
under the Medical Plan, at termination of employment you must: 

0 be employed by a Company that offers access to retiree coverage under 
the Medical Plan, and 

be at least age SO and credited with at least 5 years of retiree eligibility 
servic.e. 

Coniacf t!ie myJ-IR Service Center i f  you want to know it a particular Company offers access to 
retiree coverage under the Medical Plan. 

I f  youi Company employment terminated before January I ,  2009, your eligibility for retiree 
coverage is governed by the eligibility rules in effect at that time 

7 
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I f  you enroll for coverage for yourself, you niay be able to elect coverage for your eligible spouse 
and/or child(ren). If you are a L.egacy Duke employeet who retires on or after January 1 ,  2006, 
you may be eligible to elect coverage for your eligible domestic partner. If you are a Legacy 
Duke employee who retired before January 1, 2006, or if you are a Legacy Cinergy retiree*. you 
are not eligible to elect coverage for your domestic partner. Please refer to the sections Enrolling 
in the Medical Plan - Eligible Retirees and Mid-Year Coverage Changes for additional 
information. 

Duke Energy Corporation reserves the right to amend, modify or terminate retiree coverage 
offered under the Medical Plan at any time, including termination of eligibility. 

Eligible Dependents 

When you enroll for certain coverage, you may elect to cover your eligible dependents, which 
may include: 

e your eligible spouse 

e your eligible domestic partner6 

your eligible child(ien)’ 

Spouse Eligibility 

Your spouse, eligible for coverage as a dependent, is a person to whom you are legally married 
under applicable law, which may include L’conimon law marriage.” 

Generally, for health coverage of a taxpayer’s spouse to be tax-free to the taxpayer, the spouse 
must be recogni~ed as such under applicable state law, which may include “common law 
marriage.” and the spouse must meet the federal tax requirement of being a person of the opposite 
sex who is the taxpayer’s husband or wife. 

‘ When used in this booklet, the term “Lqacy Duke“ refers to an individual who ( I )  terminated 
employment with Duke Energy Corporation, a North Carolina corporation, and its affiliates prior to the 
merger of Cinergy Corp. and Duke Energy Corporation, a North Carolina corporation, (2) was employed 
by Duke Energy Corporation, a North Carolina corporation, and its affiliates immediately prior to such 
merger or (3) except as provided in footnote 2 below, was hired following such merger by a payroll 
company that was affiliated with (or tias been designated as having been afiliated with) Duke Energy 
Corporation, a North Carolina corporation, inmediately prior to such merger. 

einploymcnt with Cinergy Corp. and its affiliates prior to the merger of Cinergy Corp and Duke Energy 
Corporation, B North Carolina corporation, (2) was employed by Cinergy Corp. and its affiliates 
immediately prior to such merger, (-3) was hired following such merger by a payroll company that was 
affiliated with (or has been designated as having been affiliated with) Cinergy Corp. immediately prior to 
such merger or ( 4 )  was hired by Duke Energy Business Services, LLC on or afier July I ;  2008 at a \+ark 
location such that he or she would have been employed by Duke Energy Shared Services, lnc.. if be or she 
was hired IO work at such location immediately prior to July 1.2008 and he or she is so designated as 
Lygacy Cinergy in accordancc \vi[Ii rules prescribed by the Plan Adniinistrator 
E See Eligihk~ Reriree.c for intormation regarding eligible retirees’ ability to elect coverage for a domestic 
pal tner 
* 4 c h i l d  of divorced parents will gencrally be recognized by Section 152(e) of the Internal Revenue Code 
as a dependent of both parents for purposes of coverage under the Medical Plan. 

When used i n  this booklet. tlie term “Legacy Cinergy” refers to an individual who ( I )  terminated 
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By enrolling a spouse, you represent that the individual meets these requirements. You must 
immediately drop coverage for a spouse who no longer meets these requirements. 

Domest ic  Partner Eligibility 

If you are an active employee" enrolled in Medical Plan coverage, you can elect coverage for 
your eligible same- or opposite-gender domestic partner. You and your domestic partner must 
continuously. 

0 be in an ongoing, exclusive and committed relationship with one another of 
mutual caring and support, in which each is responsible for the other's welf'we 
and which is intended to continue indefinitely; 

0 be at least 18 years old and mentally competent to enter into a legal contract; 

reside together in a joint household for the preceding 6 consecutive months; 

share financial obligations of, and be jointly responsible for, the joint household; 

not be legally married to or legally separated from anyone else, and not be i n  a 

not be blood relatives to a degree where marriage would be prohibited. 

0 

0 

0 

domestic partnership with anyone else; and 

0 

Chi ld  Eligibility 

Your child is" 

your biological child, or 

* your legally adopted child, including a child placed in your home for adoption by 
you as long as the child remains in your home and the adoption procedure has not 
been terminated (a legally adopted child will not qualify as a dependent if the 
child has reached age 18 as of the date of adoption or placement for adoption); or 

conservatorship; or 

spouse has cout-t-appointed legal guardianship or managing conseivatorship, who 
is living i n  your household on a substantially full-time basis, who you claim as a 
dependent for fedcral income tax purposes, and with whom you have a regular 
parentlchild relationship. 

111 addition to meeting the above requirements, a child must also meet the following eligibility 
criteria- 

0 a stepchild for whom you or your spouse has full or ,joint custody or managing 

any  other child related to you by blood or marriage or for whoin you or your 0 

* iJnniarried, and 

0 Primarily depcndent on you for support; and 

L.ess than age I C )  if not a full-time student; or 0 

.. See E,/igi/>/e /<elti w s  Cor information relarding eligible retirees' ability to clect coverage for a domestic 
parttier 
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0 Less than age 25 if a full-time student at an accredited educational institution 
taking nine or more hours per term; or 

while enrolled in the Medical Plan and before reaching the applicable limiting 
age of 19 or 25 and continuously remains incapacitated and enrolled in the 
Medical Plan; or 

b Any age if he or she became physically or mentally incapable of self-support 

e Any age if he or she was physically or mentally incapable of self-supporz on your 
date of employment with the Company, was enrolled in the Medical Plan as of 
your employment date and continuously remains incapacitated and enrolled in 
the Medical Plan. 

In addition, your child must meet the Internal Revenue Code requirements for tax-free health 
coverage to be eligible for coverage in the Medical Plan. 

By enrolling a dependent child, you represent that the individual satisfies these requirements. 
You must immediately drop coverage for a dependent child who no longer meets these 
requirements. 

A n  eligible child can only be covered by one Company employee or retiree 

Employee and Retiree Couples 

No one may be considered as a dependent of more than one employee or more than one retiree. 

Verification of Dependent Status 

You may be required to provide evidence of dcpcndent eligibility, such as, but not limited to, a 
marriage license. divorce decree, birth certificate, court order, adoption papers, 
certificatelaffidavit of common-law marriage or proof of joint residency Verification of a 
dependent child's full-time student status may be requested at age 19 and  each year beyond age 
19 

1-0 continue covei age beyond age i 9 for a child who is physically or mentally incapable of self- 
support. you must provide evidence of your child's incapacity 10 the applicable Claims 
Administrator. The application can be obtained by contacting the myHR Service Center. You 
tilay be required periodically to providc evidence of the child's continuing incapacity. 

If a Dependent Becomes Ineligible 

If a covered spouse, domestic partner or dependent child becomes ineligible for coverage during 
the year (for example, i f  your child graduates from college), the individual(s) who become(s) 
ineligible for coverage will be di opped from your coverage. 

You must immediately report that any dependcnts should be dropped from coverage due to a loss 
of eligibility within 31 calendar days of thc loss of eligibility When you report a dependent's 
loss of eligibility within 3 1 calendar days of the loss ofeligibillty: 

fb The dependent's coverage cnds a[ midnigh1 on the last day of the month 
i n  which the dependon1 loscs eligibility loi coverage, and 



D Changes to your contribution amounts will be made as soon as 
administratively practicable after the date on which you notify the myHR 
Service Center that your dependent is no longer eligible. 

If you do  not inform the myHR Service Center of a covered dependent’s ineligibility within 3 1 
calendar days of the loss of eligibility: 

e The dependent’s coverage ends at midnight on the last day of the month 
in which the dependent loses eligibility for coverage; 

e No changes to you1 coverage level, if applicable, may be made until the 
next annual enrollment period or, if earlier, the date you experience 
another worldlife event which allows you to change your Medical Plan 
elections (this means that you must continue to pay for the dependent’s 
coverage through the end of the year in  which the dependent loses 
eligibility for coverage even though he or she is no longer covered, 
unless you experience another worldlife event which allows you to 
change your Medical Plan elections); 

0 The coverage provided while your dependent is ineligible will be 
considered as parr of the individid’s COBRA coverage period (this 
period begins on the first day of the month following the month in which 
eligibility is lost), and 

e COBRA contributions (102% of the total cost) will be required to pay for 
the coverage received since the end of the month in  which eligibility was 
lost if the individual elects continuation of coverage under COBRA 

To drop coverage for ineligible dependents, go to the myHR link on the Duke Energy Portal or 
contact the niyHR Service Center 

The Company reserves the right to seek recovery of any benefits paid under the Medical Plan to 
your ineligible dependents. 

Enrolling in the Medical Plan - Eligible Employees 

When You Are First Eligible 

When you are eligible IO enroll as an employee, you will make your Medical Plan elections using 
an online enrollment tool. You will receive additional infor-niation about the online enrollment 
tool when you become eligible. 

I f  you have questions or need assistance in making your Medical Plan elections, contact the 
myHR Service Centet 

When you enioll in the Medical Plan as dn eligible employee. baTed on the dependent(s) that you 
elect to rover, i f  any. your coverage level \vi11 be one of the following 

Individual Only 
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0 Individual + Spoiise/Domestic Partner 

0 Individual + Child(ren) 

0 Individual + Family (spouse/domestic partner and child(ren)) 

You must make your election within 31 calendar days of becoming eligible for coverage. 

You may also decline coverage altogether 

During Annual Enrollment 

Each fall you will have the opportunity to change your Medical Plan elections for the following 
plan year, including changing your coverage option or electing to drop or add eligible dependents. 
This is “annual enrollment.” You will receive information and instructions each fall about annual 
enrollment. 

Other Opportunities to Enroll 

Under the provisions of the Health Insurance Portability and Accountability Act of 1996 
(HIPAA), you can enroll yourself and your eligible dependents for coverage under the Medical 
Plan during the year i f  

0 You or your dependent had other coverage under another health plan or health 
insurance at the time the Medical Plan was previously offered to you, and 

You did not enroll in the Medical Plan; and 

You or your dependents lose such other coverage and are otherwise eligible for 
coverage under the Medical Plan. 

0 

0 

To enroll for Medical Plan covcragc. the following conditions must be satisfied. 

0 The other coverage was: 

Under a federal continuation provision (COBRA) and the continuation 
period for the other coverage was exhausted. (COBRA coverage is 
considered exhausted when i t  ceases for any reason other than either 
failure of the individuals to pay contributions on a timely basis or for 
cause (fraudulent 01’ intentional misrepresentation).) 

Not under COBRA and [he other coverage terminated as a iesult o f  ( I )  
loss of eligibility (such as loss of eligibility due to legal separation, 
divorce, death, termination of ernployinent or reduction in the number of 
hours ol employment), or (2) employer contributions toward the other 
coverage end. 

111 any case, the other coverage must not have lerminated because you failed to pay timely 
contributions, or for cause (such as filing fraudulent claims). 

If you need to enroll for coverage under the Medical Plan as a result of one of these events. such 
as loss of other coverage, or because you acquire an eligible dependent through inai riage. birrh 
atfoption or placement for adoption. you must cnioll within 31 calendar days of the event 
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Otherwise, unless a subsequent worWIife event giving rise to a mid-year election change occurs 
(see Mid-Year Coverage Changes), you must wait until the next annual enrollment 

If You Are Rehired 

If your Medical Plan coverage ends due to your termination of employment with the Company or 
layoff and you are reemployed by the Company as  an active employee within 31 calendar days 
and within the same plan year, you will be automatically reenrolled in the Medical Plan ( in  the 
previous coverage option and at the previous coverage level). If  you have experienced a life 
event for which you can make a change in your Medical Plan elections (such as marriage, divorce 
or birth), you can add and/or drop coverage for your eligible dependent(s), as applicable, within 
3 1 calendar days of tlie date you again become an eligible employee. If you are reemployed more 
than 3 1 calendar days after your termination or in a subsequent plan year, you must reenroll as a 
new employee. 

EnrollinE in the Medical Plan - Elbible Retirees 

When You Are First Eligible 

If you are an eligible retiree as described in Eligible Retirees, you may elect ietiree coverage 
under the Medical Plan when you retire. When your employment terminates, if you are an 
eligible retiree, you can choose to: 

0 Begin Medical Plan coverage immediately or at a later date, or 

0 Decline Medical Plan coverage. 

When you enroll in the Medical Plan as an eligible retiree, based on the dependent(s) that you 
elect to cover, ifany, your coverage level will be one of the following 

e Individual Only; 

0 Individual + Child(ren); or 

0 Individual + Spouse"; 

0 Individual -1- Family (spouse and child(ren)) 

You must make your election within 3 1 calendar days of becoming eligible for retiree coverage 

When you are eligiblc to enroll as a retiree, you can make your Medical Plan elections using an 
oilline enrollment tool. YOU will receive additional information about the online enrollment tool 
whcn you bccome eligible You can also make your Medical Plan elections by contacting the 
niyl-JR Service Ccnter 

I f  you have any questions or need assistance in making your enrollmcnl elections. contact tlie 
myHR Service Center 

'' See ~ l j g i b l e  Retirees for inforinatioii regarding your ability to elect coverage for a domestic partner 
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At a Later Date 

If YOU are an eligible retiree and you do not immediately begin retiree coverage under the Medical 
Plan at your termination of employment, or if you subsequently discontinue your retiree 
coverage, you can elect to enroll during a subsequent annual enrollment period or within 31 
calendar days of a worWlife event for which mid-year election changes are allowed 

For example, if you are an eligible retiree covered as a dependent of a spouse enrolled as an 
active employee under the Medical Plan, you may elect retiree coverage under the Medical Plan 
during a future annual enrollment period or within 3 1 calendar days of- a worWlife event for 
which mid-year election changes are allowed. 

Please refer to Dirring Anrizral Enrollment and Mid-Yeiir Coverage Changes for additional 
information 

During Annual Enrollment 

Each fall you will have the opportunity to change your Medical Plan elections for the following 
plan year, including changing your coverage option or electing to drop or add eligible dependents. 
This is ”annual enrollment.” You will receive information and instructions each fall about annual 
enrollment. 

If  You Are Rehired 

I f  you retire from the Company as an eligible retiree and are later rehired as an eligible active 
employee. you will be eligible for coverage as an  active employee When your employment 
tei niinates, you may reelect retiree coverage, however, unless you were represented by IBEW 
1347, IBEW 1393, USW 12049, USW 5541-06 or UWUA, you will not receive additional 
service credit for the lime you worked as an active employee after your rehiie date for puiposes 
01 determining your eligibility for or the amount of any Company contribution towards the cost of 
retiree medical c~overage. either in the form of subsidized monthly coverage under the Medical 
Plan or Health Reimbursement Account benefits 

Cost of Coverage 

Active Employees 

I f  you are an active employee, you and the Company share in  the cost of medical coverage for 
yourself and pour covered dependents. Your contribution amount is based on the Medical Plan 
covcrage option that you elect and the eligible dependent(s) you choose to cover. Information 
about contribution amounts is available rhrough the YBR Web site. 

Paying for Coverage as an Active Employee 

Your contributions for medical coverage while an employee are deducted from your pay on a pre- 
tas basis each pay period. Because your contributions are taken as deductions on a pre-tax basis, 
they are not subject to federal income, Social Security and niosr states’ income taxes 
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Even though you reduce your income for tax purposes through pre-tax contributions for medical 
coverage, you are not reducing the value of“ your other Company pay-related benefits, such as life 
insurance, disability insurance and retirement benefits. These benefits are based on your pay 
before contributions for medical coverage are deducted. 

If you elect coverage for a domestic partner, the portion of your contribution required to cover a 
domestic partner under the Medical Plan is deducted on a pre-tax basis. On pay advice 
statements, the contribution amount for your coverage will appear as a pre-lax deduction and the 
contribution amount for your domestic partner will appear as imputed income. 

While the Company subsidy amount for domestic partner coverage under the Medical Plan is the 
same as for spousal coverage, the subsidy amount for domestic partner coverage is reported each 
pay period as imputed income to the employee and is subject to applicable taxes. 

Non-tobacco user discounts may be available for certain active employee Medical Plan coverage 
options. To qualify for applicable non-tobacco user discounts, you and all covered dependents 
must not have used tobacco products, including smokeless tobacco, during the 12 months prior to 
the effective date of your coverage. When you enroll, you will be asked to indicate if the non- 
tobacco user discount applies. 

Non-Tobacco IJser Discount - Alternate Procedure for Active Employees in Certain 
Medical Plan Options 

if you (or your covered dependent) are unable, due to a medical condition, to meet the 
requirements for the non-tobacco user discount (or if it is medically inadvisable for you to 
attempt to meet the requirements for the non-tobacco user discount), you may still apply to 
receive the discount by providing these two items: 

1 .  A written statement from your (or you1 covered dependent’s) physician stating 
that you (or your covered dependent) have a medical condition that makes it 
unreasonably difficult (or medically inadvisable) for you (or your covered 
dependent) to meet the requirements for the non-tobacco user discount. This 
statement should identify the health factor, explaining why the health factor 
makes it unreasonably difficult (or medically inadvisable) for you (or your 
covered dependent) to meet the requirements for the discount, and 
recomtnending a specific tobacco-cessation program that is appropriate for you 
(or your covered dependent), and 

2.. Either of the following: 

A written statement from the recommended tobacco-cessation program 
stating that you (or your covered dependent) are either currently enrolled 
or that you (or your coveted dcpendentj have completed the program 
within the last 12 months, or 

I f  i t  is your initial year of claiming the discount in accordance with this 
procedure, a written certification from you that you (or your covered 
dependent) will enroll i n  the tobacco-cessation program recommended 
by your (or your dependent’sj physician within the next three months 

In order to continue the nun-robacco user discount under this procedure, a new physician’s 
Statement and a new tobacco cessation program’s statenient will be required each year. In order 
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for you to qualify for the non-tobacco user discount, you and each of your covered dependents 
will have to meet the requirements for the discount or satisfy the alternate procedure. 

If you would like to apply for the non-tobacco user discount under the alternate procedure, you 
should indicate at enrollment that you are a tobacco user and then contact the myHR Service 
Center to discuss remitting the information required under the alternate procedure. All 
information must be received within 31 calendar days of the date you become an eligible 
employee or, in the case of enrollment during a future annual enrollment period, by the deadline 
communicated in your annual enrollment materials You will pay tobacco user rates until your 
alternate procedure application has been approved, at which time the non-tobacco user discount 
wi l l  be applied on a prospective basis as soon as administratively practicable. 

Retirees 

If you are an eligible retiree, the cost of your retiree coverage under the Medical Plan is based on 
the Medical Plan coverage option that you elect and the eligible dependent(s) you choose to 
cover. The portion of that cost that you must pay depends on multiple factors, including your 
date of hire, your date of termination and your retiree group. As described below, you may be 
eligible for a Company contribution towards the cost of retiree medical coveiage, either in the 
form of subsidized monthly coverage under the Medical Plan or Health Reimbursement Account 
beJlefitS. Information about contribution amounts i s  available through the YRR Web site. 

If you were hired before January I ,  2009, you may be eligible for a Company contribution 
towards the cost of retiree medical covcrage if you terminate enlployment after satisfjring ail 
applicable requirements. Your eligibility for Company contributions i s  governed by the 
eligibility rules i n  effect at the time of your date of termination, but remains subject to Duke 
Energy Corporation’s right to amend, modify or terminate the Medical Plan, including 
termination of eligibility for Company contributions toward the cost of retiree medical coverage. 

If  you are hired on or after January I ,  2009 (including most rehired employees) and you 
subsequently terminate your employment with the Company as an eligible retiree, you will not be 
eligible for a Company contribution toward the cost of retiree medical coverage and will be 
responsible for paying the full cost of any retiree coverage you elect under the Medical Plan. 
unless you are represented by IBEW 1347, IBEW 1393, USW 12019, USW 5541-06 or UWUA, 
in which case the rules directly above For individuals hired before January 1, 2009 continue to 
apply to you 

I f  you are rehircd on or afier January 1,  2009 and you subsequently terminate your employment 
with the Company as an eligible retiree, you will be eligible for a Company contribution towards 
the cost of retiree medical coverage only if you satisfied the eligibility requirements for Company 
contributions toward the cost of retiree medical coverage in  effect at the time of your previous 
termination of employment. If you did not satisfy the eligibility requirements in effect at the time 
of your previous termination, you will be treated as a new hire and will be responsible for paying 
the full cost of any retiree coverage you elect. The rules described in this paragraph do not apply 
to individuals ieptesented by lBE,W 1347, 1BE.W 1393, IJSW 12049, IJSW 5541-06 or UWUA. 
I f  you are represented by one of these unions, the rules directly above for individuals hired before 
January I ,  2009 continue to apply to you. 
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Paying for Coverage as a Retiree 

Initially, you will be billed directly for the monthly contribution for your medical coverage. 
There are several different options available to you for making payment, which are listed below: 

0 If you are billed directly each month, you will receive a statement that 
explains how to make your payments, when they are due and where they 
need to be sent. 

0 You also have the option to pay contributions i n  advance for the quarter 
(three months); semi-annually or for the entire year. If  you later drop 
coverage for any reason, your unused contributions will be refunded. 
Contact the myHR Service Center to set up alternate billing 
arrangements 

withdrawal from your checking or savings account for monthly 
contribution payments If you choose this option, a Direct Debif 
Authorization must be completed and returned to the myHR Service 
Center. 

0 Rather than receiving a monthly bill, you may set up an automatic 

* If you are receiving annuity payments under a Company-sponsored 
pension plan, you may elect to have your contributions deducted from 
your monthly pension check by contacting the niyHR Service Center. 

If you would like to change your payment method, contact the rnyHR Service Center. 

Termination of Coverage for Non-Payment 

Your coverage will be terminated for non-payment if. 
0 

0 

you do not make the required payment in ful l  for two months, or 
you are two months behind but have been sending in partial payments. or 
you call the myHR Service Center to indicate the payment is being sent, but i t  
does not arrive by the due date 

If your coverage is terminated for non-payment, you will receive a Confirmation of Coverage 
statement indicating that your coverage has been cancelled. 

Reinstatement after non-payment is possible if you contact the niyHR Service Center no later 
than three months from the date printed on the Confirmation of Coverage statement: however. 
past due contributions must be paid in full to reinstate coverage. Reinstatement after non-payment 
will be allowed only one time 

Any amounts owed in arrears at the time of a death or coverage change will continue to be billed 
and must be paid. 

When Coverage and Contributions Be& 

When you make your Medical Plan elections as a newly eligible employee or retiree. coverage 
begins on the date you become eligible (assuming that you make your elections within 31 
calendar days of becoming eligible) Deductions for your conti ibutions (or payment for your 
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coverage, in the case of eligible retirees) begin as soon as administratively practicable following 
the date that you make your elections. 

Mid-Year Coverage Changes 

As a covered active employee or retiree, once you have made your Medical Plan election for the 
year, you may not change it during that year unless you have a work or life event that results in 
the gain or loss of eligibility for coverage. Specific information about these “worWlife” events 
and allowable mid-year election changes is available through the myHR link located on the Duke 
E n e r a  Portal or by contacting the myHR Service Center. 

If you experience a worldlife event for which changes are allowed, you have 31 calendar days 
from the date of the event (for example. your marriage date) to change your elections. Otherwise, 
unless a subsequent worldlife event giving rise to a mid-year election change occurs, you cannot 
change your Medical Plan elections until annual enrollment. 

If a covered dependent ceases to be eligible for benefits, your dependent’s coverage ends at 
midnight on the last day of the month in which the dependent loses eligibility for coverage. If 
you notify the myHR Service Center within 31 calendar days of the loss of eligibility, changes to 
your contribution amounts will be made as soon as administratively practicable after the date on 
which you provide notice. See r f  a Dependent Becomes hieligib[r for information about the 
conseqiiences of failing to notifj, the myHR Service Center within 3 I calendar days of a loss of 
eligibility. 

If  you are eligible to make changes, the elections you make must be consistent with and on 
account of the worWlife event. 

Below is a list ofsome worMlife events for which mid-year election changes ale allowed: 

* Your legal marital status changes 

you get married 

you get divorced or have your marriage annulled 

you get legally separated and lose coveragc under your spouse’s 
employer plan 

your spouse dies 

Your domestic partner status changes 

your domestic partner becomes eligible for coverage 

your domestic partner relationship ends 

your domestic partner dies 

0 The number of your eligible children changes 

you have. or adopt, a child 

you become the legal guatdian of a child 

your child gains or loses eligibility for coverage under the Medical Plan 
(for example, your dependent diild marries or (urns I9 and is not a full- 
time student) 
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Election Change 

Stat t 01 inci ease coverage 

Decrease or stop coverage 
(your clcctive decrease or 
coverage termination)** 

Decrease coverage due to a 
covered individual becoming 
ineligible for coverage (for 
example, divoice, child is age 
19 and not a full-time 
student)* * * 

a QMCSO is received’ 

your child dies 

Coverage Contributions 

Coverage changes on the day 
the work/life event occurred 
(Event Date) as administratively practicable 

Coverage changes on the first 
day of the month after your 
Election Date* as administiatively practicable 

Changes to your contribution 
amounts are effective as soon 

after your Election Date* 
Changes to your contribution 
amounts are effective as soon 

after your Election Date* 
Changes to your contribution 
amounts are effective as soon 
as administiatively practicabic 
after your Election Dale* 

Coverage for individuals no 
longer eligible ends at 
midnight on the last day of 
the month in which the 
individual loses eligibility 
lor coverage (Event Date) 

e You begin or end an international assignment scheduled for at least nine months 

Your dependent’s benefits coverage changes because: e 

he or she gains or loses coverage due to a change in eligibility as a result 
of a change in employment status or work schedule 

his or her period of coverage and annual enrollment window is different 
from yours 

e 

e 

You or your dependent’s COBRA coverage from another employer expires 

You or your dependent becomes entitled to or loses Medicare or Medicaid. 

0 You or your dependent loses or gains coverage under a group health plan 

e There is a significant increase or decrease in the cost of coverage under the 
employer plan in which your dependent participates 

e You die 

When Mid-Year Election and Contribution Changes Are Effective 

The following chart shows when coverage and contributions change if you notify the myHR 
Service Center of a worWlife event within 3 1 calendar days of the event. 

Court Orders. If a Qualified Medical Child Support Order is issued requiring medical coverage for your 
child. you inay change your medical covcrage election to provide coverage for your child. You may also 
make an election change to cancel niedical coverage for the child if the order requires the child’s other 
parent I O  provide coverage - E,ntirlement to Medicare or Medicaid If you. your spouse or any dependcnt child is  cnrolled i n  the 
Medical Pian and subsequently become entitled to coverage i n  Part A or Part B ofMedicare or ii i  Medicaid, 
you may make an election to cancel Medical Plan coverage ior that individual 



I Contributions I Election Change I Coverage I 

*** Does not include death. If you die, coverage ends on the date of 

* Your Election Date is the date you submit your election changes. 
**Does not include termination of employment. 

Situ a tions Irn pac tine Your Coverage 

I f  You Are on an Authorized Leave of Absence 

While you are on an authorized leave of absence. you may be eligible to continue your coverage 
under the Medical Plan. Contact the myHR Service Center for additional information regarding 
your ability to continue coverage under the Medical Plan during an authorized leave of absence. 
If your authorized leave ot absence is unpaid such that you begin to be billed directly for the 
monthly contribution for your mediral coverage. see Termination of Coverage for Non-Payment 
for a description o f  what happens when required payments for coverage are not made. 

I f  You Become Disabled 

If you begin receiving disability benefits under the Duke Energy Short-Term Disability Plan or 
the Duke Energy Long-Temi Disability insurance Plan or pay under the Sick Time Pay Benefit, 
you may be eligible for continued coverage under the Medical Plan. Contact the myHR Service 
Center for additional information regarding your ability to continue coverage under the Medical 
Plan if you hegin receiving disability benefits. I f  you begin to be billed directly for the monthly 
contribution for your medical coverage, see Tet minatioti of Coverage jiw Non-Payment for a 
description of what happens when required payments for coverage are not made. 

When You Reach Age 65 

I f  you continue to work past age 65. your Medical Plan coverage will continue as long as you 
remain an eligible employee and pay any required contributions, and your coverage will be 
primary to Medicare 

I f  You Become Entitled to Medicare 

If you are not actively at woik and you become entitled to Medicare, you will be required to 
enroll in an option that coordinates with Medicate Contact the myHR Service Center for 
additional information regarding the options available to you when you become entitled to 
Mcd icare 

If  you elect to terminate yonr coverage undcr the Medical Plan when you become entilled to 
Medicare. any of your eligible dcprndents who are covered under the Medical Plan and are not 
eligible for Medicare may continue coverage under the Medical Plan until reaching age 65 

If  you and/ot a covered dependent enroll i n  a Medicare prescription drug plan for a calendar year. 
you and/oi your c o w e d  dependent will not be eligible for coverage under the Medical Plan for 
that cnlendai yea1 Therefore. Medical Plan coverage ends for a calendar year for individuals 
who enroll i n  a Medicare prescription diug plan mid-year SuLh individuals may be able to enroll 

IS 



for Medical Plan coverage at the next annual enrollment if Medicare prescription drug coverage is 
dropped for the following calendar year. 

Termination of Coverage 

When Coverage Ends 

Your coverage under the Medical Plan will cease on the earliest of the following dates: 

m the last day of the month in which your ernployment ends, unless you elect to 
continue coverage under COBRA or as an eligible retiree; 

or dependent or otherwise cease to be eligible for coverage under the Medical 
Plan; 

m the last day of the month in which you cease to be an eligible employee, retiree 

m the end of the period for which your last required contribution was made; 

the date the Company informs the Claims Administrator that you (while you are m 

still eligible) are canceling Medical Plan coverage; or 

when the Medical Plan is discontinued. 

Your dependent's coverage will end when your coverage ends, at the end of the period for which 
your last required contribution was made, on the last day of the month in which you elect not to 
cover the dependent, or on the last day of the nionrh in which the dependent loses eligibility, 
unless he or she continues his or her coverage under COBRA. Medical Plan coverage will 
actually terminate, but will be reinstated retroactive to the coverage termination date if  your 
COBRA enrollment is properly received and proccssed. COBRA enrollment forms must be 
completed and  received within 60 days of the event or notification, whichever is later. 

When your coverage ends. you will receive a certificate of coverage that indicates the length of 
time you had coverage under the Medical Plan to the extent required by applicable law. You may 
need this certificate of coverage when enrolling in another plan. With this certificate, the time 
you were covered may he credited toward any pre-existing condition limitations in your new 
plan, provided you are enrolled in the ncw plan within 63 days of losing your Medical Plan 
coverage. 

Benefits if You Die 

I f  you die while you and your spouse/domestic partner are covered under the Medical Plan, your 
surviving spouse/doinestic partner may continue Medical Plan coverage by making contribution 
payment arrangements with the rnyHli Service Center This coverage can be continued until the 
earliest of your spouse's remarriage. youi domestic partner's establishment of a new domestic 
partner relationship. the death of your spouse/domestic partner and the date that your 
spouse/domestic partner becomes eligible for other coverage (e.g . through an employer's plan or 
Medicare) 
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If you are survived by dependent children, their medical coverage may continue for as long as 
they: 

e continue to meet the definition of eligible dependents; and 

e make required payments for coverage. Payment arrangements should be 
coordinated with the myHR Service Center. 

This provision applies even if your spouse dies or loses coverage after you. 

Your surviving spouse/domestie partner and/or dependent children will be charged for their 
component of the contribution for coverage if coverage under the Medical Plan is declined or 
ends, your covered dependents may be eligible for continued coverage under COBRA for up to 
36 months in certain situations. 

Your spouse/doniestic partner must immediately report that any dependents should be dropped 
from survivor coverage due to a loss of eligibility within 31 caleridar days of the loss of 
eligibility. See rJa Dependen1 Becime.~ Ineligible for a description of what happens when your 
spouse/domestie partner either does or does not report a dependent's loss of eligibility within 31 
calendar days of the loss of eligibility. To drop coverage for ineligible dependents, your 
spouse/domestic partner should go 10 the YBR Web site or contact the myHR Service Center. 

See Terrniiwtion of Coveiage for Non-Pavnienr for a description of what happens when required 
payments for coverage are not made. 

If you are covered under rhc Medical PJan and your spouse/dornestic partner is an eligible retiree 
who is covered as your dependent, your spouse/domestic partner may elect retiree coverage under 
the Medical Pian at the time of your death. 

If  You Become Divorced or Your Domestic Partner Relationship Ends 

If you cover a spouse/dornestjc partner under the Medical Plan and you become divorced or your 
domestic partner relationship ends, you inust drop coverage for your former spouse/domestic 
partner within 31 calendar days of the divorce or the date on which your domestic partner 
relationship ends Your former spouse/domestic paitner will then be notified that he or she may 
continue coverage through COBRA by contacting the COBRA administrator within 60 days of 
the qualifying event. 

See If a Dependent Reronies Ineligible for a description of what happens when you either do or 
do not rcporr youi divorce or the end of you1 domestic partner ielationship within 31 calendar 
days 

7'0 drop coverage for your former spouse/domestic partner. go to the niyl-1R l ink  on the Duke 
Energy Portal or contact the myHR Service Center 

If You Leave the Company 

if your employment with the Company terminates. your coverage under the Medical Plan will 
end, unless you elect IO continue coverage under COBRA or as an eligible retiree 
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See rf You Are Rehired for a description of what happens if you are reemployed by the Company 
after your termination of empioyment. 

COBRA Continuation Coverape 

Under COBRA (Consolidated Omnibus Budget Reconciliation Act), you, your spouse and 
eligible dependent children may elect to continue Medical Plan coverage if certain qualifying 
events occur. Although domestic partners are not entitled to COBRA continuation coverage 
under the terms of COBRA, to maintain consistent administration, Duke Energy will apply the 
same rules to a domestic partner as to a spouse. 

Continued Coverage for You 

You may continue coverage for yourself and your covered eligible dependents under the Medical 
Plan for up to 18 months if you lose coverage under the Medical Plan due to: 

e termination of your employment (for reasons other than gross misconduct), or 

a reduction of your work hours e 

Continued Coverage for Your Dependents 

Your covered dependents inay continue their coverage under the Medical Plan for up to 36 
months i f  they lose coverage as a result of your: 

e death, 

0 divorce, 

e termination of domestic partner status, 

dependent child ceasing to be a dependent as defined by rhe Medical Plan 

0 entitlement to Medicare, or 

e 

Newborn and Adopted Children 

If you give birth or adopt a child while you are on COBRA continuation coverage, you inay 
enroll your new child for COBRA coverage within 31 calendar days following the date of the 
birth or adoption. Youi newborn or adopted cliild will be a “qualified beneficiary-” lhis means 
that your child will have independent election rights arid multiple qualifying event rights (Refer 
to Mirltiyle Quali5in.g Events ) 

Bankruptcy Proceeding 

If you are a ietired employee and you or your eligible deperidenrs lose coverage resuiting from a 
bankruptcy proceeding against your Company, you may qiialify for continuation coverage under 
COBRA. 
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In Case of Disability 

YOU and your covered dependents may be eligible for up to 29 months of continued coverage if 
you or your dependents receive a determination from the Social Security Administration stating 
that you or your dependents were disabled at the time you elected COBRA coverage or at any 
time during the first 60 days of COBRA coverage. The disability must last at least until the end 
of the 18-month period of continuation coverage. 

YOU must notify the myHR Service Center in writing within the initial 18-month coverage period 
and within 60 days of the Social Security Administration’s determination Your verbal notice is 
not binding unt i l  confirmed in writing and the myHR Service Center receives a copy of the Social 
Security disability determination. You must also notifj, the myHR Service Center within 30 days 
of the date you are determined by the Social Security Administration to no longer be disabled. 

If You Become Covered by Medicare 

If you become entitled to Medicare while you are an active employee and you later experience a 
qualifying event (e& a termination of employment). you and your dependents may be eligible 
for continued coverage when the qualifying event occurs I f  COBRA is elected, coverage for 
your covered dependents will extend 36 months from the date you first became covered by 
Medicare or the maximum coverage period for the qualifying event (18 months in the case of 
termination of employment or reduction in hours) whichever is later. 

For example, suppose you are actively employed on January I ,  2009, when you reach age 65 and 
become covered under Medicaie If you terminate your employment (a qualifying event) 12 
months later on January I ,  2010, your eligible dcpcndcnts would be eligible for continued 
coverage until the later of 

a 36 months following the date you become covered for Medicare - January I ,  

18 months following your termination of employment - July I ,  20 1 1 

20 12; or 

a 

In this case, your eligible dependents would be eligible for continued coverage until January 1. 
2012 i f  COBRA continuation coverage is elected. 

Multiple Qualifying Events 

If your dependents experience more than one qualifying event while COBRA coverage is active. 
they may be eligible for an additional period of continued coverage not to exceed 36 monrhs f rom 
the date of the first qualifying event 

For example, if you teiniinate employment. you and your dependents may be eligible for 18 
months of continued coverage During this 18-month period. if your dependent child ceases to be 
a dependent under the Medical Plan (a second qualifying event), pour child may be eligible for a n  
additional period of continued coverage. This period would not exceed a total of36 months Itom 
[lie date of your termination (the first qualifying event) 
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Procedures to Obtain Continued Coverage 

Both you and the Company have responsibilities if qualifying events occur that make you or your 
covered dependents eligible for continued coverage. 

YOU or your covered dependents must notify the myHR Service Center within 60 days when one 
of these qualifying events occurs: 

you become divorced; 

8 your domestic partner relationship ends; 

your dependent child is no longer- considered an eligible dependent as defined by 

you become entitled to Medicare; 

you or an eligible dependent is determined to be disabled by the Social Security 

8 

the Medical Plan; 

D 

D 

Administration 

For other qualifying events, such as your death, termination of einployment or reduction in work 
hours, it is the Company’s responsibility to notify the COBRA administrator. 

Election Period 

Duke Energy’s COBRA administrator will notify you or your covered dependents of your right to 
elcct continued coverage.. Each qualified beneficiary has independent election rights and has 60 
days to elect coverage, beginning on the later of 

e the date coverage terminates by reason of the qualifying event, or 

the date notification of the right to elect continued coverage is mailed to you and 0 

your covered dependents 

Type of Coverage 

If you choose continued coverage, you will initially have the same medical coverage you had on 
the day before your qualifying event. During your COBRA continuation period, any changes to 
the medical coverage of similarly situated active employees will also apply to your medical 
coverage as a COBRA qualified beneficiary. In addition, if your COBRA continuation period 
extends into a future plan year. you will be able to change your Medical Plan COBRA election 
for the following plan year during annual enrollment to the same extent that similarly situated 
active employees are able ro change their Medical Plan elections for the following plan year 
during annual enrollment. 

Cost 

You and your covered dependents will be required to pay 702% of the full group cost for your 
continued coverage The 2% is used to cover administrative fees The contributions are paid on 
an after-tax basis 
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You will be asked to pay for coverage in monthly installments. Your first payment will be 
retroactive to the date of your qualifying event and will be due no later than 4.5 days after the date 
you elected continued coverage. Coverage will be effective once the initial premium is paid. 
Once payment is received, notification of coverage will be passed on to the applicable Claims 
Administrator You may refile claims that may have been denied between your benefits 
termination and your election to continue coverage. You will  be required to make monthly 
payments thereafter, with a 30-day grace period. If the cost or benefits change in the future for 
active employees. the changes will also affect continued coverage under COBRA. You will be 
notified prior to any changes in the cost or benefits associated with your coverage. 

Termination of Continued Coverage 

COBRA coverage automatically ends if any of the following occurs: 

0 The COBRA participant fails to make the required contribution on time; 

The Company terminates the Medical Plan for all employees; or e 

a The COBRA participant becomes covered under another group medical plan (as 
an employee or otherwise) after the election of COBRA coverage. (If the other 
plan limits coverage of n pre-existing condition, COBRA coverage may be 
continued in certain circumstances). 

Pre-existing Condition Limitation 

I f  you become covered under another group medical plan and are affected by a pre-existing 
condition limitation under that plan, COBRA coverage may continue for that condition until you 
have satisfied the pre-existing condition limitation, as long as you remain within the COBRA 
period. When you are eligible for full benefits under your new plan, your COBRA coverage will 
be terminated. 

Conversion Privilege 

The Medical Plan has no conversion privilege This means that you are not able to convert your 
coverage under thc Medical Plan to an individual policy upon your termination from the 
Company or when coverage ends 

Medical Child Support Orders 

I f  the Company receives notification that, as a result of a Qualified Medical Child Support Order, 
you at-e required to provide Medical Plan coverage for a dependent child, the Company will. 

0 Noti& you (and any other person named in the order) of receipt of the order; and 

Within a reasonable period of time (up to .30 days), determine i f  the child is e 

eligible for coverage undcr the Medical Plan and notify you in writing of the 
decision 

As appropriate to the court order. the child will be enrolled for medical coverage, unless there are 
legal proceedings that dispute the determination. I f  the court order is disputed, claims processing 
will be delayed until the dispuie is resolved. 
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If the child's covered expenses are paid by a custodial parent or legal guardian who is not a 
participant in the Medical Plan, reimbursement of these expenses will be made directly to the 
custodial parent OJ legal guardian i f  required by the order. Custodial parents and legal guardians 
may also sign claim forms and assign benefits to providers. 'The Claims Administrator will send 
notification of payment to providers to the custodial parent. 

If you do not comply with the procedures required by the order, the Company may change your 
coverage status to that required by the court order and deduct the appropriate contributions from 
your pay at the direction of the court. 

As a participant in the Medical Plan, please follow these guidelines: 

0 File accurate claims. 
your behalf, you must review the form before you sign it. 

Make sure that 
bcncfits have been paid correctly based on your knowledge of the expenses 
incurred and the services rendered 

I1 someone else (other than the provider) files a claim on 

0 Review the explanation of benefits when i t  is returned to you 

0 Never allow another person to seek medical treatment under your identity. 

Provide complete and accurate information on claim forms and any other forms: 0 

answer all questions to the best of your knowledge. 

You must notify the applicable Claims Administrator if a provider. 

0 Bills you for services or treatment that you have never received. 

Asks you to sign a blank claim form. 

Asks you to undergo tests that you feel are not needed. 

0 

0 

Any covered person who knowingly intends to defraud the Medical Plan will be considered guilty 
of fraud i f  you are concerned about any of the charges that appear on a bill or explanation of 
benefits form or if -  you know of or suspect any illegal activity, call the applicable Claims 
Administrator at the toll-free number on your I.D. card. All calls are strictly confidential. 

0 t h e r I in p o r t a n t In form a ti o n 

Plan Sponsor 

Duke Eiieigy Corporation is the sole sponsor of the Medical Plan 
telephone number and employer identification number (EIN) are 

The company address. 

Duke Enei gy Corporation 
526 South Church Stieet 
Chai lone, NC 28202 
703-594-6200 
FIN. 20-27772 18 

22 



Lase No. 2009-00202 
STAFF-DR-01-03!) ! Page 730 of 1661 

Identification Nurn bers 

If you need to correspond with the federal government about the Medical Plan, you should 
include in the correspondence the Duke Energy Corporation EIN and the plan number assigned to 
the Medical Plan. The plan number assigned to the Medical Plan is 502. 

Funding 

Benefits under the Medical Plan generally are provided froin funds held by trustees. All Medical 
Plan claims except for post-retirement coverage for non-key employees are paid froin the Duke 
Energy Corporation Welfare Benefits Trust VEBA I with Mellon Bank NA as trustee. Claims for 
post-retirement coverage for non-key employees are paid from the Duke Energy Corporation 
Post-Retirement Medical Benefits Trust VEBA 11 with Mellon Bank, NA as trustee The address 
for Mellon Bank, NA is. 

Mellon Bank, NA 
One Mellon Bank Center 
Pittsburgh, PA 15258 

The Company may also provide benefits under the Medical Plan through insurance or from its 
general assets, and map also transfer assets from the 401(h) retiree account under the Duke 
Energy Corporation Master Retirement Trust to the Medical Plan to provide benefits for post- 
retirement coverage for non-key employees. 

Pla ti Ad niinist ra t or 

The Plan Administrator for the Medical Plan is the Duke Energy Benefits Committee The 
Benefits Committee has responsibility and authority to control and manage the operation and 
administration of the Medical Plan, except to the extent delegated or assigned to others. 

The Benefits Committee may assign or delegate any oi its authority or duties to others. The 
Benefits Committee has appointed the Claims Committee, which serves as Denied Claim 
Reviewer for claims as to whether an individual is eligible to participate in or obtain coverage 
under, or whethei an eligible individual is enrolled for participation in or coverage under, the 
Medical Plan or any coverage option under the Medical Plan. The Benefits Committee and the 
Claims Committee may be contacted as follows: 

Benefits Committee Claims Committee 
Duke Energy Corporation 
400 South Tryon Street, ST06 
Charlotte, NC 28285 

Duke Energy Corporation 
400 South Tryon Street. ST06 
Charlotte, NC 28285 

704-594-6200 704-594-6200 

l'he Benefits Committee has appointed the Claims Administrators, which serve as Initial Claim 
Administrators and Denied Claim Reviewers for claims for benefits under the Medical Plan The 
Claims Administrators may be contacted at the addresses listed in the Medical Plan booklets 
You can also obtain additional information by contacting the myHR Service Center 
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The Benefits Committee, the Claims Committee and the Claims Administrators, each within its 
area of authority and responsibility, have power and discretion to construe and interpret the 
Medical Plan and to make factual determinations 

Tnvestment Committee 

The named fiduciary for the maintenance and investment of the plan assets that are held in the 
Duke Energy Corporation Welfare Benefits Trust VEBA 1 and the Duke Energy Corporation 
Post-Retirement Medical Benefits Trust VEBA I 1  is the Duke Energy Investment Committee. 
The Chief Executive Officer of Duke Energy Corporation, or its delegate, appoints the Chairman 
of the Investment Committee. who in turn appoints the other members of the Investment 
Com rn ittee. 

The Investment Committee oversees tlie maintenance and investment of plan assets lor which it is 
named fiduciary, selects investment managers and collective investment funds, ~SSLICS investment 
guidelines and objectives and monitors investment performance. The Investment Committee may 
be contacted through the following address. 

Investment Commit tee 
General Manager, Long Term Jnvestments 
Duke E n e r a  Corporation 
52G South Church Street, ECO.12 
Charlotte. NC 28202 

Plan Year 

The plan year for the Medical Plan is January 1 through December 3 I 

Service of Legal Process 

The person designated for service of legal process upon the Medical Plan is: 

Vice President, L,egal 
1.39 East Fourth Street - Room 2.5 AT11 
P.O. Box 960 
Cincinnati, OH 45201-0960 
(5 13) 4 19-1 851 

Legal process may also be served upon [he Medical Plan’s trustees, i f  applicable, or upon the 
Benefits Committee as Plan Administrator 

Affiliated Employers of the Company That Have Adopted the Medical 
Plan 

Contact the myHR Service Center for information regarding affiliated employers of Duke Energy 
that have adopted the Medical Pian. 
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Claim Determination Procedures Under EFUSA 

The following are two different types of claims that may be made under the Medical Plan: 

claims for Medical Plan benefits; and 

under, or whether an eligible individual is enrolled for participation in or 
coverage under, the Medical Plan or Medical Plan option (referred to as an 
“Eligibility or Enrollment Claim”). 

e claims as to whether an individual is eligible to participate in or obtain coverage 

Claims for Medical Plan Benefits 

The Claims Administrators for your Medical Plan options have the authority to decide initial 
claims for Medical Plan benefits, as the Initial Claim Administrators, and denied claims for 
Medical Plan benefits on review, as the Denied Claim Reviewers The Company has no 
discretionary authority with respect to claims for Medical Plan benefits. 

Claims submission procedures for your Medical Plan benefits are described in the Medical Plan 
booklets for the Medical Plan options in which you participate. You can also obtain additional 
infoniiation by calling the myHR Service Center. To file a valid claim for Medical Plan benefits, 
you (or your authorized representative) must follow the claim submission procedures for the 
Medical Plan as described in the Medical Plan booklets applicable to the Medical Plan options in 
which you participate and any updating marerials. 

Eligibility or Enrollment Clainis 

AiJthOrity io decide an Eligibility or Enrollment Claim is assigned for initial claims to Duke 
Energy Human Resources. which is the Initial Claim Administrator. Human Resources has 
delegated its authority to the Hewitt Associates Benefits Determination Review Team For 
denied claims on review, authority is assigned to the Duke Energy Claims Committee, which is 
the Denied Claim Reviewer 

To file a valid Eligibility or Enrollment Claim, you (or your authorized representative) must 
follow the claim submission procedures foi the Medical Plan as described in this General 
Information booklet and any updating materials 

Initial Claim 

I f  you have an Eligibility or Enrollment Claim. you (01 your authorized representative) rnust 
submit a claim initiation form. This form can be obtained by calling the myHR Service Center. 

The claim form must be submitted in  writing to the address on the form and include- 

* A statement that the claim is a “Claim for Eligibilitp/Eiirollinen~“ and 
identification of the Medical Plan; 

e Your name: Social Security number. mailing address and daytime telephone 
number: 
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e A complete description of the claim, including the eligibility/enroHment issue 

Dependent information, if applicable; and 

Any additional information you want considered. 

presented; 

e 

e 

A “Claim for Eligibility/E,nrollment” must be received by the Benefit Determination Review 
Team within 90 days after the end of the plan year in which you are claiming 
el igi bi 1 ity/enrol I ment should have occur red. 

The Benefits Determination Review Team will notify you or your representative of the 
determination within 30 days after receiving the request. However, if more time is needed to 
make a determination due to matters beyond the Benefit Determination Review Team’s control, i t  
will notify you or your representative within 30 days after receiving the request. The extension 
notice will include the date a determination can be expected, which will be no more than 45 days 
after receipt of the request 

If more time is needed because necessary information is missing from the request, the notice will 
also specify what information is needed. The determination period will be suspended on the date 
the Benefits Determination Review Team sends such a notice of missing information, and the 
determination period will iesume on the date you or your reprcscntative responds to the notice 
You will have 45 days to respond to the request for information 

Adverse Determination 

In the event 0 1  an adverse eligibility or enrollment determination, in whole or in part, you (or 
your authorized representative) will be notified of the adverse determination in writing. 

A n  adverse determination notification ror an Eligibility or Enrollment Claim will contain: 

0 the specific reason or reasons for the adverse determination; 

rcference to the specific plan provisions on which the determination is based; 

a description of any additional material or information necessary to perfec.1 the 

a description of the Medical Plan’s review procedures and the t ime limits 

0 

e 

claim and an explanation of why such material or information is necessary; 

applicahle, including a statement of a claimant’s rights to bring a civil action 
under section 502(a) of ERISA following an adverse determination on appeal; 

making the adverse determination, either the specific rule, guideline, protocol or 
other similar criterion (or a statement that such a rule, guideline, protocol or 
similar criterion was relied upon in making the determination) and that a copy of 
such rule, guideline, protocol, or criterion will be provided free of chargc upon 
request, and 

e 

, 

0 i f  an internal rule, guideline, protocol or other similar criterion was relied on in 

e if the adverse determination is based on a medical necessity or experimental or 
investigative treatment, either a clinical or scientific explanarion of the 
detei.mination. applying the terms of the Medical Plan to you1 medical 
circumstances, or a statement that such clinical or scientific explanation will be 
provided free of charge upon request. 
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Appeal of Adverse Determination 

if you disagree with an adverse eligibility or enrollment determination, you (or your authorized 
representative) can request a review of the initial detemiination by submitting a written request to 
the Claims Committee within 180 calendar days after receipt of the adverse determination. 

A request to the Claims Committee must be submitted in writing to: 

Claims Committee 
Duke Energy Corporation 
400 South Tryon Street, ST06 
Charlotte, NC 28285 

When reviewing an adverse determination that has been appealed, any new information that you 
provide that was not available or utilized when the initial determination was made will be 
considered. Someone other than an individual involved in the initial determination, or a 
subordinate of such individual. will make the determination on appeal. 

You will be notificd regatding the decision on your claim within 60 days. The determination of 
your appeal will be in writing and, if adverse, will contain the following: 

0 the specific reasons for the adverse determination of your appeal, 

reference to the specific plan provisions on which the determination of your 

a statement regarding your right, upon iequest and free of charge. to access and 

0 

appeal is based, 

tcceive copies of documents. iecords and other information relevant to the claim, 
0 

0 

a statement regarding your right to sue under Section 502(a) of ERISA following 
an adverse determination on your appeal and about any available voluntary 
alternative dispute resolution options; 

if an intei,nal rule, guideline, protocol or other similar criterion was relied on i n  
making the adverse determination, either the specific rule, guideline, protocol or 
other similar criterion (or a slatement that such a rule, guideline, protocol or 
similar criterion was relied upon in making the determination) and that a copy of 
such rule, guideline, protocol, or criterion will be provided free of charge upon 
I equest: 

if  the adverse determination is based on a medical necessity or experimental or 
investigative treatment, either a clinical or scientific explanation of the 
determination, applying the terms of the Medical Plan to your medical 
circumstances, 01’ a statement that such clinical or scientific explanation will be 
provided free of charge upon request; and 

the statement: “You and your plan may have othei voluntary dispute resolution 
options, such as mediation One way to find out what may be available is to 
contact your local U.S Depar-lment of Labor Office and your state insurance 
I egulatory agency ’’ 

After completing a l l  mandatory appeal levels. you have the right to further appeal adverse 
detcrminattons by bi inging a civil action under ERISA Please refer to the Statenlei71 of ERISA 
Righ/s section below 
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For additional information on filing an Eligibility or Enrollment Claim or filing an appeal of an 
adverse determination. you should contact the Claims Committee. 

Legal Action 

You have the right to bring a civil action under section 502(a) of' ERISA if you are not satisfied 
with the outcome of the Appeals Procedure. You may not initiate a legal action against the 
Claims Administrators. the Medical Plan, the Company, or the Plan Administrator until you have 
completed appeal processes. No legal action may be brought more than one year following a 
final decision on the claim under the appeal processes. If a civil action is not filed within this 
period, your claim will be deemed permanently waived and abandoned, and YOU will be precluded 
from reasserting it. 

Disc ret ion a r y  A u t h o ri t y 

Authority to decide initial claims (including clairns for Medical Plan benefits) under the Medical 
Plan and denied claims on review (including denied claims for Medical Plan benefits on review) 
under the Medical Plan includes the full power and discretion to interpret Medical Plan provisions 
and to make factual determinations, with the Initial Claim Administratois' and Denied Claim 
Reviewers' decisions, interpretations and factual determinations controlling. Requests for 
inforinatjon regarding individual claims, or review of' a denied claim, are to be directed in  writing 
and properly addressed to the particular entity identified as  having the authority to decide the 
initial claim, or to decide the denied claim on review 

Right to Change or Terminate the Medical Plan 

Duke Energy reserves the right to amend or terminate the Medical Plan in any respect and at any 
time. For example. the Medical Plan may be discontinued in part or in its entirety, or what the 
Medical Plan or Medical Plan option coveis or what benefits it provides may be changed. Cost 
sharing between the Company and covered individuals is also subject to change, which may 
include initiating or increasing conti iburions required of employees, retirees, other former 
employees and their dependents 

I'he amendment or termination of the Medical Plan may affect the benefits or benefit coverage 
not only of active employees (and their dependents), but also of former active employees who 
retired, became disabled, died or wliosc Company employment has otherwise terminated (and 
their dependents), and also of any covcrcd person who began receiving benefit coverage or 
payments prior to the amendmenl or termination I f  such a termination or amendment occurs, 
affected participants will be notified The right to amend or terminate the Medical Plan may be 
exercised by the Board or  Directors. or i1s authorized delcgates, and any amendment shall be in 
writing. 

In the event of a cornplcte termination 01 the Medical Plan. eligible claims for Medical Plan 
benefits will be paid by the Duke Cilcigy Coiporation Wclfarc Benefits Trust VEBA 1, the Duke 
Energy Corporation Post-Retiiement Medical Bcnefits Trust VEBA I I  and/or the Duke Energy 
Corporation Master Retiiement Triisl - 301(h) Account. as applicable. to the extent that funds are 
available 



Case No. 2009-00202 

Page 736 of 1661 
STAFF-DRDl-039 I 

Statement of Rights 

AS a participant in the Medical Plan you are entitled to certain rights and protections under the 
Employee Retirement Income Security Act of 1974 (ERISA). ERISA provides that all Medical 
Plan participants shall be entitled to: 

Receive Information About Your Plan and Benefits 

* examine, without charge, at the Plan Administrator’s office and at other specified 
locations, such as worksites and union halls, all documents governing the 
Medical Plan, including insurance contracts, collective bargaining agreements 
and copy of the latest annual report (Form 5500 Series) filed by the Medical Plan 
with the U.S. Department of Labor and available at the Public Disclosure room 
of the Employee Benefits Security Administration 

governing the Medical Plan, including insurance contracts and collective 
bargaining agreements, and a copy of the latest annual report (Form 5.500 Series) 
and updated sumniary plan description. ‘fhe Plan Administrator may make a 
reasonable charge for the copies. 

The Plan 
Administrator is required by law to furnish each person under the Medical Plan 
with a copy of this summary financial report. 

medical child support order (QMCSO). 

0 obtain, upon written request to the Plan Administrator, copies of documents 

m receive a summary of the Medical Plan’s annual financial report. 

m obtain a copy of the Medical Plan’s procedures for deteiniining a qualified 

Continue Group Health Plan Coverage 

m continue health care coverage for yoursell: your spouse’ or dependents if there is 
a loss of coverage under the Medical Plan  as a result of a qualifying event. You 
or your dependents may have to pay for such coverage. Review this summary 
plan description and the documents governing the Medical Plan on the rules 
governing your federal continuation coverage rights. 

c,onditions under your group health plan. if you have creditable coverage from 
another plan. Yoti should be provided a certificate of creditable coverage, free of 
charge, from your group hcalth plan or health insurance issuer when you lose 
coverage under the plan, when you become entitled IO elect federal continuation 
coverage, when your federal continuation coverage ceases. if‘  you request it  
before losing coverage, or if you request i t  up 10 24 months after losing coverage. 
Without evidence of creditable coverage? you may be subject to a preexisting 
condition exclusion l o r  12 months ( 18 months for late enrollees) after your 
eniollment date in your coverage. 

reduction or elimination of exclusionary periods of coverage for preexisting 

__ 

’ Additionally. the Company exiends contiiiuatioii of  coverage under  CORIIA to covered doinestic partners 
i f  they lose eligibility for coverage in certain situations 
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Prudent Actions by Plan Fiduciaries 

In addition to creating rights for plan participants: ERISA imposes duties upon the people 
responsible for the operation of the Medical Plan. The people who operate your Medical Plan. 
called “fiduciaries“ of the Medical Plan, have a duty to do  so prudently and i n  the interest of 
you and other Medical Plan participants and beneficiaries No one, including the Company, 
your union, or any other person may fire you or otherwise disciiminate against you in any 
way to prevent you from obtaining a welfare benefit or exercising youi rights under ERISA. 

Enforce Your Rights 

If your claiin for a welfare benefit is denied or ignored, you have a right to know why this 
was done, to obtain copies o f  documents relating to the decision without charge, and to 
appeal any denial: all within certain time schedules.. 

Under ERISA, there are steps you can take to enforce the above rights. For instance, i f  you 
request a copy of Medical Plan documents or the latest annual report from the Medical Plan and 
do not receive them within 30 days, you may file suit in a federal court In such a case, the court 
may require the Plan Administrator to provide the materials and pay you up to $ I  10 a day until 
you receive the materials, unless the materials were not sent because of reasons beyond the 
control of the Plan Administrator. If you have a claim for benefits which is denied or ignored, in 
whole or in part, you may file suit in a state or federal court once you have exhausted the Medical 
Plan’s claims procedures. 

In addition, if you disagree with the Medical Plan’s decision or lack thereot concerning the 
qualified status of a medical child support order, you may file suit in federal court If  it should 
happen that plan fiduciaries misuse the Mcdical Plan’s money, or if  you are discriminated against 
for asserting your rights, you may seek assistance from the US. Department 0 1  Labor, or you may 
file suit in  a federal court. The court will decide who should pay court costs and legal fees If 
you are successfill, the court may order the person you have sued to pay these costs and fees If 
you lose, the court may order you to pay these costs and fees, for example i f  i t  finds your claim is 
frivolous. 

Assistance with Your Questions 

I f  you have any questions about your plan, you should contact the Plan Administrator If you 
have any questions about this statement or about your rights under ERISA,  or if you need 
assistance in obtaining documents from the Plan Administrator, you should contact the nearest 
office of the Employee Benefits Security Administration, U.S. Departwent 01‘ Labor listed i n  your 
telephone directory or the Division of Technical Assistance and Inquiries, E.mployee Benetits 
Security Administration, U.S Department of  Labor, 200 Constitution Avenue N.W.. Washington. 
n..c. 2021 0 You map also obtain certain publications about your rights and iesponsibilities 
under ERlSA by calling the publications hotlinc of the Employee Benefits Security 
Administration 

I t  is your responsibility to make sure that your benefits records are coi-reCt and  thai the personal 
information needed I O  administer your benefits is current. Promptly review any confirmation and 
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other benefit statements carefully, and immediately advise the myHR Service Center, if 
applicable, if you believe there is an error. If you move, marry, divorce, or gain a new child, or if 
your child marries, ceases to be a full-time student or is otherwise no longer an eligible 
dependent, contact the myHR Service Center as soon as possible. Certain worldlife events allow 
you to change benefit elections that you previously made, but to do so. you must make the benefit 
election change within 3 I calendar days of the worldlife event. 

A Final Note 

Although this SPD describes the principal features of the Medical Plan that are generally 
applicable, i t  is only a summary The complete piovisions of the Medical Plan are set forth in the 
plan documents, which are available upon request from Duke Energy Human Resources A n  
SPD is an overview and is written to be read in its entirety. Descriptions of Medical Plan features 
should not be taken out of context Inquiries about specific situations should be directed in 
writing to Duke Energy Human Resources Changes to the Medical Plan, pending revision of the 
SPD, will be communicated in benefit newsletters, letters, Duke Energy Portal announcements 
and/or enrollment materials. In the event of a conflict between this SPD or any other 
communication regarding the Medical Plan and the plan documents themselves. the plan 
documents control. Remember, the Medical Plan may be amended only by proper corporate 
action and not by oral or written communications about benefits under the Medical Plan. 

Neither the Medical Plan, this SPD, nor your Medical Plan participation is an employment 
contract, and does not give any employee the right to continue to be employed by the Company 
Employees may resign and are subject to discipline, discharge or layoff as i f "  the SPD had never 
been published and the Medical Plan had never gone into effect 
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BENEFIT BOOKLET 
This benefit booklet describes benefits provided under the Duke Energy Medical Plan 
Exclusive Provider Organization (EPO) option (the Pkm). Blue Cross and Blue Shield of 
North Carolina provides administrative claims payment services only and does not assunie 
any financial risk or obligation with respect to claims. Please read this benefit booklet 
carefully. 
The benefit plan described in this booklet is an employee health benefit plan, subject to the 
Employee Retirement Income Security Act of 1974 (ERISA) and the Health Insurance 
Portability and Accountability Act of 1996 (HIPAA). Conditions, limitations and 
exclusions are set forth in  this benefit booklet for easy reference. 
In the event o fa  conflict between this benefit booklet and the terms in the Plcin document, 
the Plan document will control. 

Blue Cross and Blue Shield of North Carolina is an independent licensee of the Blue Cross and 
Blue Shield Association. 
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OPT1 0 N SSM Duke Energy Medical Plan 

ro eference - Toll Free Phone Numbers, Web Site and Addresses 

BCBSNC Web Site 
www. bcbsnc.com/members/duke-energy 

Member Services Web Site 
www. bcbsnc.conl/members/u ke-energy 

BCBSNC Customer Service 

8 a.m-8 p m., Monday-Friday, except holidays 

Magellan Behavioral Health 

1-888-554-3202 

1-800-359-2422 

Blue Card‘@ PPO Program 
I -800-810-BL.UE (2583) 

Medical Claims Filing: 
BCRSNC Claims Department 

PO Box 3.5 
Durham. NC 27702-0035 

AddlRernove Someone From Your Policy 

r: 
5’ 
5r;’ 
J;d 
% 

To find a network provider by location or specialty, 

to administer your bcnefits, obtain claim forms, access 

get general benefit information, search through our 
corporate medical policies to see medical criteria used 

information about all the Blue Extrass” discounts, 
”proof of coverage” portability certificates and more. 

To enroll in a safe and secure customcr service web 
site to: Check claim status, verify benefits and eligibility 
or request a new ID card 

For questions regarding your benefits, claim inquiries 
and new ID card requests 

s 
C J  
CD 

For mental health and substance abuse inpatient and 
outpatient pre-certification. Note: You do  not need 
certification for office visits. 

To find a participating providcr 

Mail completed medical claims to this address 

Contact Duke Energy’s myHR Service Center at 
1-888-46.5- 1300 

Your plan for better health? b c b s n c . c o m  

4 
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lue OPTIONS'" Duke Energy Medical Plan 

Tips for Getting the Most 
ut of Your Health Care He 

Manage your out-of-pocket costs by managing 
the locations in which you receive care 

Generally speaking, care received in a doctor's office is the most cost-effective for you, followed by hospital 
oulpatjcnt services. Hospital inpatient services often bear the highest cost In addition, remember that 
in-network care (services horn a BCBSNC participating provider who agrees to charge specified rates) will 
cost you less than similar care provided by an out-of-network provider. Know what your financial 
responsibility is before receiving care 

Pick a primary care physician 

While our products do  NOT require you to have a primary care physician, we strongly urge you to select 
and use one. A primary care physician informs you of your health care options, documents your care, and 
maintains your records for you. In addition, they save you time and unnecessary copayments by 
recommending appropriate specialists, coordinating your care with them, and infoiming them of things 
such as your medical history and potenlial drug interactions 

Understand your health care plan 

The more you know about your benefits, the easier i t  will be to take control of your health L.et BCBSNC 
help you understand your plan and use it effectively through our  customer-friendly Web site 
(www.bcbsnc.com/members/duke-energy), toll free Customer Service line ( 1-888-554-3202). 

Your pian for better health"." b c b s n c . c o m  
4 
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MEMBER RIGHTS AND RESPONSlBILITlES 
As a BIIM Cross arid Blue SJiietd of North Carolina member, you have the right to: 

Receive, upon request, information about Blue Options including its services, doctors, a benefit booklet, 
benefit summary and directory of in-network providers 
Receive courteous service from BCBSNC 
Receive considerate and respectful care from your in-network providers 
Receive the reasons for RCBSNC's denial of a requested treatment or health care service, including 
(upon request) an explanation of the Utilization Management criteria and treatment protocol used 10 
reach the decision 
Receive (upon request) information on the procedure and rnedical criteria used by BCBSNC to 
determine whether a procedure, treatment, facility, equipment, drug or device is investigational, 
experimental or requires prior approval 
Receive accurate, reader-friendly information to help you make informed decisions about your health 
care 
Participate actively in all decisions related to your health care 
Discuss all treatment options candidly with your health care provider regardless of cost or benefit 
coverage 
Expect that measures will be taken to ensure the confidentiality of your health care information 
File a grievance and expect a fair and efficient appeals process for resolving any differences you may 
have with BCBSNC 
Be treated with respect and recognition of your  dignity and right to privacy 
Voice complaints or appeals about the organization or the care it provides 
Make recommendations regarding the organization's members' rights and  responsibilities policies 

As a Blue Cross nnd RIue Shield of North Carolina member, you have tJw responsibility to: 
Present your 1D card each tirne you receive serviccs 
Give your doctor permission to ask for medical records from other doctors you have seen. You will be 
asked to sign a transfer of medical records authorization form. 
Read your Blue Options benefit booklet and all other Blue Options member materials 
Call BCBSNC Customer Services if you have a question or do  no1 understand the material provided by 
BCBSNC 
Follow the course of treatment prescribed by your doctor.. If you choose not to comply, tell your doctor. 
Provide complete information about any illness, accident or health care issues to BCBSNC and 
providers 
Make and keep appointments for non-emergency medical care If  i t  is necessary to cancel an 
appointment, give the doctor's office adequate notice. 
Participate in understanding your health problems and the medical decisions regarding your health care 
Be considerate and courteous to Blue Options providers, their staff and BCBSNC representatives 
Notify your employer and BCBSNC i f  you  have a n y  olher group coverage 
Notify your group administrator of any changes regarding dependents and marital status 
Protect your ID card from unauthorized use 

Your plan for better health'." b c b s n c .  c o r n  

k 
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LCOME TO BLUE OPTIONS 

Welcome to Blue Cross and Blue Shield of North Carolina's Blue Options plan! 
As a member of the Blue Options plan, you will enjoy quality health care from a network of health careproviders 
and easy access to it?-iietwork speciniists. There are no  benefits for services from our-of-)letwork providers. You may 
verify a North Carolina provider's participation by calling Customer Services at the number given in "Whom DO I 
Call?' 
You may receive, upon request, information about Blue Options, its services and doctors, including this benefit 
booklet with a benefit summary, and a directory of in-network providers 
How To Use Your - Blue . Options .. ___ -- Benefit -- Booklet - 

This benefit booklet provides important information about your benefits and can help you understand how to 
maximize them.. Please read i t  carefully. 
If you are trying to determine whethei covcrage will be provided for a specific service, you may want to review all of 
the following: 

"Summary of Benefits" to get an overview o f  your specific benefirs, such as deductible, coinszrrance and 
maxim urn  a mo  u n is 
"Covered Services" to get more detailed information about what is covered and what is excluded from coverage . "Utilizntioii Maiingemeizt" for important information about when prior review and certrjication are required - "What Is Not Covered?" to see general exclusions from coverage. 

I f  you still have questions, you can call BCBSNC Customer Services a t  the number listed on your I D  Card or in 
"Whom D o  I Call?" and get further information 
As you read this benefit booklet, keep in mind that any word you see in italics (italics) is a defined term and will 
appear in "Definitions" a t  the end of this benefit booklet 
You will also want to review the following sections of this benefit booklet. . 

Notice For Non-English__Speaking-Meq.x?rs 

"How Blue Options Works" cxplains the coverage fevels availii bfe to you 
"What If You Disagree With A Decision?" explains the rights available to you when BCBSNC makes a decision 
and you do not agree. 

This benefit booklet contains a summary in English of your' rights and benefits under the Plan. I f  you have difficulty 
understanding any part of this benefit booklet, contact RCBSNC Customer Service to obtaiii assistance. 
AVlSO PARA AFlLlADOSQUE NO MABLAN INGLES 
Este manual de beneficios contiene un  resumen en inglcs de sus derechos y beneficios que le ofrece el Plan Si usted 
tiene dificultad en entender alguna seccion de CSIC manual. por favor llame al RCRSNC Customer Service para 
recibir ayuda. 
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WHOM DO I CALL? 

BCBSNC Web Site 
To view your claims, get Plati information, claim forms, health and wellness information, find a doctor. change your 
address, and request new ID cords, visit the BCBSNC Web site: rvww.bcbsnc.comlntembers1duke-energy 
BCBSNC Customer Service 
For  questions about your benefits o r  claims, ID curdrequests, or to voice a complajnt: 
BCBSNC Customer Service. . . .  " . . I . , . I I ., . . .  , I . . .  I . .  I . .  . . . .  ... I 1-888-554-3202 (toll free) 
Mental Health And Substance Abuse Services 
Companies who have signed contracts with BCBSNC administer these benefits. You must contact these vendors 
directly and request prior review for inpatieiir and oulpatietzt services, except for office visit services and in 
emergencies. In the case of an ernergeiicy, please notify the vendor as soon as reasonably possible: 
Magellan Behavioral Health I I . . .  I .. , " , I , , 1-800-359-2422 (toll free) 
HeaIthLine Blue 5M 

To receive confidential, up-to-date health idormat ion  24 hours a day from specially trained nurses: 
HealthLine Blue , . .  . I . , . . " , I I , I - .  " . "  . , . 1-877-477-2424 (toll free) 
C 0 BRA Ad m in i st r a g r  
U M R .  I . . . .  . .  I I I .. . . . .  I . ,. . I . . . . .  I . .  , I 1-800-523-3578 (toll free) 
Prior Review 
Some services require prior review and certificarioti by BCBSNC. The list of these services may change from time to 
time. Please visit the BCBSNC Web site at www.bcbsnc.corn/rnembers/duke-energy or call BCBSNC Customer 
Service at the number listed above for current information about which services require prior review. See 
"Prospective ReviewlPrior Review" in "Urilirciriori i\.lanugenienr" for information about the review process. To 
request prior review, call.: 
Providers . . . . . . .  . . . .  ̂ " "  . . . .  " ^ ^ .  . .  . ,  " . .  " . " . .  . . I 1-800-214-4844 (loll free) 
Meinbers . , . I I , , .. , . .  , I . , I I . . . .  . .  I . . .  I . .  , I . .  " . .  . , . " . . .  I . . . .  1-877-258-3334 (toll free) 

. . . . .  . .  . . . . . . . . . . .  
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In-neiworlcproviders are health care professionals and facilities that have contracted with BCBSNC, or providers 
participating in the BlueCard PPO program, In-nerwork providers agree to limit charges for covered services to the 
allowed m o u n t .  If the billed amount is greater than the allowed amount, you are not responsible for the difference.. 
YOU pay only the applicable copaymenr or coimiirance, and noncovered expcnses. Your in-network provider is 
required t o  use the Blue Options network hospiial where he/she practices, unless that hospiral cannot provide the 
services you need. 
Your ID cardgives you access to participatingproiiiders outside the state of North Carolina through the Blue 
Options program. Your ID card tells participatiiigproviders that you are a nwniher of BCBSNC. When you use a 
provider participating in the local Blue Cross or Blue Shield Plan'sprovider network, benefits are provided at  the 
i n - n e ~ o r k  copaynrent or coins~iraiice. 
You are not required to obtain any referrals to see an in-neiwork provider. 111-neiwork providers will file claims for 
you. It is the member's responsibility to request prior revfew when necessary. Prior review is not iequiied lor a n  
emergency. 
The list of in-izerivorkproviners may change from time to time. Iii-netivorkprovider.~ arc listed on the BCBSNC Web 
site at www.bcbsnc.corn/mernbers/duke-energy or call RCBSNC Customer Service at  the number listed in "Whom Do 
I Call?" Please note that dentists and orthodontists d o  not participate in the provider network. 
gut-Of-Network Benefits 
There are no benefits for services from ou/-ofi~etivork providers 
Out-Of-Network Benefit Exceptions ____  

In an emergency, in situations where in-network providers are not reasonably available as determined by BCBSNC's 
access to care standards, or in continuity of care situations, ortr-o/-wiivork benefits wJll be paid a t  your in-ne/work 
copnynzent or coinsiirance and will be based on the billed amount. However, you may be responsible for charges 
billed separately by the provider which are not eligiblc for additional reimbursement.. If y o u  are billed by the 
provider, you will be responsible for paying the bill and filing a claim with BCRSNC. 
For more information, see "Eincrgency Care," "Continuity 01 Care'' in "Iliili~larion illunageniei~r," and for 
information about BCBSNC's access to care slandards, see the BCBSNC Web sitc a t  
www.bcbsnc.corn/mernberslduke-energy. If you  believe an in-netiuork provider is not reasonably available, you can 
help assure that benefits are paid at the correct benefit level by calling BCBSNC bcfore receiving care from an 
oirt-of-net work provider. 
The Role Of A Primary Care yro~!@er (PCP) Or Specialist 
It is important for you to maintain a relationship with a PCP, wlio will help you manage youi hcallh a n d  help you 
make decisions about your health care. If you change PCI'F, be sure to have your medical records transferred, 
especially imrn~initation records, to pi ovide your new doctor with your medical history.. Y OLI should participate 
actively in  all decisions related to your  health care and discuss all treatment options with your health cai'c provider 
regardless of cost or benefit coverage PCPs are trained to deal with a broad range of health care issues and can 
help you to determine when you need a .vppeciuIist. 
Please visit the BCBSNC Web site at www.bcbsnc.com/members/duke-energy or call BCBSNC Customer Service to 
be sure the provider you choose is available to be a PCP YOU may want to confirm rhat the provider is in the 
network before receiving care. 
If your PCP or  .specialist leaves the BCBSNC provider network and they are currently treating ~ O L I  Tor an ongoing 
special condition, see "Continuity Of Care" in "U/ilizniion M~~tiugeirien/ " 

Meiiiher,s with scrious or chronic disabling or life-threatening conditions may be allowed to select the S~P(~U/ ; ,Y[  

treating this condition as their PC'Y. The selected speciulisr wo~ild be responsible for providing and coordinatiIig the 
tnember's primary and specialty care.. The selection of a speciuli3t under these circumstances shall be made uncjer a 
treatment plan approved by the .sprcinlis/, and RCBSNC, with notice to the PCP if applicable. A request may be 
denied where i t  is determined that the >peciuli,st cannot appi opriately coordinate the riierdwr's primary mid specialty 
care. To make this request or if  you would like the professional qualifications or your PCP or in-rwiworli yp-pc.c;a/i.yr, 
you may call BCBSNC Customer Service at  the number given i n  "Whom Do I Call?" 
s-a yy . -  Your- Identification ..Card 
Your I D  ct ird identifies you as a Blue Options i77embc~r I f  any information on youi- ID c u d  is incorrect or il'you 
need additional cards, please visit the BCRSNC Web site at ~vww.bcbsnc.cuni/menibersldulie-energ or call RCBSNC 
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Measles-Mumps-Rubella (MMR) 
Influenza 

0 Pneumococcal vaccine 
0 Shingles 

Meningococcal vaccine. 
Immunizations Exclusions 

Human papillomavirus vaccine - Chickenpox 
Rotavirus 

Immunizations required for occupational hazard 
Immunizations required for international travel. 

Gynecological Exam And Cervical Cancer Screening 
The cervical cancer scrcening benefit includes the examination and laboratory tests for early detection and 
screening of cervical cancer, and iforfor's interpretation of the lab results. Coverage for cervical cancer screening 
includes Pap smear screening, liquid-based cytology, and human papilloma virus detection, and shall follow the 
American Cancer Society guidelines or guidelines adopted by the North Carolina Advisory Committee on 
Cancer Coordination and Control. 
Ovarian Cancer Screening 
For female inembers age 2.5 and older a t  risk for ovarian cancer, an  annual screening, including a transvaginal 
ultrasound and a rectovaginal pelvic examination, is covered. A female inernher is considered "at risk" if she: 

screening Mammograms 
Beginning a t  age 35, one screening mammogram will be covered per female tmiriber per calendar year, along 
with a doctor's interpretation of the results. More frequent or earlier mammograms will be covered as 
rec,ommended by a ifocror when a female metvber is considered at risk for breast cancer. 
A female i?ieniber is "at risk" if she:: 

Has a family history with at least one first-degree relative with ovarian cancer; and a second relative, either 
first-degree or second-degree with breast, ovarian, or nonpolyposis colorectal cancer; or 
Tested positive for a hcrcditary ovarian cancer syndrome. 

Has a personal history of breast cancer 
Has a personal history of biopsy-proven benign breast disease 
Has a mother, sister, or daughter who has or has had breast cancer, or 
Has not given birth before the age of 30. 

Golorectal Screening 
Colorectal cancer examinations and laboratory tests for cancer are covered Tor any symptomatic or 
asymptomatic member who is at least .SO years of age, or is less than 50 years of age and at  high risk for 
colorectal cancer. Increased/high risk individuals are those who have a higher potential of developing colon 
cancer because of a personal or family history of certain intestinal disorders. Some of these procedures are 
considered surgery, such as colonoscopy and sigmoidoscopy, and others are considered lab tests, such as 
I-lemoccult screenings 
The  provider search on the BCBSNC Web site a t  wvvs.bcbsnc.com/niembers/duke-energy can help you find 
office-based providets o r  call BCBSNC Customer Service at the number listed in "Whom Do I Cali?" Tor this 
information. 
Prostate Screening 
One prostate specific antigen (PSA) test or an equivalent serological test will be covered per male tnetiiber per 
calendar year. Additional PSA tests will be covered if  1,ecommended by a doctor. 

___ Diagnostic ___ -- Seryices 
Diagnostic procedures such as laboratory studies, radiology services and other diagnostic testing, which may 
include electroencephalograins (EE.Gs), elcctrocardiograins (ECGs), Doppler scans and pulmonary function tests 
(PETS), help your docfor find the cause and extent of your condition in order to plan for your care. 
Certain diagnostic imaging procedures, such 21s CT scans and MRls,  may require prior review and crrri/iccIrion or 
services will not be covered. 
Your doctor may refer you LO a freestanding radiology center for these proccdurcs. Separate benefits for 
interpretation of diagnostic services by the attending docror are no( provided in addition to benefits for that c/ocro,-'.s 
medical 0 1  surgical services. except as otherwise determined by BCRSNC. 
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Benefits may differ depending on where the service is performed and if the service is received with any other service 
or associated with a surgical procedure. See “Summary Of Benefits.” 

Bone Mass Measurement Services 
The Plan covers one scientifically proven and approved bone mass measurement for the diagnosis and 
evaluation of osteoporosis or low bone mass during any 23-nionth period for certain qualified individuals only. 
Additional follow-up bone mass measurement tests wilt be covered if inedicully necessary. Qualified individuals 
include mernhers who have any one of the following conditions: - 
0 - 

Primary hyperparathyroidism 

e History of low-trauma fractures 

See Outpatient Services in the ”Summary Of Benefits.” 

Estrogen-deficient and at clinical risk of osteoporosis or low bone mass 
Radiographic osteopenia anywhere in the skeleton 
Receiving long-term glucocorticoid (steroid) therapy 

Being monitored to assess the response or cffect of commonly accepted osteoporosis drug therapies 

Other conditions, or receiving medical therapies known to cause osteoporosis or low bone mass. 

Emergency - ____ Care 
The Plan provides benefits for eniergency services.. An emergency is the sudden and unexpected onset of a condition 
of such severity that a prudent layperson, who possesses an average knowledge of health and medicine, could 
reasonably expect the absence of immediate medical attention to result in any of the following: 

- 
Death. 

Hear1 attacks, strokes, uncontrolled bleeding poisonings, major burns, prolonged loss of consciousness, spinal 
injuries, shock and other severe, acute conditions are examples of emergencies. 

Placing the health of an individual, or with respect to a pregnant woman the health of the pregnant woman or 
her unborn child, in serious jeopardy 
Serious physical impairment to bodily functions 
Serious dysfunction of any bodily organ or part 

What To Do In An Emergency 
In an enwrgency, you should seek care immediately from a n  emergency room or other similar facility. I I  
necessary and available, call 91 1 or use other community emergency resources to obtain assistance in handling 
life-threatening emergencies. I f  you are unsure if your condition is an eniergency, you can call HealthL.ine Blue; 
and a HeaIthL.ine Blue nurse will provide information and support that may save you an  unnecessary trip to the 
emergency room. 
Prior review is not required for emergency wrviLe$ Your visit to the emergency room will be covered i f  your 
condition meets the definition of an  ~niergency 
I f  you go to an emergency room for treatment of a n  emergency, your coinsurunce will be the same, whether you 
use an in-network or our-of-nerivotk provider. When you receive these services from an out-of-network provider. 
benefits are based on the billetf amount. Howcvcr you may be responsible for charges billed separately by the 
provider which are not eligible for additional reimbursement, and you may be required to pay the entire bill a t  
the time of service, and file a claim with BCRSNCr 
Prior revieiv and cer-tijicaiion by BCBSNC arc required for inpufient hospitalization and other selected services 
following emergency services (including screening and stabilizalion) in order to avoid a penalty.. You may need 
to transfer to an in-network ho.spiro/ once your condition has been stahilized in order to continue receiving 
iri-network benefits. 
Care Following Emergency Services 
In order to receive in-nei~:ork benefits for follow-up care related to the etnergency (such as ojf ice vi-yits or 
therapy once you left the emergency room 01 were discharged from the l?ospiici/), you must use in-netivork 
proviriers. Follow-up care related to the et~7etgency condition is not considered an emergency and will be treated 
the same as a norinal health care benefit 

&ge;nt _ _  . . - Care . . 
The plarl also provides benefits for rrrgenr cuw services.. When Y O U  need ?rr,peni r‘arc, call your PCP, a .specid;,sr or 
go 1 0  311 ~trgetit carc>provicier I f  y o u  art: no1 s u i t  i l  your condition requires rrrgenf care, you can call Healthline 
BI ue 
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Urgeirt cure includes services provided for a condition that occurs suddenly and unexpectedly and requires prompt 
diagnosis or  treatment such that, in the absence of immediate care, the trretriber could reasonably be expected to 
suffer chronic illness, prolonged impairment or the need for  more serious treatment. Fever over 101 degrees 
Fahrenheit, ear infection, sprains, some lacerations and dizziness are examples of conditions that would be 
considered urgent. 
Family Planning 

Maternity Care 
Maternity care benefits, including prenatal care, labor and delivery and post-delivery care, are available to all 
female members.. A copuyment may apply for the o[fice visir to diagnose pregnancy. I f  a member changes 
providers during pregnancy, terminates coverage during pregnancy, or the pregnancy does not result jn delivery, 
one o r  more copayments may be charged for pre-natal services depending upon how the services are billed by 
the provider. 

Statement Of Rights Under The Newborns' And Mothers' Health Protection Act 
Under federal law, group health plans and health insurance issuers offering group health insurance coverage generally 
may not restrict benefits for any hospital length of stay in connection with childbirth for the mother or newborn child to 
less than 48 hours following a vaginal delivery, or less than 96 hours following a delivery by cesarean section. However, 
the plan or issuer may pay for a shorter stay if the attending provider (e 9.. your doctor, nurse midwife or physician 
assistant), after consultation with the mother, discharges the mother or newborn earlier. 
Also, under federal law, group health plans and health insurance issuers may not set the level of benefits or out-of-pocket 
costs so that any later portion of the 48-hour (or 96-.hour) stay is treated in a manner less favorable to the mother or 
newborn than any earlier portion of the stay. 
In addition, a plan or issuer may not, under federal law, require that a doctor or other health careprovider obtain 
certification for prescribing a length of stay of up to 48 hours (or 96 hours). However, to use certain providers or facilities, 
or to reduce your out-of-pocket costs, you may be required to obtain certification 

If the mother chooses a shorter stay, coverage is available for a lzome hemlrf~ visit for post-delivery follow-up care 
if received within 72 hours of discharge. In order to avoid a penalty, prior revieit: and ceriijici~tion are I equired 
for inpatient stays extending beyond 48 hours following a vaginal delivery or 96 hours following a cesarean 
suction. For information on certification, contacl BCRSNC Customer Service at the number listed in "Whom 
Do I Call?" 

Termination of Pregnancy (Therapeutic Abortion) 

Benefits for therapeutic abortion are available through the first I6 weeks of pregnancy for all female 
tnembers. 

Complications Of Pregnancy 
Benefits for complications qfpregnaticy are available to all female tmmbers including dependent children. Please 
see "Definitions" for an explanation of complications c?fpregnai~cy. 

Newborn Care 
Zizpazient newborn care of a well baby is covered under the mother's maternity bcnefits described above only 
during the first 48 hours after a vaginal delivery or 96 hours after delivery by cesarean section. This inpatient 
newborn care (well baby) requires only one admission copuyt~ietii or beiiyfit period deductible for both mother 
and baby. Benefits also include newborn hearing screening ordered by a doctor to determine the presence of 
permanent hearing loss 
For additional coverage of the newborn, whether itiputwtii (sick baby) 01- ozrrputietit. the newborn must be 
enrolled for coverage as a dependent child within 31 days of the bii th. At this time, the baby must meet the 
individual benefii period dediiciible if applicable, and prior revieit: and c~err~i'carion are required to avoid a 
penalty. 
Infertility And Sexual Dysfunction Services 
Benefits are provided for certain scrvices related to the diagnosis, treatment and correction of any underlying 
causes of itzferiilit+v and sesutil dp$uunction Tor all immbers except dependen1 children. 
Sterilization 
This benefit is available for all tmmber3 except dependent children. Sterilization includes female tubal ligation 
and male vasectomy. 
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Family Planning Exclusions 
* The collection and storage of blood and stem cells taken from the umbilical cord and placenta for future use 

in  fighting a disease 
Artificial means of conception, including, but not limited to, artificial insemination, in-vitro fertilization 
(IVF), ovum or  embryo placement, intracytoplasmic sperm insemination (ICSI), and gamete intrafallopian 
tube placement (GIFT) and associated services 
Donor eggs and sperm 
Surrogate mothers 
Care or  treatment of the following: 
- termination of pregnancy 
- contraceptive devices 
- reversal of sterilization 
- 
Elective abortion 
Treatment for ii?fertiliry or reduced fertility that results from a prior sterilization procedure or when 
itfertility or reduced fertility is the result of a normal physiological change such as menopause. 

irfertility and sexual clysfuiic~iuri for dependent children. 

Faciliw .- Services ~ 

Outpatienr services received in a lrospital, a lruspital-based facility or an oiitpalienf clinic. 
Inpatieirt hospital services. If you are admitted before the eflective clure, benefits will not be available for services 
received prior to the eiyective date. Prior review must be requested and ceriificatioii must be obtained in advance 
from RCBSNC to avoid a penalty, except foi maternity deliveries and emergei7cies. See "Maternity Care" and 
"Et irergeii cy Care. 'I 
Surgical services received in a n  amhirlatory surgical ceiifer 
Covered .services received in a sliiIlrdi~ursing,facili~y. Prior review must be requested and ceI~Ificatioii must be 
obtained in advance from BCBSNC to avoid a penalty. Sliiller/nlrr.si~lg~~~rility services are limiled to a day 
maximum per benejit period. See "Summary Of Benefits." 

Ambulance Services 
The Plrrn covers services in a ground ainbulaiice traveling: 
. 
e Between hospitals . 
whcn such a facility is the closest one that can provide cowafservices appropriate to your condition. Benefits 
may also be provided for nnibulniice services from a hospitrrl or .rkillrvi iiursiiig jacilily to a i?ietiiher's home when 
171 cdically i ieccmx-y. 
The Plaii covers services in an air aiiibirlance traveling from the site of an  eti?ergeiic,y to a Iro.spitu1 when such a 
facility is the closest one that can provide coveredservices appropriate to your condition and ground 
transportation is not medically appropriate due to the severity of the illness or the pick-up point is inaccessible 
by ]and. Noneinergency air mnbulatice services require prior review and cerrificcrlioii or services will not be 
covered. 

e 

gihea Services 

From a inember's home or  scene of an accident or eiirerge17cy to a I ro~pi fa l  

Between a hospirul and a sliilled mtrsing,faciiity 

Ambulance Service Exclusion 
. No benefits are provided primarily for the convenience of travel 

Blood 
]-he Plcrii covers the cost of transfusions of blood: plasma, blood plasma expanders and other fluids injected into 
the bloodstream. Benefits are provided for the cost of storing a itieiirber's own blood only when i t  is stored and 
tlsed for a previously scheduled procedure 

Blood Exclusion 
. Chaiges for the collection or obtainment of blood or blood products from a blood donor, including the 

l?letiiher in the case of autologous blood donation 
Clinical Trials 
1-l1c P l m  provides benefits for participation in clinical [rials phases 11: I l l ,  and 1V Coverage is provided o11ly 
lor i?ic)dicul/Ji I ~ ~ L ' P J J ' [ I T J J  costs of health care services associated wi th  the trials, and only to the extent such costs 
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COVERED S€RVICES (cont.) 
1 

have not been or are not funded by other resources. The member must meet all protocol requirements and 
provide informed consent in  order to participate. The trial must involve the treatment of a life-threatening 
medical condition with services that are rnedically indicated and preferable for that meinher compared to 
non-invesrigarional alternatives. In addition, the trial must: 

9 

Involve determinations by treating physicians, relevant scientific data and opinions of' relevant medical 
specialists 
Be approved by centers or groups funded by the National Institutes of Health, the Food and Drug 
Administration (FDA), the Centers for Disease Control and Prevention, the Agency for Health Care 
Research and Quality, the Department of Defense or  the Department of Veterans Affairs 
Be conducted in  a setting and by personnel of high expertise based on training, experience and patient 
volume. 
Clinical Trials Exclusions - Clinical trials phase 1 

. Non-health care services, such as services provided for data collection and analysis 
~ni~estigationaldrugs and devices and services that are not for the direct clinical management of the 
patient. 

Dental Treatment Covered Under Your Medical Benefit 
The Plat? provides benefits for services provided by a duly licensed doctor, doctor of dental surgery or clocior of 
dental medicine for diagnostic, therapeutic or surgical procedures, including oral srrrgery involving bones or 
joints of the jaw, when the procedure is related to one of the following conditions: - 
0 

Accidental injury of the nalural teeth, jaw, cheeks, lips, tongue, roof and floor of the mouth 
Congeniral deformity, including cleft lip and cleft palate 
Disease clue to infection or tumor, including tumors, cysts and exostosis 
Temporomandibular joint (TMJ) disease, including splinting and use of intra-oral prosthetic uppliuncrs to 
reposition the bones. Surgical benefits for TMJ disease are limited to surgery performed on the 
tcrnporomandibular~joint. If TM.J is caused by malocclusion, then benefits are provided for surgical 
correction of malocclusion if surgical management of the TMJ is medically necessssury. Please have your 
provider contact BCBSNC before receiving treatment for TMJ.. - Impacted wisdom teeth. 

The Plcin provides benefits for extractions, crowns, bridges, and dentures for treatment of disease due to 
infection or tumor. For treatment of congenital deformity including cleft lip and cleft palate, benefits may be 
provided for dentures and orthodontic braces used to treat the condition. 
When any  of the conditions listed above require surgical correction: benefits for surgery will be subject IO 
~vedicirl neces.sit,y review to examine whether or not the condition resulted in functional impairment, E.xamples 
of funclional impairment include an impairment that affects speech or the ability to eat, or  injury to soft tissue 
of the mouth. 
I n  special cases, benefits are only provided for anesthesia and facility charges related to  dental procedures 
performed in a ho.spital or citnhulrrrory surgical center This benefit is only available to dependent children below 
the age of nine years, persons wilh serious mental or physical conditions and persons with significant behavioral 
problems. The treatingprovitker must certify that the patient's age, condition or problem requires hospitalization 
or general anesthesia in order to safely and effectively perform the procedure Other detzrtil service.r, including 
the charge for .siirgery, are not covered unless specifically covered by the Phn. Prior review and certificriiior? are 
required or services will not be covered, unless treatment is for an ei~ergenc~i .  

Dental Treatment Excluded Under Your Medical Benefit 
. - . 

Injury related to chewing or biting 
Preventive dental care, diagnosis or treatment of or related to the teeth or gums 
For disease due to infection or tumor: 
- Dental implants 
- Treatment for periodontal disease 
- 
- Orthodontic braces 

- Dental implants 
- Treatment for periodontal disease 

Dental root form implants or root canals 

- For TMJ disease: 
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COVER€D SERVICES (cont,) 

- 
- Crowns and bridges 
- Extractions 
- Dentures 
- Orthodontic braces 
Replacement of crowns, bridges, dentures or in-mouth appliances, except as specifically stated as 
covered I 

Dental root form implants or root canals 

Durable Medical Equipment 
Benefits are provided for drrrahle medical equiplent and supplies required for operation of equipment when 
prescribed by a doctor. Equipment may be purchased or rented at the discretion of the Plutz. The Plan provides 
benefits for repair or replacement of the covered equipment. Benefits will end when it is determined that the 
equipment is no longer inedically necessary. Certain ciurnhle nierlical equipment requires prior reiriew and 
cerlificatiori or services will not be covered. 

Durable Medical Equipment Exclusions 

0 

Appliances that serve no medical purpose or that are primarily for comfort or convenience 
Repair or rcplacement of equipment due to abuse or desire for new equipment 
Rental or purchase of whcclchairs, hospital type beds, oxygen equipment (including oxygen), insulin 
pumps, Glucowatch and Autosensors, nebulizers and supplies related to  the use of nebulizers and other 
hrrable tnediicol equipinenr, sub,ject to the following: 
- The equipment must be prescribed by a physician and needed in the treatment of an illness or injury 

and will be provided on a rental basis for the period of treatment. At our option, such equipment 
may be purcliased. I f  the equipment is purchased, benefits will be payable for subsequent repairs 
necessary to restore thc equipment to a serviceable condition; subsequent repairs due to abuse or 
misuse, ;IS deteimined by BCBSNC, ale not covered; 
Benefits will be limited to the standard models, as determined by BCBSNC; 
The P h i  will pay benefits, if determined to be tnet/ically necessary, for ONE of the following: a 
manual whccichair, a motorized whcelchair, or  motorized scooter. 

BCBSNC will pay benefits for the replacemcnt of any durable medical equipnient subject to the proof of change 
in a medical condition or t h a t  the equipment is no longer usable or repairable. 
Eye Exams 
The Plan provides coverage Tor one routine comprehensive eye examination per benefit period. Diagnosis and 
treatment of medical conditions of the eye, and drugs administered for purposes other than for a visual 
examination, ale not considered to be part of a routine eye exam and are subject to the benefits, limitations and 
exclusions of the Plan 

- 
- 

Eye Exams Exclusion 
. Fitting for contact lenses, glasses or other hardware 

Home Health Care 
Home hcnlih carc scrviccs, such as professional services of a regislered niirse ( R N )  or licensec/practical n11CW 

( L P N )  for visits totaling 8 hours a day, are covered by the Plan when the nionber is iiotnehoimddiie to illness or 
injury. Hoine health care i,ecluires pi io,- reviei\s and certificatiorr or services will not be covered. 

Home Health Care Exclusions . Honicmakcr scrviccs, such as cooking and housckeeping . Dietitian services or meals . Services that ;ire provided by ;I close relative or a member of your household. 
Home infusion Therapy Services 
J-lome infusion therapy is covered for the ndministration of presc'ripfion drugs dircctly into a body organ or 
cavity or via intravcnous, intraspinal, intramuscular, subcutaneous or epidural routes, under a plan prescribed 
by a rlocior. These services must be provided under the supervision of an RN or LYN. Home infusion therapy 
requires prior review and ccr/!/icri/iot7 01 scrvices will not be covered 
Hospice Services . Your coveragc pmvides bencfics for  I iosp iccJ  serviccs for care of a terminally il l  rnernhcr with a lire 

cspectancy of sis months or less Scrvices arc covered only as part of a licensed health care program 
ccntrrilly coordinated thi-ough a n  intcrdisciplinary teain directed by a doctor that provides an integrated set 
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of services and supplies designed to give comfort, pain relief and support to terminally ill patients and their 
families. 
Hospice Services Exclusion 

Homemaker services, such as cooking, housekeeping, food or meals. 
Medical Supplies 
Coverage is provided for mec~ica/.supp/ies such as ostomy supplies, catheters, oxygen and diabetic pump and 
pump supplies (needles, syringes, teststrips are covered under the pharmacy plan). To obtain medical 
supplieslequipment, please find a provider on the BCBSNC Web site a t  www.bcbsnc.comlmembers/duke-energy or 
call BCBSNC Customer Service. 

Medical Supplies Exclusion 

Medicalsiipplies not ordered by a doctor for treatment of a specific diagnosis or  procedure. 
Orthotic Devices 
Orthotic devices, which are rigid or semi-rigid supportive devices that restrict or eliminate motion of a weak or 
diseased body part, are covered i f  medically necessary and prescribed by a provider.. Foot orthotics may be 
covered only when custom molded to the patient. Charges for custom built orthopedic shoes when medically 
necessary must be prescribed by a docror and limited to t w o  (2) pairs per calendar year. Orthotic devices for 
correction of posirionalp/agiocep/iuly, including dynamic orthotic cranioplasty (DOC) bands and soft helmets, 
are subject to a benefit limit. 

Orthotic Devices Exclusions 
Pre-molded foot orthotics Over-the-counter supportive devices. 

Private Duty Nursing 
The Plun provides benefits for niedically necessary private duty services of an RN or L P N  when ordered by your 
docror. Prior review must be requested and certificarion must be obtained or services will not be covered. These 
services are always subject to the derhrctible and coinsirrance, regardless of location of service.. 

Private Duty Nursing Exclusion . Services provided by 3 close relative or a member of your household. 
Prosthetic Appliances 
The Plan provides benefits for the purchase, fitting, adjustments, repairs, and replacement of prosthetic 
upp/iance,s. Theprosrlieric uppliaiices must replace all or  part of a body part or its function. The type of 
prostkeric appliance will be based on the functional level of the ri~wiber Therapeutic contact lenses may be 
covered when used as a corneal bandage for a medical condition. Benefits include a one-time replacenlent of 
eyeglass or contact lenses due to a prescription change after cataract surgery. Certain prosthetic uppliances 
require prior review and cer t~f icnt ion or services will not be covered. 

Prosthetic Appliances Exclusions 
. 
. . 

Dental appliances except when i?iedicul/y necessar-v for the treatment of temporomandibular joint 
disease 
cosnreric improvements, such as implantation of hair follicles and skin tone enhancements 
Lenses for keratoconus or a n y  other eyc procedure except as specifically covered under the Plan. 

Surgical Benefits 
Surgical benefits by a professional or facility provider- on an ii7purieiit or oufpafienr basis, including pie-operative 
and post-operative care and care of complications, arc covered. Surgical benefits include diagnostic sitrgery, such as 
biopsies, signioidoscopies and colonoscopies, and reconstructive ,\zirgerdv perfoi-med to correct cnngeiiitul defects 
that result in function;il impairment of newborn, adoptive and foster children 
Certain surgical proccdures, including those that  are potentially conireric: require prior revicit: and cerrificarion or 
services will not be covered 
Multiple surgical procedures perlomied on the same dale of  service andlor during the same patient encounter, may 
not be eligible for separate reimbursement. For inforination about coverage of multiple surgical procedures, please 
refer to B(_'BSNC's medical policies, which are on the BCHSNC Web site a t  ~v\~~\v.hcbsnc.com/membersldukc-energy, 
or call BCHSNC Customer Service at the number listed in "Whom Do I Call?" 



CQVERED SERVICES (cant.) 

Anesthesia 
You1 anesthesia benefit includes coverage for general, spinal block or monitored regional anesthesia ordered by 
the attending doctor and administered by or under the supervision of a doclor other than the attending surgeon 
or assistant at surgery. Separate benefits are not available for related services. Your coverage does not provide 
additional benefits For local anesthetics, which are covered as  part of your surgical benefit. 
Mastectomy Benefits 
Under the Women's Health and Cancer Rights Act of 1998, the Plan provides for the following services related 
to mastectomy szirgery: 

Reconstruction of the breast on which the mastectomy has been performed 
Sztrgery and reconstruction of the nondiseased breast to produce a symmetrical appearance without regard 
to the lapse of time between the mastectomy and the reconstructive surgery 
Prostheses and physical complications of all stages of the mastectomy, including lymphedemas. e 

Please note that the decision to discharge the patient following mastectomy surgery is made by the attending 
physician in corisultation with the patient. 
The benefits described above are subject to the same dehictihles, coj~uynierrr or coi~is~iru~ice and liniitations as 
applied to other inedical and surgical benefits provided under the P h i  

T k e P l e s  
The Plmi provides coverage for the following therapy services to promote the recovery of a 1?7emher from an illness, 
disease or illjury. A doctor or 0therpr~f~s.sionrrlpr-o~~iriei must ortfer these services. 

Short- Term Rehabilitative Therapies 
The following therapies are covered only for treatment of conditions that are expcctcd to result in significant 
clinical improvement in a inernher' T condition: 
. 
Benefits are limited to a visit maximum for occupational and/or physical therapy, speech therapy, chiropractic 
or any combination 0 1  these therapies. These visit limits apply in all places of service except iiipatient (e,g,.: 
ozitpa~ient~ office and home) regardless of the type of provider (chiropractors. other u'ocror.s, physical therapists). 
Siiori-term rehabilitative tlieropy received while an inpatienr is not included in the beiieflr period t71o~ir77~un. 

Other Therapies 
The Plari covers' 

Cardiac rehabilitation therapy 
Pulmonary and respiratory therapy 
Dialysis treatment . Chemotherapy, including intravenous chemotherapy.. For bone marrow or peripheral blood stem cell 
transplunts, see " TIurisplant.c." 

Occupational therapy and/or physical therapy 
Speech therapy. 
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Radiation therapy (including accelerated partial breast radiotherapy (breast brachytherapy). Breast 
brachytherapy is irivestigu~ioiznl but will be covered upon prior review and cerlijicntiorz, based on meeting the 
American Society of Breast Surgeons (ASBS) criteria.) 
Limited treatment of autism, consisting of: 

(A) Therapy 10 develop interactive skills and skills necessary to perform the significant activities of daily 
living (eating, dressing, walking, bathing, toileting, and communicating). (The therapy must be performed by 
a licensed medical provider approved in advance. This therapy is not intended for schooling of an individual, 
even if the schooling requires a special environment. The provider must submit a treatment plan including 
the type of therapy to be administered, the goals, setting and periodic measures for the therapy, who will 
administer the therapy, and the patient's current ability to perforin the desired results of the therapy. The 
treatment plan must be approved in advance by the Claims Administrator and updated quarterly with a 
report on the patient's condition, progress and future treatment plans.) 

(B) Care provided in accordance with the approved treatment plan by a non-licensed medical provider who 
is not a member of the patient's family, if the provider has been specifically trained to interact with the 
autistic patient and certified by a licensed medical provider as capable of working with the child. (This 
benefit is payable up to $50,000 during the lifetime of the patient, for the specific diagnosis of autism.) 

(C) Training and educational services provided by licensed medical providers (or non-licensed providers as 
described above) under an approved treatment plan for the parents or legal guardian of a n  autistic individual 
to teach the principles and practical applications of behavior inodification (This benefit is payable up to 
$5,000 during the lifetime of the patient.) 

Therapy Exclusions - Cognitive therapy - Speech therapy for stammering or stuttering. 
-___- Transplants 
The Pluti provides benefits for ircazsp/unls, including haspiiul and professional services for covered rruri,$planr 
procedures. The Plan provides care management for /runsp/onr services a n d  will help Y O U  find a hospiral or Blue 
Quality Center for Transplants that provides the irunsplriir services required. Travel and lodging expenses may be 
reimbursed, based on BCBSNC guidelines that  are available upon request from a i i~~nspluni  coordinator. 
For a list of covered transplants, call BCBSNC Customer Service at  the number listed in  "Whom Do I Call?" to 
speak with a rruizsplurzt coordinator and request prior reviewo Cerrificorior7 must be obtained in advance from 
BCBSNC for all rrarzs~~fani-related services i n  order to assure coverage of these services. 
If a transp/oizt is provided from a living donor to the recipient menihrr. who will receive the truii.sp/nr7i: . Benefits are provided for reasonable and necessary services related 10 the search for a donor up to a maximum 

of $10,000 per rrnnsplnnr.. However, other costs related to evaluation a n d  procurement itre covered up to the 
recipient rizcinber's coverage limit. 
Both the recipient and the donor are entitled to benefits of this coverage when the rccipient is a nicwiber. 
Benefits provided to the donor  will be charged against the recipient's coverage. il' they don'l have coverage for 
same elsewhere. 

. 

Some transplant services are it71~e.r1igaiionn/ and not covered for some or all conditions or illnesses Please see 
"Definitions" for  an explanation of inve,stig~~tional 

Transplants EXCltJSionS 

. 

. 

. . 

The purchase price of the organ or fissile if any oigan or tissue is sold rather than donated to h e  recipient 
mmiber 
The procureinent of organs, Iissue, bone marrow or peripheral blood steiii cells or a n y  other donor services 
if the recipient is not a meinbrr 
Trnnsp/unr.~, including high dose chemotherapy, considered e\periiiientu/ or ; / ~ i ~ ~ ~ , \ i / ~ ~ ~ i ; ~ i t ~ / l  
Services for or relaled to the transplantation of an ima l  o r  artificial organs or  tissues 
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Mental Health And Substance Abuse Services 
The PIan provides benefits for the treatment by a of mental illiress and substance abuse by a hospital, doctor or orher 
provider. Your coverage for in-network inpatienr and outpatient services is coordinated through Magellan Behavioral 
Health. 
Separate visit limits and benefit niaxiniums may apply. See information on office visit benefit maximums below. 

Office Visit Services 
Prior review by Magellan Behavioral Health is not required for ojjice visit services.. The following professional 
services are covered when provided in an office setting: 

Evaluation and diagnosis 

Individual and family counseling 

The following rules apply to mental health office visit benefit maximums: - 

Outpatient Services 
Covered oztrpatient services when provided in  a mental health or substance abuse treatment facilily include: 

Each service listed in this section under sflice visit services 
0 Partial-dayhight hospitalization services (minimuin of four hours per day and 20 hours per week) 

Intensive therapy services (less than four  hours pcr day and minimum of nine hours per week). 
Inpatient Services 
Covered inpozient treatment services also include: 

I) Semi-private room and board 

Please note benefits for inpatient and oiitputient n~edicul cure are liniited to one visit per day 
How TO Access Mental Health And Substance Abuse Services 
Prior review by Magellan Behavioral Health is not rcquired for q f y h  visif services. Although prior rei!ieii: is not 
required for emergency situations, please notify Magellan Behavioral Health of your iirpafien~ admission as soon 
as reasonably possible. When you need iizpatietzl or oirtputienr treatment, call a Magellan Behavioral Hcalth 
customer service representative at the number listed in "Whom Do I Call?" The Magellan Behavioral Health 
customer service representative will refer you to an appropriate in-network yroi+fer and give you information 
about prior review and rert$cation requirements. 
Mental Health And Substance Abuse Services Exclusions And Limitations 
. Psychoanalysis . Counseling with relatives about a patient with n7entul illne.ss, alcoholism, drug addiction or chemical 

dependency . ]npaiieiit confinements that are primarily intended as a change of environment . Mental health services received in residential treatment facilities. 

Medically necessary biofeedback and neuropsychological testing 

Group therapy. 

Each service provided by a mental healtliproi!idcr will count as one visit 
Any mental health therapy services provided by a non-mental heallhprovider during the course of a n  qffice 
17isil will count as one visit. 

Each service listed in this section under office visit services 

Detoxification to treat substance abuse. 
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Exclusions for a specific type of service are stated along with the benefit description in "Covered Services." 
Exclusions that apply to many services are listed in this section. To understand all of the exclusions that apply, read 
"Covered Services," "Summary Of Bencfits" and "What Is Not  Covered?" In addition, the Plan does not cover 
services, supplies, drugs or charges for: 

Provided by out-ojnelwork providers, except when approved in advance by BCBSNC or in an emergency or 
rrrgerit core situation 
Any condition, disease, ailment, injury or diagnostic service to the extent that benefits are provided or persons 
are eligible for coverage under Title XVIII of the Social Security Act of 196.5, including axncndments, except as 
otherwise provided by federal law 
Conditions that federal, state or local law requires to  be treated i n  a public facility 
Any condition, disease, illness or injury that occurs in the course of employment, if the employee, employer or 
carrier is liable or responsible for the specific medical charge (1) according to a final adjudication of the claim 
under a state's workers' compensation laws, or (2) by an order of a state Industrial Commission or other 
applicable regulatory agency approving a settlement agreement 
Benefits that are provided by any governmental unit except as required by law 
Services that are ordered by a court that are otherwise excluded from benefits under the Plaii 
Any condition suffered as a result of any act of war or while on active or reserve military duty 
A dental or medical department maintained by or on behalf of an employer, a mutual benelit association, labor 
union, trust or similar person or group 
Dates of service received prior to the rneriiher's eflecfhw date 
A benefit, drug, service or supply that is not specifically listed as covered in this benefit booklet. 

A 
Acupuncture and acupressure, unless services are provided by ii medical doctor 
Adiiiinistrative charges billed by a provider? including charges for telephone consultations, failure to keep a 
scheduled visit, completion of claiin forms, obtaining medical records, and late payments 
Costs in exccss of the allowed atiioiiiir for services usually provided by one ciocror, when thosc services are provided 
by multiple docrots or riieclicnl care provided by more than one docfor for treatment of the samc condition 

Claims not submitted to  BCRSNC within 18 months of- the date the charge was iirczirrtd, except in  the absence of 
legal capacity 01  the rrwtnher 
Contraceptives, including oral and injectable con traceptjves, contraceptive devices and long-term reversible 
contraceptives including, but not Iimitcd to, intrauterine devices and implanted hormonal contraceptives, solely 
prcscribed for the purpose of contraception These services are excluded at the request of your rivployer. 
Convenience items such as. but not limited to, devices and equipment used for environmental control, urinary 
incontinencc devices (including bed wetting devices) and equipment, heating pads. hot water bottles, ice packs and 
personal hygiene iieins 
Cosnzetic services, which include removal of excess skin from the abdomen, arms or thighs, and siwgery for 
psychological or emotional reasons, except as specifically covered by the P l m  
Services i.eceivec1 either before or after the coverage period of thc Plon, regardless of when the treated condition 
occurred, and regardless of whether the care is a continuation of care received prior to the termination 
Crrstodial carp dcsigned essentially to assist an individual with activities of daily living, with or without routine 
nursing care and the supervisory carc o f a  ciocror. 

Denfnl services provided in a ho~spiiul, except as specifically covered by the P h ,  when a hazardous condition exists 
at the same lime: or covered oral .\rrrger-y services are required a t  the same time as a rcsult of a bodily injury.  Dental 
care. dentures, dental implants. oral orthotic devices, palatal expanders and orthodontics except as specifically 
covered by the Plnrl. 
The following drugs: - - 
- 

c 

D 

Prc,~i"r;prioii rltirgs except as  specifically covered by thc Plnli 
Injections by il health care professional of injectable /it-~".scr-i'~ion r/rug.s which can be self-administered, I J ~ ] C ~ S  

iiiedical supervision is required 
Clomiphene (e-g . Cloniid). menotropins (e.g.. Repronex) or other drugs associated with conccption by artificial 
means 
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Experimerital drugs or any drug not approved by the Food and Drug Administration (FDA) for the applicable 
diagnosis or treatment. However, this exclusion does not apply to prescriprion drugs used in covered phases 11, 
111 and IV clinical trials, or drugs approved by the FDA for treatment of cancer, if prescribed for the treatment 
of any type of cancer for which the drug has been approved as effective in any one of the three nationally 
recognized drug reference guides: 

1 .. The American Medical Association Drug Evaluations 
2. The American Hospital Formulary Service Drug Information 
3.  The TJnited States Pharmacopoeia Drug Information. 

E 
Services primarily for educational purposes including, but not limited to, books, tapes, pamphlets, seminars, 
classroom, Web or computer programs, individual or group instruction and counseling, except as specifically 
covered by the Plnii 
Side effects and complications of noncovered services, except for emergeircy services in the case of an eniergency 
Services thal would not be necessary if a noncovered service had not been received, except for einergency sersices in 
the case of an enzergency 
The following equipment: - 
- 

Experimwtnl services including services whose efficacy has not been established by controlled clinical trials, or are 
not recommended as a preventive service by the 1J.S Public I-Iealth Service, except as specifically covered by the 
Plan 

F 
Xotrtirie foot care that is palliative or cosmetic 

G 
Genetic testing, except for high risk patients when the therapeutic or diagnostic course would be t-letermined by the 
outcome of the testing 

Hearing aids or examinations for the fitting of hearing aids except as specifically covered by the P l m  
Holistic n7en’iciiie services 
Hypnosis except when used for control of acute o r  chronic pain 

1 
Inpatient admissions primarily for the purpose of receiving diagnoslic services or a physical examination. Iizpafieiit 
admissions primarily for the purpose of receibing therapy services, except when the admission is a continuation of 
treatment following care at an inpalient facility for an illness or accident requiring therapy. 
irzvest<ptioma/ services in nature or obsolete, including any service, drugs, procedure or treatment directly related to 
a n  iiri~estjgu/iorral treatment, except as specifically covered by the PkfJi? 

Scrbices provided and billed by a lactation consultant 

Services or  siipplies deemed not metlicnlIy IJCL‘~.S.WWJ’ 

Any treatment or regimcn, medical or surgical, for the purpose of reducing or controlling the weight of a inei?jber or 
for treatment of obesity, except fur surgical treatment of morbid obesity, or as specifically covered by the Pian 

P 
Care or  services from a provider who: 

Devices and equipment used for environmental accommodation requiring vehicle and/or buifding modifications 
such as, but not limited to: chair lifts, stair lifts, home elevators, and ramps 
Air conditioners, furnaces, humidifiers. dehumidifiers, vacuum cleaners, electronic air filters and similar 
equipment 
Physical lilness equipment, hot tubs, Jacuzzis, heated spas. pool or memberships to health clubs. 

H 

L 

M 

0 

Cannot legally provide or  legally chargc for the services or services are ourside thc scope of thcpr.ovider.’.~ license 
or certil’icLrtion 
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Provides and bills for services from a licensed health care professional who is in training 
Is in a member's immediate family. 

R 
The following residential care services: 

. Care in a self-care unit, apartment or similar facility operated by or connected with a hospital 
Domiciliary care or rest cures, care provided and billed for by a hotel, health resort, convalescent home, rest 
home, nursing home or other extended care facility, home for the aged, infirmary, school infirmary, institution 
providing education in special environments, in residential treatment facilities, except for substance abuse 
treatment, or any similar facility or institution. 

Respite care except as specifically covered by the Ploii 

Services or supplies that are: 
Not  performed by or  upon the direction of a docior or orlierprovider 
Available to a mernhet without charge. 

Treatment or studies leading to or in connection with sex changes or modifications and related care 
Sexual dysjitnctiorr unrelated to organic disease 
Shoe lifts and shoes of any type unless part of a brace 

T 
The following types of thcrapy: 

Mainretzaizce therapy 
Massage therapy. 

Travel, whether or not recommended or prescribed by a clocior or other licensed health care professional, except as 
specifically covered by the P h n  

V 
The following vision services: 
. 

S 

Music therapy, remedial reading, recreational or activity therapy, all forms of special education and supplies or 
equipment used similarly 

Radial keratotomy and olher refractive eye srrrgery, and related services to correct vision except for surgical 
correction of a n  eye injury. Also excluded are premium lenses or the services related to the insertion of premium 
lenses beyond what is required for insertion of conventional intraocular lenses, which are small, lightweight, 
clear disks that replace the distance-focusing power of the eye's natural crystalline lens. 
Eyeglasses or contact lenses, except as  spe~ifically covered in "Prosrhetic Appliances" 
Orthoptics, vision training, and low vision aids. 

. . 
Vitamins, food supplements or replacements, nutritional or dietary supplements, formulas or special foods of any 
kind except for external nutrition administered exclusively via tube feeding as the sole source of nutrition. External 
nutrition products that are administered orally are excluded. 
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Rights And Responsibilities Under The UM Program - -- 
Your Member Rights 
llnder the UM program, you have the right to: - 
0 

A UM decision that is timely, meeting applicable federal time frames 
The reasons for BCBSNC's denial of a requested treatment or health care service, including an explanation of the U M  
criteria and treatment protocol used to reach the dccision 
Have a medical director from BCBSNC make a rcvicw of all denials of service that were based upon n7c3ciicnlr~ecessii,y 
Request a review of denial of benefit coverage through the grieiunce process 
Have an authorized representative pursue payment o f a  claim or make an appeal on your behalf. 

0 

An authorized representative may act on the /net?iber's behalf with the member's written consent. I n  the event you appoint 
an authorized representative, references to "you" under the "~.lrilirniion Manogeriienr" section mean "you or your 
authorized representative" (i e., the authorized representative may pursue your rights and shall receive all noticcs and 
benefit determinations). 
5CBSNC's Responsibilities 
As part of all U M  decisions, BCBSNC will: 

Provide you and your provider with a toll-free telephone nunibcr to call Uh4 review staff when ceri$icct/ion of a health 
care service is needed 
Limit what BCBSNC requests from you or your provider to infonnation that is needed to review the servicc in question 
Request all information necessary to make the D'M decision, including pertinent clinical information 
Provide you and y o u r  provider prompt notification of the UA4 decision consistent with the I'lflrr - 

In the event BCBSNC does not receive sufficient information to approve coverage for a health care service within specified 
time frames, BCBSNC will notify you i n  writing that benefit coverage has been denied. The notice will expfain how you 
may pursue a rcvicw of'the U M  decision 

_- Prospective - ___ ReviewlPrior ... Reyiekw 
The Plan requires that certain health care services receive prior teiGeio as noted in "Covered Services I' These types of reviews are 
called prospective reviews. I f  neither you nor your provider requestsprior review and receives certiJcntion, this may result in a 
partial or complete denial of benefits. General categories of services with this requirement are noted in "COYeredSer,?ices." You 
may also visit the BCBSNC Web site at www.bcbsnc.com/nienibers/duke-energg or call BCBSNC Custonier Service at the number 
listed in "Whom Do I Call?" for a detailed list of these services. The list of services that require prior review may change from time 
to time. 
I f  the requested certqicorion is denied, you haw the right to appeal See "What I f  You Disagree With A Decision?" for 
additional information.. Certain services may not be covered out-oJ-neiwork See "Covered Servic.es " 
BCBSNC will make a decision on your rcqucst for cr~r(fic~ic~iion within a reasonable amount of time taking into account the 
medical circumstances The decision will bc made and communicated within three business days after BCBSNC receives all 
necessary information but no later than 15 days from the date BCBSNC received the request. I f  your request is incomplete, 
then within five days from the date BCBSNC received your request, BCBSNC will notify you and yourprovider of how to 
properly complete your request, BCBSNC may also takr:  a n  cxtension of up to IS days i f  additional iiifonnatioii is needed 
BCBSNC will notify you and your procider befoi-e the end of the initial 15-day period of the information needed and the date 
by which BCBSNCexpects to make ii decision. You will have 45 days to provide the requested information As soon as 
BCBSNC receives the reqiicstcd information, or at thc end of the 45 days: whichever is earlier, BCBSNC will make ii decision 
within three business days. If BCBSNC cioes not approve benefit covcrngc of a health care service, BCBSNC will notify vou 
and the provider by written or electronic confirmation 

Expedited Prospective Review 
You have a right to iln expedited review when the regular time frames for a decision: (i) could seriously jeopardize your or 
your dependent's life, health, or ability to regain nisximum function; or (ii) in the opinion of your provider, would subject 
you or your dependent to scvere pain that cannot be adequately managed without the requested care or treatment. 
BCBSNC will nofify you and your  p r o \ i t k r  of its decision a s  soon a s  possible, taking into account the medical 
circumstances BCBSNC will notiiy you and your prni:itkcr of its decision within 72 hours after receiving the request. I f  
BCBSNC needs additional information to process pour  cxpcdited review, BCBSNC will notify you and yourproi,i&r of the 
information nceded as soon as  possible but no later than 24 hours following the receipt of your request You will then be 
given ii rei1sonablc amount of time, but nor less than 48 hours, to provide the requested information As soon as BCBSNC 
reccivcs the requested information, or ;it thc end of thc time period specified for you to providc thc informaiion. w11ichevcr 
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is earlier, BCBSNC will make a decision on your request within a reasonable time but no later than 48 hours. An expedited 
review may be requested by callingBCBSNC Customer Service at the number given in "Whom Do 1 Call?" 

Concurrent Reviews -- - 
BCBSNC will also review health care services a t  the time you receive them. These types of reviews are concurrent reviews. 
BCBSNC will communicate concurrent review decisions to the hospiinl or other facility within three business days after 
BCBSNC receives all necessary information but no later than 15 days after the request. If BCBSNC does not provide 
cerri$ca/ion of a health care service, BCBSNC will notify you, your liospirars or  other facility's U M  department and your 
provider.. Written confirmation of the decision will also be sent to your home by U.S. mail. 
For concurrent reviews, the Plan will remain responsible for co\~eredservices you are receiving until you or your representatives 
have been notified of the denial of benefit coverage. 

Expedited Concurrent Review 
You have a right to an expedited review when the regular time frames for a decision: (i) could seriously jeopardize your or 
your dependent's life, health, or ability to regain maximum function; or (ii) in the opinion of your provider, would subject 
you or your dependent to severe pain that cannot be adequately managed without the requested care or treatment. If you 
request an extcnsion of treatment that BCBSNC has already approved at least 24 hours before the current approved 
treatment ends, BCBSNC will notify you and yourprovider of its decision as  soon as possible taking into account the 
medical circumstances, but no later than 24 hours after receiving the request. 

Retrospective ___ Reviews .. . 

RCBSNC also reviews the coverage of health care services after you receive them (retrospective reviews). Retrospective review 
may include a review to determine if services received in an emergency setting qualify as an miri-geri~y. BCBSNC will make all 
retrospective review decisions and notify you of its decision within a reasonable time but no later than 30 days from the date 
BCBSNC rcccivcd the request. When the decision is to deny benefit coverage, BCBSNC will notify you and yourprovider in 
writing within five busincss days of the decision. All decisions will be based on ~?iedical iiecessity and whether the service 
received was a benefit under this Plan. BCBSNC may take an extension of up t o  I S  days if additional information is needed. 
Before the end of the initial .30-day period, BCBSNC will notify you of the extension, the information needed and the date by 
which BCBSNC cxpccts to make a decision You will then havc 90 days to provide the requested information.. As soon as 
BCBSNC receives the requested information, or at the cnd of the 90 days, whichever is earlier, BCBSNC will make a decision 
within IS days. Services that were approved in advance by BCBSNC will not be subject to denial for /i,c.,liculneressi/~, once the 
claim is received, unless the certification WIS based on a material misrepresenfation about your health condition or you were not 
eligible for these serviccs under the Plan due lo termination of coverage or nonpayment of preniiums All other services may be 
subject to retrospective review and could be cleniecl for niediuil ncccwir,y or for a benefit limitation or exclusion. 

h.lemher.c. with complicated and/or chronic mcdical needs may, solely at the option of BCBSNC, be eligible for care 
management services. Carc management (or case management) encourages ~~zemhers  with complicated or chronic medical 
needs, theirprovidrrs, and the Plrri, to work together to meet the individual's health needs and promote quality outcomes. To 
accomplish this, m A w r s  enrolled i n  or eligible for care nianagenicnt programs may be cont;icted by BCRSNC or by a 
representative of BCBSNC.. The P l m  is not obligated to provide the same benefits or services to a ti~ember at a later (!ate or to 
any other member. Information about these services can be obtained by contacting an in-nciit:o,k PCP or i ~ i - / ~ e t i t v r k  specirrliLsr 
or by calling BCBSNC Customer Service 

_____ Care Management I . .- - 

c !?nw!!w!Qf~a~F 
Continuity of care is a process that allows t~ier?ibrrs with ongoing special conditions to continue receiving care from an 
our-o/-neiwor/c provider, when the t nmher ' s  em~7loy~r  changes plans or when their pi-o~ick.r is no longer in the Blue Options 
network. I f  your PCP or sjxcirilisi leaves the BCBSNCprovirkr- network and they arc  currently treating you for an ongoing 
special condition that meets BCBSNC continuity of care criteria, BCBSNC will notify you 30 days before the provider's 
termination, as long as BCBSNC receives timely notification from the provider. To be eligible Tor continuity of care, the ri?ewber 
must be actively being seen by the ( ? ~ i t ~ o ~ - r i e / i i ~ , ~ ~ / ~  providi~r for an ongoing special condition and the provider must agree to abide 
by the P l r i i ' s  rcquircments f o r  continuity of care. An ongoing special condition means: . in the case of an acute illness, a condition that is serious enough to require iriedi(a/ C ~ I I - O  or treatment to avoid a reasonable 

possibility of death or permanent harm? 
in the case of a chronic illness or condition, a disease or condition ihat is life-threatening. degenerative, or disabling, and 
reqiiires riicdicril cure or treatment over a prolonged period of" time, . in  the case of pregnancy; the second and third trimesters of pregnancy; . in  the case of a terminal illness, an individual has a medical proposis t h a t  the / r r c w ~ b c i ' r  life expectancy is six months or 
less 

TIic allowed transitional period shall extend up to 90 dijys: as deierniined by the p o r i d v r .  excepi in the cases of. - scheduled m t y i - j ~ .  organ transplantation. or iyx//iw/ c.ilrc which shall extend through the date of discharge and 
post-discharge follow-up c;m or other it?poricvit (:arc occurring within 90 days of rhe date ofdischarge. and 

. 
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- 
Continuity of care requests will be reviewed by a medical professional based on the information provided about specific medical 
conditions. Claims for approved continuity of care services will be paid at the membrr's in-nerivork benefit level. Continuity of 
care will not be provided when the provider's contract was terminated for reasons relating to quality of care or fraud. Such a 
decision may not be reviewed on appeal. Please call BCBSNC Customer Service at the number listed in "Whom Do I Call?" for 
additional information 

second trimester pregnancy which shall extend through the provision of GO days of postpartum care; and 
terminal illness which shall extend through the remainder of the individual's life with respect to care directly reiated to the 
treatment of the terminal illness. 

Further Review Of Utilization ~ - ~ - .  Management Decisions 
If you receive a 1~017cerrijicnrioii as part of theprior review process, you havc the right to request that the Plot7 review the 
decision through the grievance process. Refer to "What If You Disagree With A Decision?" 

For U M  and the first level grievmce review for inpatieni and ortfparimr mental health and substance abuse services, Magellan 
Behavioral Health is responsible. Claims determinations and second level griewizce review are provided by BCBSNC. 

I n  an effort to allow for continuous quality improvement, BCBSNC has processes in place to evaluate new medical technology, 
procedures and cquipmcnt These policies allow BCBSNC to determine the best services and products to offer n~en7her.s They 
also help BCBSNC keep pace with the ever-advancing medical ficld. Before implementing any new or revised policics, 
BCBSNC reviews professionally supported scientific literature as well as state and federal guidelines, regulations, 
recommendations, and requirements. BCBSNC then seeks additional input from providers who know the needs of the patients 
they serve 

- Delegated -_I____ Utilization Management __ 

Evaluating .~ New-Technolog-y 
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In addition to the UM program, the Phn offers a grievance procedure for members. Grievances include dissatisfaction with a 
claims denial or any decisions (including an appeal of a noncerlijjcation decision), policies or actions related to the availability, 
delivery or quality of health care services. I f  you have a grievance, you have the right to request that BCBSNC review the 
decision through the grievance process. The grievance process is voluntary and may be requcsted by the tnetnber or an 
authorized representative acting on the rnetnber's behalf with the niember's written consent. In the event you appoint an 
authorized representative, references to "you" under this section mean "you or  your authorized representative" (i.e~, the 
authorized representative may pursue your rights and shall receive all notices and benefit determinations). 
You may request, at no charge, reasonable access to, and copies of, all documents, records and other information relevant to 
your claim for benefits. 

For each step in this process, there are specified time frames for filing a grievance and for notifying you or your providtv of the 
dccision. The review must be requested in writing, within 180 days of a denial of benefit coverage (the initial claim denial or the 
first level grievance review decision). 
Any request for review should include. 
e Employee's ID number Patient's name - Employee's name The nature of the grievance - Any other information that may be helpful for the rcview 
To request a form to submit a request for review, visit the BCBSNC Web site at www.bcbsnc.com/members/duke-energy or call 
BCBSNC Customer Service at the numbcr listed in "Whom Do I Call?" 
All correspondencc related to a request for a review through BCBSNCs grievance process should be sent to: 
BCUSNC 
Customer Services 
PO Box 229 1 
Durham, NC 27702-2291 
In addition, members may itlso rcccive ;mistance with grievances from the Managed Care Patient Assistance Program by 
con tact ing . 
Managed Care Patient Assistance Program 
9001 Mail Servicc Ccntcr 
Raleigh, N C  27699-9001 
Tel: (919) 733-6272 
Tel (toll free in NC). 1-866-867-6272 
Email. MCPA@ncdoj.gov 
Following such request lor review, a rcvicw will be conducted by BCBSNC, by someonc who is neither the individual who 
made the original claims denial that is the subject of the grievmce, nor the subordinate of such individual The denial of thc 
initial claim will not have a n  effect on the review. I f  a claims denial is based on mcdical judgment, including determinations 
with respect to whether a particular trcatmcnt, drug or other item is e~peritncntal, invesiigrrtionul, or not nietiically WX~.SS( I~ : )J  or 
appropriate, BCBSNC shall consult with a health care professional with an  appropriate level of training and expertise in the 
field of medicine involvcd (as determined by BCBSNC) who was not involved in the initial claims denial and who is not a 
subordinate of any such individual 

Steps _ _ -  To Follow In The Grievance Process 

First Level Grievance Review 
BCBSNC will provide you with thc name, address and phone number of the gricvance coordinator within threc business 
days after receipt o f a  rcvicw rcqucst BCBSNC will also give you instructions on how to submit written materials For 
griewticer concerning quality of hcalth caie: an acknowledgement will be sent by BCBSNC within five business days 
Although you are not allowed to attend a first level grievance review, BCBSNC asks that you send all of the writtcn 
niatcrial you lee1 is necessary to make a decision. BCBSNC will use thc matcrial provided in the request for review, along 
with other avnilablc information, to reach a decision. You will be notified in clear written terms of the decision. within a 
ie;isonable rime bur no l i ~ t ~ r  t h a n  30 days from the date BCBSNC rcccived the request You may then requcst all 
information that was relevant to thc JCVicW 
Second Level Grievance Review 
Since the Pkvi is subjccr to L-/U.5A7 the first level grievrrtice review is the only level that you must complete bcforc you call 

pursue your gricwrncc, i n  an action in federal court. 
Othciwise, i f  you are dissatisfied with the first level gricwncr review decision, you  have the right to a second level griev(rncp 
review Second Icvcl g f i c ~ i w i c e ~  arc not allowed for benefits or scrviccs that are clearly excludcd by this benefit booklet or 
cluality of ciir'c compliiints Within ten business days  after BCBSNC receives your request for a second level ,yievnr2c,cJ 
ievicw, the following inforniii~ion will be givcn to you. . . Name, address ;itid telephone number of the p i m r n t e  coordinator 

A stiitcmcnt 0 1  yotii i-ighls, including rhc right to 
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- 
- 
- 
- 
. 
- 

- 

request and receive from BCBSNC all information that applies to your case 
attend the second level grievnnce review meeting 
present your case to the review panel 
submit supporting material before and at the review meeting 
ask questions of any member of the review panel 
be assisted or represented by a person of your choosing, including a family member, an employer representative, or 
an attorney 
pursue other voluntary alternative dispute resolution options. 

The second level review meeting, which will be conductcd by a review panel coordinated by BCBSNC wing external 
physicians and/or benefit experts, will be held within 45 days after BCBSNC receives a second level grievance review 
request. You will receive notice of the meeting date and location at least 15 days before the meeting. You have the right 10 a 
full review of your  grieiunce even if  you do  not attend the meeting. A written decision will be issued to you within five 
business days of the review meeting 
Notice Of Decision 
I f  any claim (whether expedited or nonexpedited) shall be wholly or partially denied at either the first level grievnnce or the 
second level gricvunce review, a written notice shall be provided to the member. worded in an understandable niannet and 
shall set forth. - The specific reason(s) for the denial 

Reference to the specific the P/UU provisions on which the decision is based 
A statement that the n~ember is entitled to receive. upon request and without charge, reasonable access to, and copies 
of, all documents, records and othcr information relevant to the inernher's claim for benefits 
1 f applicable, a statement describing any voluntary appeals procedures and the member's right to receive information 
about the procedures as well as the U J C / ~ J ~ C ~ ' S  right to bring a civil action under Section .502(a) of ERfSA following an  
adverse determination upon review 
A copy of any internal rule, guideline, protocol or other similar criteria relied on in making the decision or a statement 
that such specific rule, guideline. protocol, or other similar criteria was relied upon in making the decision and that this 
will be provided without charge upon rquest 
l f  the decision is based on r i i c ' d i ( ~ /  /7e(e7vIrj1 or e-~peritnenrul treatment or a similar exclusion or limit, either an 
explanation of the scientific or clinical jud_ement for the determination, applying the terms of the Plan to the member's 
medical circumstances, or a sfatement that such explanation will be provided without charge upon reclucst; and 
The following statemcnt. "You niay have other voliintaiy alternative dispute resolution options, such as mediation. 
One way to find out what may be available is to contact your local U S. Department of Labor Office anti your State 
insurance regulatory agency " 

- 

Expedited Review 
You have the right to a more rapid or cxpcdited review of a denial of coverage if a delay: (i) would reasonably appear to 
seriously jeopardize your or your dependent's life, health or ability to regain niaximuni function; or (ii) in the opinion of 
yourprovider: would subject you or your depcndenr to severe pain that cannot he adequately managed without the 
requested care or tieatmcnt You can rcqiicst a n  expedited second level review even if  you did not request that the initial 
review be expedited An expedited review may be initiated by calling BCBSNC Customer Service at the number given in 
"Whom Do I Call'?" An expedited rcview will take place in consultation with a medical doctor. All of the same conditions 
for a first level or second level g + i ~ ~ t ~  review apply to an expedited review, except that the review meeting will take place 
through a conference call or through written communication BCBSNC will communicate the decision by phone to you 
and your provitk~r as soon as possible, taking into account the medical circumstances, but no later than 72 hours after 
receiving the request A written dccisioii will be communicated within four days after receiving the request for the expedited 
appeal. Information initially given by telephone musi also be given in writing 
After requesting a n  expedited review. the /'/on will remain responsible for covered health care services you are receiving 
until you have been notifit:d of the rcvicw decision 
Correspondence relatcd to :I rcqucst for ;I rcvicw through the P ~ J ' . s  t~r ie i~once  process should be sent to 
BCBSNC 
Customer Services 
PO Box 229 1 
Durham, N C  27702-2291 

De!% at&!?p Pea 1s 
Magellan Behavioral Hcalth is responsible for the lirsi level g r r c w ~ ~ e  review for inpcrrienr and oirtprrrien! mental health and 
substance abuse services. Please forw;trd wriltcn g t i r i w i c r c  to. 
M agel la n Be h avi ora 1 H e t i  I i  h 
Appeals Dcpart nient 
PO Box 1619 
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Alpharetta, GA 30009 
Second level grieiranre review for inpatient and ourporirnt mental health and substance abuse services is provided by BCBSNC. 
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Benefits To Which Members --- Are Entitled 
The benefits described in this benefit booklet are provided only for members. These benefits and the right to receive payment 
cannot be transferred to another person At the option of the P l m ,  payment for services will be made to theprovider of the 
services, or the Plan may choose t o  pay thepcirricipoiir. 
If a nienibcr resides with a custodial parent or legal guardian who is not the puriicipunf, the Plan will, at its option, make 
payment to either the provider of the services or to tlic custodial parent or legal guardian for services provided to the member. If 
theparticipaizt or custodial parent or legal guardian receives payment, i t  is his or her responsibility to pay the provider. 
Benefits for covere[~.rovices specified in the Plan will be provided only for services and supplies that are performed by a p r o d e r  
as specified in the Plat7 and regularly included i n  the ullowed uiiiouiii RCBSNC establishes coverage determination guidelines 
that specify how services and supplies niust be billed in order for payment to be made under the Phi7 
Any amounts paid by the Plati for noncovercd services or that are in excess or the benefit provided under your Blue Options 
coverage may be recovered by BCBSNC BCBSNC may recover the amounts by deducting from a n7er77ber's future claim 
payment. This can result in a reduction or elimination of future claims payments Amounts paid by the P h  for work-related 
accidents, injuries, or illnesses covered tinder state workers' compensation laws will be recovered upon final adjudication of the 
claim or an order of the applicable state agency approving a settlement agrcement. I t  is the legal obligation ofthe ineinber, tlic 
employer or the workers' compensation insurer (whoever is responsible for payment of the medical expenses) to notify 
BCBSNC in writing that there has been a final adjudication or settlement. 
Proiliders are independent contractors, and they are solely responsiblc lor injuries and damages to memher.c. resulting from 
misconduct or negligence. 

BCBSNC takes your privacy seriously and handles all PHI as required by state and federal laws and regulations and 
accreditation standards BCBSNC has developed a privacy notice t h a t  explains the procedures. To obtain a copy of the privacy 
notice, visit the BCBSNC Web site a t  www.hcbsnc.coni/men~hers/duke-cncrgy or  call BCBSNC Customer Service a t  the number 
listed in "Whom Do I Call?" 

5CBSNC's ~ - Disclosure .. ... -- Of - Protected . Health ..- Information ._ . .- ~ .- (PHI) _. __. 

Administrative ~ Discretion 
BCBSNC has the authority to make reasonable determinations in  the administration 0 1  coveragc. These determinations will be 
final. Such determinations include decisions concerning coverage of scrviccs: care, trca tment or supplies, and reasonableness or 
charges. BCBSNC medical policies are guides considered wlien making coveragc dctcrminations 

BCBSNC has contracts with certain providers of health care services for the provision of, and  payment for, health care services 
provided to all rmwibers entitled to health care beneGts BCBSNC's payment toproiitkws may be based on an amount other 
than the actual charges. including without limitation, an aniount per confincnient or episode of care, agreed upon schedule of 
fees, or other methodology as agreed upon by BCBSNC and the proi:rrlvr Under certain circumstances, a contractingprovider 
may receive payments from BCBSNC greater than the charges for services provided to ;in eligible t17en7ber, or BCBSNC may 
pay less than charges for services. due to negotiatetl contrdcts Ilic iir~tirhcr i s  n o t  cntitled to receive any  portion of the 
payments m:idc under the terms of contracts with providet.5. The m w h v ' . ~  liability when defined a s  it percent of charge shall be 
calculated based on the lesser of the c r / l o r v ~ c l ~ t ~ ~ o z ~ ~ ~ t  or t h c p o ) ~ i I ~ ~ r ' s  actual charge for c o i v r e t f  .wri. i~e.s provided to a rneinber 

Services Received Outside Of North Carolina 
Your ID curdgives you access to particip~rtingproL.itk',s outside rhe state of North G!rolina rhrough the BlueCard 
program. Your I D  cnirf tells participatingp,.ovid~~rs that y o u  a rc  :I r ~ r e r i ~ h ~ r  of BCRSNC: By taking part in  this program, 
you may receive discounts from out-of-stateproi,r~/~?r..r who participate i n  the BliicC;trd program. 
When you obtain health caic services through the BlueCard progi nm outside the area in which the 13C13SNC network 
operates, the amount you pay toward such torvrerl riv v i c m  such R S  & h ~ ~ i b I e ~ ,  I o p o ~ w i m i ~  or ( o i t i s ~ ~ r u m ~ ~ .  is usually based 
on the lesser of. . . 
This "negoriated price" can be . . 
- 

Provider Reimbursement 

The billed charges for your C-OVPI-CC~' w-idces. or 
1-he negoti;itcd price that thc out-of-state Blue Cross and/or Blue Shield licensee ("Host Blue") passes on to 13CBSNC 

A simple discount which rcfl 
A n  cstimarcd price that factors in expected sertlements: withholds, contjngent py inen t  iirrangcmcnrs. or other 
nonclaims transnctions, with your health carcp/o\:iclcv 01 with a group of proi*Idc~~ \ 

A discount from billed charges tha t  reflects the awrngr expected sa\;inss with your health carcptorid(>r or with 3 group 
ofp,oders The pricc that reflects average savings m a y  result in grcaler wriation (more or less) from the acruai price 
paid than will the estirnatcd pricc. 

the actual price pirid by the Host I3liic 

Ihe estimated or a w r a g c  price may  be adjusted in the  l u ~ u ~ . c  t o  correct for o\ cr- or undcr-cstiiiiation 01 past prices 
I-lowever, thc amount you pay is c.onsideretJ ;I final pricc 
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Should any state enact a law that mandates liability calculation methods that differ from the usual BlueCard program 
method or requires a surcharge, your required payment for services in that state will be based upon the method required by 
that state's law. 

- Rigkt Of Recovery Provision 
Immediately upon paying or providing any benefit under the Plun, the Plan shall be subrogated to all rights of recovery a 
rnernber has against any party potentially responsible for making any payment to a rnenrber- due to a nrernber'.~ injuries, illness or 
condition, to the full extent of benefits provided or to be provided by the Pluri. 
In addition, if a nrernber receives any payment from any potentially responsible party as a result of an  injury, illness or 
condition, the Plan has the right to recover from, and be reimbursed by, the nreniber for all amounts the Plun has paid and will 
pay as a result of that injury or illness, up to and including the full amount the rneniber receives from all potentially responsible 
parties. The tneniber agrces that if the n7ernber receives any paymcnt from any porentially responsible party as a result of an 
injury or illness, the nrernbet will serve as a constructive trustee over the funds for the benefit of the Plun. Failure to hold such 
funds in trust will be deemed a breach of the rnernber's fiduciary duty to the Plun 
Further, the Plan will automatically have a lien, to thc extent of benefits advanced, upon any recovery whether by settlement, 
judgment or otherwise, that a rneniber receives from any third party, any third party's insurer or any other source as a result of 
the rnember's injuries. The licn is in the amount of benefits paid by the Plan for  the treatment of the illness, injury or condition 
for which another party is responsibk. 
As used throughout this provision, the term responsible p e y  means any party possibly rcsponsible for making any payment to 
a nrember due to a rnemher's injuries or illness or any insurancc coverage including, but not limited to, uninsured motorist 
coverage, underinsured motorist coverage, personal umbrella coverage? medical payments coverage, workers' compensation 
coverage, no-fault automobile insurance coverage, or any first party insurance coverage 
The lien can be filed with or enforced against any party who possesses funds or proceeds representing the amount of bencfits 
paid by the Plun including, but not limited to, thc inember; the nrernbcr'~ representative or agent; rusponsible party, responsible 
party's insurer, representative or agent; and/or any other source possessing funds representing the amount of benefits paid by 
the Plnn 
The rnernber acknowledges that the PIun'J recovery rights arc a first priority claim against all potentially responsible parties and 
are to be paid to the Plun before any other claim for the nrer~bcr's darnages The Plun shall be entitlcd to f u l l  reimbursement 
first from any potential responsible party payments, even i f  such payment to the P/un will result in  a recovery to the nrernbcr 
which is insufficient to make the r77vniber whole or to compensate the nren7/>er in  part or i n  wholc for the damages sustained I t  
is further understood that the Pliin will pay all fees associated with counsel i t  hires to represent its interests related to a n y  
recovery it niay be entitled to, but i t  is agreed that the Plun is not required to participate in or pay court costs or attorney fees to 
any attorney hired by the rnetnher 
The terms of this entire right of recovery provision shall apply and the P h i  is entitled to full recovcry regardless of whether any 
liability for payment is admitted by any potentially responsible party and regardless o f  whether the settlement or judgment 
received by the rrrenrber identifies the medical benefits the Plun provided The Plnri is entitlcd to recover from any and all 
settlements or judgments, even those designated as pain and suffering or non-cconomic damagcs only 
The rnernber acknowledges that BCBSNC has been delegated authority by the P h i  Adrnini~s~rumr to assert and pursue the right 
of subrogation andlor reimbursement on behalf of the P h i .  The nrernher shall fully cooperate with BCBSNC's efforts to 
recover benefits paid by the Plim I t  is the duty of the nienrber to notify BCRSNC in wriiing of the nienrhi~r's intent to pursue a 
claim against any potentially responsible party, within 30 days of the date when any notice is given to any party, including an 
attorney, of the intention to pursue or investigate a claim to recover damages or obtain compensation due to injuries or illness 
sustained by the nicniber The n7~07her shall provide d l  information requested by BCBSNC or its representative including, but 
not limited to, completing and submitting any applications or other forms o r  statements as  RCBSNC may reasonably rcquest 
The riie/nber shall do nothing to prejudice the Plun's recovcry rights as hcrein set forth. f his inclurles. but is not limited to, 
refraining from entering into any settlement or recovery that aiteinpts to reduce, waive, bar or cxclude the full cost oTall 
benefits provided by the P h i  
In the event that any claim is niadc that any part of this right of recovery provisjon Is ambiguous or questions arise concerning 
the meaning or intent of any of its terms, the n7er7ihcr and the P h i  agree that the P h i  Ahiinr.rrruror shall have t i l t .  sole 
authority and discretion to resolve all disputes regarding the interpretation of this provision 
The 177eriiber agrees that any legal action or proceeding with rcspect to this provision niay be brought in  any court of coinpeten1 
jurisdiction as BCBSNC may elect. Upon receiving benefits under the P h i ,  the nienibe/ liercby submits to each such 
jurisdiction, waiving whatever rights may correspond to the n r e i n h i ~  by reason o f  the rnc)nrher'v present or future domicile 

The Plun will not be liablc for paymcnt of benefits unless proper noticc is Iurnishcd to BCBSNC that tnwrcvl w i:irc,.r have beet1 
provided to a rnernber I f  the nremher filcs the claim, writtcn noticc must be given to BCBSNC within 18 months afier rile 
mornher irrrtrs the covered ter I!/CP. exccpt in the absence of legal capacity of the n r e t i i h ~ ~  The notice must be on an approvet] 
claim form and include the d:tta necessary for BCBSNC to determine benefits 

o\ro$c-e-Of Clhm 
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Notice Of Benefit Determination 
BCBSNC will provide an explanation of benefits determination to the ~neniber or the inernber's authorized representative within 
30 days of receipt of a notice of claim if the me~nber has financial liability on the claim other than a copnpment (unless your f'h 
has chosen to provide an explanation of benefits for additional claims where the rnember docs not have a financial liability 
other than a copnyment). BCBSNC may take an extension of up to IS additional days to complete the bcncfits determination if 
additional information i s  needed. If BCBSNC takes an extension, BCBSNC will notify the riiember or the member's authorized 
representative of the extension and of the information needed. You will then have 90 days to provide the requested information 
As soon as BCBSNC receives the requested information, or at the end of the 90 days, whichevcr is earlier, BCBSNC will make 
a decision within 1.5 days. 
Such notice will be worded in an understandable manner and will include. 

The specific reason(s) for the denial of benefits 
Reference to the benefit booklet section on which the denial of benefits is based 
A description of any additional information needed for you to perfect thc claim and an explanation of why such 
information is needed 
A description of the review procedures and the time limits applicable to such procedures, including the member's right to 
bring a civil action under Section 502(a) of ERISA following a denial of benefits 
A copy of any  internal rule, guideline, protocol or other similar criteria relicd on, if any, in making the benefit 
determination or a Statement that it will be provided without charge upon request 
If the denial of benefits is based on t7ie~;c~/ / t?eces ,~;r~ or esperirnentd treatment or a siniilar exclusion or limit, either 81, 

explanation of the scientific or clinical judgment, applying the terms of the health benefit plan to the m m b e ~ ' 5  medical 
circumstances, or a statement that this will be provided without charge upon request; and 
In the case of a denial of benefits involving rrrgenr cure, a description of the expedited review process available to such 
claims. 

Upon receipt of a denial of benefits, you have the right to file a ,qr;eiw7ce with BCRSNC See "What I f  Y o u  Disagree With A 
Decision?" for more information. 

Limitation ~ Of Actions 
Since the Plan is subject to ERISA. you must only exhaust thc first level grievcince review process following the Notice of Claim 
requirement. Please see "What I f  You Disagree With A Decision'?" for details regarding the grrewnce review process. N o  legal 
action may be taken later than thrcc years from the date cowrri/Jervite.s are btciured 1Howevei-, i f  you are authorized to pursue 
an action in fecleral court under ERISA,  and you choose to pursue a second lcvcl griei~ince review. the three-year limitation i s  
temporarily suspended until that review has been resolved.. 
- Coordination Of Benefits (Overlapping -. Coverage) - 
I f  a member is also enrolled in another group health plan, the Plun may coordinate benefits with the other plan Coordination 
of benefits (COB) means that i f a  rneniber is covered by more than one insurance plan, benefits under one plan are determined 
before the benefits are determined under the second plan. The plan that determines benefits first is called the primary plan J'he 
other plan is called the secondary plan. Benefits paid by the secondary plan may be reduced ro avoid paying bcnefirs between 
the two plans that are greater than the cost of the health care service 
Most group health insurance plans include a COB provision The rules used to determine which plan is primary and secondary 
are listed in the lollowing chart. The "participanl" is the person who is signing up for health insurance covcrage. 
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-_ When a person IS covered by 2 
;roup health plans, and 

3 COB provision 
The person is the 

ind a dependent under the 
Dther 

kpendent  child under 

parents are divorced or 
separated and share joint 
;ustody 
The person is covered as  a 
jepcndent child and parents 
are divorced or separated 
with no court decree for 
:overage 
The person is covered as a 
dependent child and 
coverage is stipulated in a 
:our1 decree 

Th en 

%e plan does not have 

participant under one plan 

The person is covercd a s  a 

both plans, including when 

The plan without COB is 

The plan covering the person as a dependent is 

The plan of the parent whose birthday occurs earlier in the 

The plan of the parent whose birthday is later in the calendar 

The plan with COB is 
The plan covering the person as the participant is 

calendar year (known as the birthday rule) is 

year is 
Note: When the parents have & same birthday, the plan that 
covered the parent longer is 

The plan of the spouse of the custodial parent is 

spouse's plan, the plan of the spouse is 
The non-custodial parent's plan is 
The plan of the parent primarily responsible for health coverage 
under the court decree is 
The plan of the other parent is 
Note. I f  there is a court decree that requires a parent to assume 
financial responsibility for the child's health care coverage, and 
BCBSNC has actual knowledge of those terms of the court 
decree, benefits under that parent's health benefit plan are 
The plan that covers a person other than as  a Inid-off or retired 
employee or as that employee's dcpcndent 
The plan that covers a person as a laid-off or retired employee 
or the dependent ora laid-off o r  retired employee 
Note: This rule does not apply if  it results in a conflict in 
determining order of benefits 

The custodial parent's plan is 

Or, if the custodial parent covers the child through their 

Thc pcrson is covered as  a 
laid-off or retired employee 
or that employee's dcpcndent, 
on one of the plans 
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Primary Secondary 

Yes 

Yes 
Yes . 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

- 
Yes -___ 

Yes 
Yes 

Yes 
Yes 

Yes 

Yes 

.~ I he person is the participant 
in two activc group health 

I Ycs I The plan that has been in effect longer is 
The plan that has been in effect the shorter amount of time is 1 Yes - .  

plans and nonc of thc rules 
a bove apply 

NOTE: Payment by BCBSNC under the PIun takes into account whether or not theprovider is a participatingyroi,it/er I f  
the P h i  is the secondary plan, and the metiher uscs a participatingpro,Ji~~~~r, the P l m  will coordinate up to thc clllo,sed 
c m o ~ o t i  The participatingptoilidet has agreed to accept the ~lloii;edatiioitn/ as  paymcnt in full. 
BCBSNCJ may request information about the other plan from the tnetiibrr A prompt reply will help BCBSNC process 
payments quickly There will be no payment until primary coverage is determined I t  is important to remember that even 
when benefits arc coordinated with other group health plans, hcncfits for (overed~ervices arc still subject to  program 
requirements, such as prior review and cerfficuriotz procedures 



ALLOWED AMOUNT - the charge that BCBSNC determines is reasonable for covered services provided to a member. This 
may be established in accordance with a n  agreement between the provider and BCBSNC. In the case ofproviders that have not 
entered into an agreement with BCBSNC, the allowed amount will be the lesser of the provider's actual charge or a reasonable 
charge established by BCBSNC using a methodology that is applied to comparable providers for similar services under a similar 
plan. BCBSNC's methodology is based on several factors including BCBSNC's medical, payment and administrative 
guidelines. Under the guidelines, some procedures charged separately by the provider may be combined into one procedure for 
reimbursement purposes. 
AMBULANCE - transportation by means of a specially designed and equipped vehicle used only for transporting the sick 
and injured, includes ground and aircraft. 
AMBULATORY SURGICAL CENTER - a ~ionhospituljacilir~ with an organized staff of docior.s, which is licensed or 
certified in the state where located, and which: 
a )  Has permanent facilities and equipment for the primary purpose oFperforming surgical procedures on a n  ~ ~ / p [ ~ / i e n /  basis 
b) Provides nursing services and treatment by or under the supervision of docrors whenever the patient is in the facility 
c) Does not provide inparbir accommodations 
d)  Is not other than incidentally, a facility used as an office or clinic for the private practice of a doctor or orherprovider 
BENEFIT PERIOD- the period of time, as stated in the "Summary Of Benefits," during which charges for coverd services 
provided to  a rnetnber must be iricztrred in ordcr to be eligible for payment by the P l m  A charge shall be considered iticurred on 
the date the service or supply was provided to a mwiber. 
BENEFIT PERIOD MAXIMUM - the maximum amount of charges for coveredservices in a benej?t period that will be 
reimbursed on behalf of a me,nhcr while covered under the Plan. 
C E R T I F I C A T C N  - thc determination by BCBSNC that an admission, availability of care, continued stay, or other services, 
supplies or drugs have been reviewed and, based on the information provided, satisfy BCBSNC's requirements for medicall-v 
necessary services and supplies, appropriateness, health care setting, level of care and effectiveness. 
COlNSUR-ANCE - the sharing of charges by the PIan and the rnetnbrr for coveredservkcs received by a inetnber, usually 
stated as a percentage of the nllo~i~edrtrnounr. 
COMPLICATIONS-OF PBEG.NA.N-CX- medical conditions whose diagnoses are distinct from pregnancy, but are 
adversely affected o r  caused by pregnancy, resulting in the mother's life being in jeopardy or making the birth of a viable infant 
impossible and which require the mother to be treated prior to the full term of the pregnancy (except as otherwise stated below), 
including, but not limited to: abruption of placenta, acute nephritis; cardiac dccompcnsation; documcnted hydramnios, 
eclampsia; ectopic pregnancy; insulin dependent diabetes mellitus; missed abortion; nephrosis; placenta previa; Rh 
sensitization; severe pre-eclampsia; trophoblastic disease; toxemia; immediate postpartuni hemorrhage due to uterine atony; 
retained placenta or uterine rupture occurring within 72 hours of delivery, or, the following conditions occurring within ten 
days of delivery: urinary tri~ct infection, mastitis, thrombophlebitis, and endometritis Onerger7cy cesarean section will be 
considered eligible for benefit application only when provided in the course of treatment for those conditions listed above as a 
complication of pregnancy Common side elfects of an otherwise normal pregnancy, conditions not specifically included in this 
definition, episiotomy repair and birth injuries are not considered complications of pregnancy. 
CONGENITAL- existing at, and usually before, birth referring to conditions that are apparent at birth regardless of their 
causation. 
_ - ~ - _ _  COPAYMENT- the fixed-dollar amount that is due and payable by the member at the time a coveredservice is provided. 
COSM ETIS - to improve appearance This does not include restoration of physiological function resulting from accidental 
injury, trauma or previous treatment that would be considered a covered rervice. This also does not include reconstructivc 
surgery to correct congenirrtl or developmental anomalies that have resulted in functional impairment. 
COVERED SERVICE,(S)-- a service, drug, supply or equipment specified in  this  benefit booklet lor which /nenibcr.r. are 
entitled to benefits i n  accordance with the terms and conditions of the Plrm. 
CREDITABLE COVERAGE - acccptcd health insurance coverage carried prior to BCBSNC coverage can be group health 
insurance, self-funded plans, individual health insurance, public health plan. Children's Health Insurance Program (CHIP), 
Medic;ire, Medicaid. and any other coverage defined as creditablc coverage under state or federal law Creditable coverage does 
not include coverage consisting solely of excepted benefits 
CU.'jTODlAL_CARE-- carc designed essentially to assist an individual with activities of daily living, with or without routine 
nursing care and the supervisory care of a doctor While some skilled serbices may be provided, the patient does n o t  require 
continuing skilled services 24 hours daily. The individual is not under specific medical, surgical, or psychiatric trcatment to  
reduce a physical or mental disability to the extcn: necessary to enable the patient to live outside either the institution or thc 
horile setting with substantial assistance and supervision, nor is there reasonable likelihood that the disability will be reduced to 
that level even with treatment Custodial care includes, but is not limited to, help i n  walking, bathing, dressing, feeding, 
preparation of special diets and supervision over medications that could otherwise be self-administered. Such services and 
supplies are custodial as  dctcrmined by BCllSNC without rcgard to thc place of scrvicc or the provirlrv prcscribing or providing 
the services. 
QEDt1CJIBL.E .- ... . - - the specified dollar amouni for certain coveredseru'ces t h a t  the uicvnber inus incur bcfore benefits are 
payable for the remaining C O I W P ~  s u  v i c c 7 .  The deductible does not include c"opo?:rncnr.\, (oinstrmnte. charges in excess of the 
c r l l o ~ t l  m i o w / [ .  ~iiiiounts cxceedinp any maximum and expenses for noncovcrcd services 
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DENTAL SERVICE(S) - dental care or treatment provided by a dentist or otherpro~essionaIpro,'ider in the dentist's office to 
a covered member while the policy is in effect, provided such care or  treatment is recognized by BCBSNC as a generally 
accepted form of care or treatment according to prevailing standards of dental practice. 
DENTIST- a dental practitioner who is duly licensed and qualified under the law ofjurisdiction in which treatment is 
received t o  provide dentalservices, perform dental surgery or administer anesthetics for dental .surgery. All services performed 
must be within the scope of license or certification to bc eligible for reimbursement. 
___- DEVELOPMENTAL DYSFUNCTION - difficulty in acquiring the activities of daily living including, but not limited to: 
walking, talking, feeding or  dressing oneself or learning in school. Developmental therapies arc those to facilitate or promote 
the development of skills, which the meinher has not yet attained. Examples include, but are not limited to: speech therapy to 
teach a member to  talk, follow directions or learn in school; physical therapy to treat a inernber with low muscle tone or to teach 
a tnernber to roll over, sit, walk or use other large muscle skills; occupational therapy to teach a tnc.ri7bt.r the activities of daily 
living, to use small muscle skills or balance or to assist with behavior or achievement in the learning setting 
DOCTOR - includes the following: a doctor of mcdicine, a doctor of osteopathy, licensed to practicc medicine or surgery by 
the Board of Medical Examiners in  the state of practice, a doctor of dentistry, a doctor or podiatry, a doctor of chiropractic, a 
doctor of optometry, or a doctor of psychology who must be licensed or certified in the state of practicc and has a doctorate 
degree in psychology and at  least two years clinical experience in a recognized health setting or has met the standards of the 
National Register of Health Service Providers i n  Psychology. All of the above must be duly licciised to practice by the state in 
which any service covered by the contract is performed, rcgularly charge and collect fces as a personal right, subject to any 
licensure or regulatory limitation as to location, manner or scope of practice All services performed must bc within the scope of 
license or certification to be eligible for reimbursement. 
DURABLE MEDICAL . -. EQU1PMEN.T.- - items designated by UCBSNC which can withstand repcated use, are used primarily 
to serve a medical purpose, are not useful to a person i n  the absence of illncss, injury or disease, and are appropriate for use in 
the patient's home, 
-- EFFECTIVE DATE - the date on which coverage for a rneriiber begins, according to "When Coverage Begins And Ends." 
EMERGEN-CYXLEL - the sudden or unexpcctcd onset of a condition of such severity that a prudcnt layperson, who 
possesses an average knowledge of health and medicine, could reasonably expect the absence of immcdiatc medical attention to 
result in any of the following: placing the hcalth of a n  individual or with respect to a prcgnant woman, thc hcalth of the 
pregnant woman or her unborn child in serious jeopardy, scrious physical impairment to bodily functions, serious dysfunction 
of any bodily organ or part, or dcath. Heart attacks, strokes, uncontrolled bleeding, poisonings. ma,jor burns, prolonged loss of 
consciousness, spinal injuries, shock, and other severe, acute conditions are examples of emergencies. 
~ EMERGENCY ~ . SERVICES ~ - health care items a n d  services furnished or rcquircd to scrcen for or trcat an ernc'rgenty medical 
condition unt i l  thc condition is , s i u b i / k ~ ~ l ,  including prc-hospital care and ancillary services routinely available in the emergency 
department. 
EMPLOYER - Duke Energy Corporation or an afliliated company that is participitting in the P h i .  
ERISA - the Employee Retirement Income Securiry Act of 1974 
EXPERIMENTAL - see 1nvestigoiiotid 

be within the scope of license OJ certification to bc eligible for reimbursement 
. GRIEVANCE .. . - ___ . - grievances inclutlc dissatisfaction with a claims denial or any decisions (including an appcal of a 
izoncerti~cnlion dccision), policies or actions rclatcd to the availability, delivery or quality of health care services.. 
. HOLISTIC . _ . ____ MEDICINC- -_ . unproven preventive or treatment modalities. generally dcscribed as  alternative, integrative or 
complementary medicine, whether perlornied by a physician o r  any orher provider 
HOMEBOUND - a inctn/ic~r who cannot leave rhcir home or temporary residence due to R mcdicnl condition which requires 
both the assistance of another person and thc aid of supportive dcviccs or the use of special transportation. A tnetnber is not 
considered homebound solely because the assistance of another person is required to Icave the home 
HOME HEALTH AGENCY - a riutzhosprrulfirt i/ii,v which is primarily engaged in providing home health care services 
medical or therapeutic in nature, and which. 
a) Provides skilled nursing and other scrviccs on a visiting basis in the nwrnbe)'s home. 
b) Is responsible for supervising the delivery of such services under a plan prescribed by ;L doctor, 
c) Is accrcdited and  licensed or certified in the statc where located. 
d) Is ccrtified for participation in the Medicare program, and 
e) Is acceptable to BCBSNC 
HOSPICE -. -. _ . - a i ~ o t i / i ~ " s i ~ ; i [ / / / ~ ~ c i / i i ~ ,  that provides medically rclatcd services to pcrsons who are terminally ill, and which: - . 

a) 
b) 
c) Is acceptable to BCBSNC 
-. HOSPITAL- . .__._ - _.- an  accrcdited institution lor the treatmcnr of the sick that is licensed as ;I hospital by the appropriatestate 
agency in the state where located. All services performcd must he within the scope of liccnse OJ certification to be eligible for 
reimbursrment I 
IDENTIf-'IC -. --- A - T ' l O ~ ~ ~ ~ A ~ f I i ) ( I Q  card) - thc ciird issucd to nietnbrrs upon enrollment which provides t ~ t i 7 ~ ~ / ~ ) ~ c r / r , ? e i i ~ ~ ~ ,  
ideniifjcativn numbers. mmcs  o f  the nrvin/w s, applicable c 'opr / j f t l fo r r . r  and/or c"oirzwrun( e. and key phone numbers and 
:Iddresscs 

Y _ _  ..... SERViCES -. ~ ..~. . . - cowred service5 provitlcd and billed by a liospilnl or ~ ~ ~ i i ~ f ( ~ . s p i t f / / / ~ ~ ~ ; / ; r ~ : .  AH services performed must 

Is accrcdited, liccnscd or ccrtified in the state where located, 
Is certified for participation in the Mcdicarc program, a n d  
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INCURRED - the date on  which a member receives the service, drug, equipment or supply for which a charge is made. 
INFERTILITY - the inability of a heterosexual couple to conceive a child after 12 months of unprotected male/female 
intercourse. 
lN-NETWO_l?_fL_ designated as participating in the Blue Options network. BCBSNC's payment for in-network covered 
services is described in this benefit booklet as in-network benefits or in-network benefit levels. 
E N E T W O R K  PROVIDER - a hospital, docror, other medical practitioner or provider of nzedicd services and supplies that 
has been designated as  a Blue Optionsprovider by BCBSNC or a provider participating in the BlueCard program 
- INPATJENI-  pertaining to services received when a meniher is admitted to a hospirrrl or r7onhospituljaci~it)r as a registered 
bed patient for whom a room and board chargc is made. 
INVESTlGATIONA~(EXPER1M ENTA&)-- the use of a service or  supply including, but not limited to, treatment, 
procedure, facility, equipment, drug, or device that BCBSNC does not recognize as  standard tnet1ii.d core of thc condition, 
discase, illness, or in,jury being treated. The following criteria are the basis for BCBSNC's determination that a service or supply 
is investigational: 
a) Services or supplies requiring federal or other governmental body approval, such as drugs and devices that d o  not have 

unrestricted market approval from the Food and Drug Administration (FL)A) or final approval from any other 
governmcntal reguIatory body for use in treatment of a specified condition. Any approval ihat is granted as a n  interim stcp 
in the regulatory process is not a substitute for final or unrcstrictcd market approval 

b) There is insuf'ficient or inconclusive scientific evidence in peer-reviewed medical literature to pcnnit BCBSNC's evitluation 
of the therapeutic value of the service or supply 

c) There is inconclusive evidence that thc service or supply has a beneficial effect on health outconies 
d) The service or supply under consideration is not as beneficial as any established alternativcs 
e) There is insufficient information or inconclusive scientific evidence that, when utilized in a non-investigational setting, the 

service or supply has a beneficial effect on health outcomes and is as  beneficial as any established alternatives.. 
If a service or supply mcets one or more of the criteria, i t  is dcemcd investigational except for clinical trials as  described under 
the Plm.  Determinations arc made solely by BCBSNC after independent review of scientific data. Opinions of experts in a 
particular field and/or opinions arid assessments of nationally recognized review organizations may also bc considcrcd by 
BCBSNC but are not determinative or conclusive. 
____ LICENSED .. .. PRACTICAL NURSE (LPN) - a nurse who has graduated from ii formal practical nursing education program 
and is licensed by the appropriate state authority 
LIFETIME ._____ MAXIMUM. - the maximum amount of coiw-erlseriicer that will be reimbursed on behalf of a inernher while 
covcred under the Pion. 
_ _ _ _ _ ~ . . .  MAINTENANCE THERAPY-- services that preserve your present level of function or condition and prevent regression of 
that function or condition Maintenance begins when the goals of the treatment plan have bcen achieved and/or when no 
further progress is apparent or  expected to occur. 
MEDICAL ___- C A R E B E R V J m -  . I___. professional services provided by a dorror or orher provider. for the treatment of an illness or 
injury. 
MEDICAL SUPPLIES - health care materials that include ostomy supplies, catheters. oxygen and diabetic supplies. 
-~______-_I_-- -  MEDICALLY NECESSARY-(orME-DICAL NECESSITY)- those cowrd.wryices or supplies that are: 
a) 

b) 

c) 
d) 
For medically necessary services, BCBSNC may compare thc cost-eff'ectivcness of alternative services. settings or supplies when 
determining which of thc services or supplies will be covered and in what setting medically necessary services arc eligible for 
coverage 
MEMBER ____ - .. - - anprrrriciparir or dependent, who is currently enrolled in the Pkm and for whom premium is paid. 
-. MENTAL _ ~ _ _ _  ILLNESS ..~ - - mental disorders, psychiatric illncsscs, mental conditions and psychiatric conditions (whether organic 
or non-organic, whether ol'biological, nonbiological, chemical or nonchemical origin and irrespective of cause, basis or 
inducement). This includes, but i s  not limited to, psychoses, neurotic disorders, schizophrenic disorders, affective disorders, 
personality disorders, and psychological or bchnvioral ;I bnornralities associated with transient or permanent dysfunctjon of the 
brain or related neurohortnonal systems (This is intendcd to include disorders, conditions and illnesses classified on Axes 1 and 
11 in the current edition of the Diagnstic and_$atistical Manual of Msp&lDisortJqrs of the American Psychiatric Assoc:j;>tion, 
Washington, DC.) 
N O ~ C ~ R T I F l C A T 1 0 N ~ -  - . . -. .. - - a determination by BCBSNC that a service covered under the P h n  has been reviewed anti does 
not incet BCBSNC's reqnircrnents for ~ n e d k d  /I('( m i / i ; .  appropriateness. heaith care setting, level of care or effectiveness or the 
prucielit layperson stand:trd for coverage of c.r?i~r~c'iic?.soi~ic CY and, ;IS it result, the requested service is denied, reduced or 
tci niirlatcd .The detcrmination t h a t  ii requcstcd scrvicc is i ~ ~ p i  irnenral. ini,c,sri,~rrriorrrrI or rosriii)ric is considered ;i 
noncertification A noncertilication is not a dscision based solely on t h e  fact that the requested service is specifically exc[u&d 
under your bcncfits 

Provided for the diagnosis, treatment, cure, or reliefol a health condition, Illness. iiijury, or disease; and, except for clinical 
trials as  described under the Plcln, not for e.~perirnerirrrl. ;~iyc.srigrifiotiol, or co.nnetic purposes, 
Necessary for and appropriate to the diagnosis, trcatmcnt, cure, or relicf of a health condition, illness, injury, disease. or its 
symptoms, 
Within generally accepted standards of r~?edi~n/  tare in the coininunity. and 
Not solely for rhe convenicncc ofthe insured, the insured's family. or the provider 
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NONHOSPITAL FACILITY - an institution or entity other than a hospital that is accredited and licensed or certified in the 
state where located to provide coveredservices and is acceptable to BCBSNC. All serviccs performed must be within the scope 
of license or certification to be eligible for reimbursement. 
OFFICE V I S E -  medical care, siirgery, diagnostic services, short-rerrn rehahili/a/ive therq)~v services and niedical siipplies 
provided in a provider's office. 
--_____ OTHER PROFESSIONAL PROVIDER - a person or entity other than a doclor who is accredited and licensed or certified 
in the state where located to provide coveredservices and which is acceptable to BCBSNC. All services perforrncd must be 
within the scope of license or certification to be eligible for reimburscmcnt 
OTHER PRO_VIDER_-- an institution or entity other than a doctor or hospital, which is accrcdited and licensed or certified in 
the state where located to  provide coveredservices and which is acceptable to BCBSNC All services performed must be within 
the scope of license or certification to be eligible for reimbursemcnt. 
OTHER THERAPY(1ES'- the following services and supplies, both inparim/ and oritpa/ien/, ordered by a docror or orlicr 
provider to promote recovery from an illness, disease or injury when provided by a doctor, 0//7erprovider or professional 
employed by aprovider licensed in the state of practice. 
a )  Cardiac rehabilitative therapy - reconditioning the cardiovascular system through exercise, education, counseling and 

bchavioral change 
b) Chemotherapy (including intravenous chemotherapy) - the treatment of malignant disease by chemical or biological 

antineoplastic agents which have received full, unrestricted market approval from the Food and Drug Administration 

c) Dialysis treatmcnts - the treatment of acute renal failure or chronic irrevcrsible renal insufficiency for removal of waste 
niaterials from the body to include hemodialysis or peritoneal dialysis 

d) Pulmonary therapy - programs that combine exercise, training, psychological support and education in order to improve 
the patient's functioning and quality of life 

e) Radiation therapy - the treatment of disease by x-ray, radium, or radioactive isotopes 
f) Respiratory therapy - introduction of dry or moist gases into the lungs for treatment purposcs 
OUT-OF-NETWORK -- - not  designated as  parlicipating in  the Blue Options network,  arid no1 certified in  
advance  b y  BCBSNC to be considered a s  in-mtwor-k. There is no payment  Tor out-of-nelwork c o w r e d  Jervices 
except as described in this benefit booklet. 
OUT-OF-NETWOIIK PROVIDER - a provider that has not been designated as a Blue Optionsprovider by BCBSNC. 
OUTPATIENT - pertaining to services rcceived from a /mj?i/al  or norihospi/a/jirci/i/,,~ by a riierdw while not an itiprrricrzr. 
OUTPAI?ENT . CLINIC@) -- a n  accredited institutionlfacility associatcd with o r  owncd by a h o ~ p i / a /  An outpatient clinic 
may bill for oii/patieti/ visits, including profcssional serviccs and ancillary services, such as diagnostic tests. These services may 
be subject to the Orirpurittzt Services benefit. All services performcd must bc within the scope of thc professional or facility 
license or certification to be cligiblc for reimbUrSemen1. 
- PAR'TICIPANT - __ - - . - a person who is eligible for coverage under thc P h i  and propcrly cnrollcd 
-- PLAN - Duke E,nergy Medical Plan's Exclusive Provider Organization (E.PO) option. 
__ PLAN __  ADMlNISTRATOR - Dukc Energy Benefits Committee 
PLAN SPONSO& - Duke Energy Corporation 
P-'SITJONAL PLAGIOCEPHALY - thc asymmctrical shapc of an infant's hcad clue to uneven cxtcrnal prcssurcs on the 
skull in either thc prenatal or postnatal environment, This does not include asymmetry of an infant's head due to premature 
closure of the sutures of the skull. 
. PRE,VE.NTlVE - ..... . CARF. -- - twdica1.service.r providcd by or upon the direction of a doocror. or otkcrprovider related to the 
prevention of disease. 
- PRIMARY . . .__.....---I CARE PROVIDER - (PCP)-- an in-nc.rii.orkpro~~ider who has been designated by BCBSNC as a PCP. 
PJIOR REVIEW - the consideration of benefits fbr an admission, availability of care, continued stay, o r  other services, 
supplies or drugs, bascd on the information provided and requirements for a determination of r?ic~r/iicrnltier~~~s,\.irl; of services antJ 
supplies; approprialencss, health carc setting, or levcl of carc and cffcctiveness Prior review results in ce,,/rfrtirriori or 
rioncer-t iJi( ( I  r ion of bene lit s. 
PROSTHETIC . . . __ APPLIANCES - - .- - fixcd or removable artificial limbs or other body parts. which rcplacc absent natural ones 
following per'nianent loss of the body parr 
PliOVlDEII -. - .  - a hocpi /d .  riorihospitol/Nci/i/),, clot/or, or orher provider, accrcditcdl licensed or certified where required in the 
state of practice. performing within Ihc scope of license or cert~lication All services peJfOJlllCd must be \\.;thin the scope of 
license or ccrtification to bc eligible for reimburscnient 
RcGIS7'gRED VLJKSE (lip) - a nurse who has graduatctl from ii formal progr;im of nursing education (diplnma school, 
associate degree or baccalaureate program), and is licensed by the appropriate state authoiity in  tile state of practice 
ROIJ-l-INE . . _._ FOO .. - 1- C A R 5  .- - hygicne and  prcvcntive maintenance such as trimming ol corns. calluscs or nails that d o  not 
usually require t h c  skills of a qualified proviikr of foot care scrviccs 
SEXtJAL. DY-S! UiYX1.O.N -- any of a group of sexual disorders characterized by inhibition tither of sexual desire or of'tl1e 
pspc:liopliysiolo_gical c t i ; i n p  that usually characterize sexual rcsponse Includcd arc female scsual arousal disorder. m:lle 
ercctiic disnrdcr and  h!po;icrive sexual desirc disordcr 

(FDA\) 
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SHORT-TERM REHABILITATIVE THERAPY - services and supplies both inpatient and oittpotienr, ordered by a docfor 
or orherprovider to  promote the recovery of the member from an illness, disease or injury when provided by a doctor, ofher 
provider or professional employed by a provider licensed by the appropriate state authority in thc state of practice and subject to 
any licensure or regulatory limitation as to location, manner or scope of practice. 
a) Occupational therapy - treatment by means of constructive activities designed and adapted to promote the restoration of 

the person's ability to satisfactorily accomplish the ordinary tasks of daily living and those required by the person's 
particular occupational role after such ability has been impaired by disease, injury or loss of a body part 

h) Physical therapy - treatment by physical means, hydrotherapy, heat or similar modalities, physical agents, biomechanical 
and neurophysiological principles and devices to relieve pain, restore maximum function and prevent disability following 
discasc, injury or loss of body part 
Speech therapy - treatment for the restoration of speech impaired by disease, surgery, or injury; or certain significant 
physical congenifd conditions such as cleft lip and palate; or swallowing disorders related to a specific illness or injury. 

c) 

.- SKlLLED NURSING FAClLlTY - a rlonhospito/faci/ity licensed under state law that provides skilled nursing, 
rehabilitative and related care where professional tnedicalservices are administered by a registered or liceiuedpractical nurse. 
All services performed must be within the scope of license or certification to be eligible for reimbursement. 
SPECIALIST- a clocror who is recognized by BCBSNC as specializing in an area of medical practice. 

~~ STABILIZE - to provide medicd cure that is appropriate to prcvent a material deteriorarion of the me~nher' r condition, 
within reasonable medical certainty. 
___________ SURGERY - the performance of generally accepted operative and cutting procedures including specialized instrumentations, 
cndoscopic cxaininations and other invasive procedures, such as: 
a> The correction of fractures and dislocations 
b) Usual and related pre-operative and post-operative care 
c) Othcr procedures ;is reasonable and approved by BCBSNC. 
TRANS.PL.ANTS - the surgical transfer of a human organ or tissue taken From the body for grafting into anothcr area of the 
same body or into another body; the rcmoval and return into the same body or transfer into anothcr body of bone marrow or 
peripheral blood stein cells Grafting procedures associated with reconstructive surger-v arc not considered transplants 
~. U R G E N T  CAKE - services providcd for a condition that occurs suddenly and unexpectedly, requiring prompt diagnosis or 
trcatmcnt, such t h a t  in  the absence of immediate care the individual could reasonably be expected to suffer chronic illness, 
prolonged impairmcnt, or require a more hazardous treatment. Fever over 101 dcgrecs Fahrenheit, car infection, sprains, some 
Iaccrations and dizziness are examples of conditions that would be considered urgent. 

-MJ - a set of formal processes that are used 10 evaluate the medical tiecessify. quality 
ateness of niany hcalth care services, including procedures, treatnienls, medical devices, 

- WAITING -. PFiRIOD - thc amount of time that must pass before a tneniher is eligible to be covered for benefits under the 
terms of the Phi? 
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BlueCross RliieShield 
of North Carolina 

MEMBER’S AUTHORIZATION REQUEST FORM 
COMMERCIAL OPERATIONS / IDC 

You may give Blue Cross and Blue Shield of No& Carolina (BCBSNC) written authorization to disclose your protected health 
information (PHI) to anyone that you designate and fw any purpose.. If you wish to authorize a person or entity lo receive your 
PHI. please complete the inlormation below. Completion of this form will not change the way that BCBSNC communlcates 
with members or subscribers. FwarampJe, we wjl/send mpfanatlon of benefits FOB) statements to the subscriber. 

MEMBER WHOSE INFORMATION WILL BE DISCLOSED: 

-- 
MEMBER’S FLRST NAME MI MEMBER’S LAST NAME 

f?bflD/UrGD MEMBER’S DATE OF BIRTH KIT0 mrE!m SUBSCR16EFI IO NUMBER (FROM YOUR ID Cane) 
6fi 

AI my request, I authorize BCBSNC to disclose Protecied Health Information to (entername ofpersonlentify who willreceive member‘s PHO: 

c1unnuonom FIRST NAME M I  unnnuc1nnnnuouo LAST NAME  no DO CI 

I Please provide the following information to the pemn you have authorized so that we may verify the perron’s identity and authority to receive your PHI: I (i) your subscriber ID number, (iif your date of birth, and (iii) subscriber address. 

I authorize BCBSNC to disclose the following PHI to  the personlentiiy listed above. CHECK ONLY BOXES THAT APPLY: 

ALL inlormalion Requested 0 Enrollment Information Benefit Inlormation Prornium Payrnont informalion 0 Explanation of Benefits (EOB) Infamation 

a All Clams lnfwmalicm 

Other (Piease Lisf Specific PHI and/orLWe Ranges): 

All Services from a Specik Heatlh Care Provider(s) (Lis1 Provider‘s Name): 

I f  you want to authorize some000 to have access to your mental heaIth or substance abuse PHI. please call the mental heallhlsubstanca abuse company’s 
telephone number on Ihe back of your membership card lo request a separate authorization form from them. J - - -- 

MOTE BCBSNC wi l l  consider the effective date of this authorization t o  be  the date BCBSNC enters this authorization into its 
Commercial Operations business system, typically five (5) days following receipt. 
If you would like this authorization to  become effective on a date after BCBSNC -, 
enters the authorization into its system, please insert the date here: 

MDKM DAY YEbs1 

would l ike this authorization to expire on  (enter date): 17 r]/n rJ/rJ rJ r] r] 0 When m y  policy expires. 

(If no  expiration dare is provided, this authwlzaiion will expire Webe  (12) months fmm the date o f  receipt) 

1 understand that I may revoke this auth-tion at any lime by giving BCBSNC written notice mailed to the address below. Howevw. if I w o k e  
this autboriration, I also understand that the revocation will affect any action BCBSNC look in reliance on this authorization before BCBSNC 
received my written notice of revocation. 
I also understand that BCBSNC will not condition the provision of health plan beref& on this authorization. 
I also understand that if the persms or entities I authorize to receive my PHI are not heatih plans, covered health care providers or h e a h  care 
clearinghouses subjed l o  the Health Insurance Portability and Accountability Aci (“HIPAA~ or other fodefal h e a h  information privacy laws, they 
may hvther dkclose M e  PHI and it may no longer be protected by HlPAA or federal heatth informallon privacy laws. 

If signed by an individual other than the member. - 
WItfT YOUR NU NAME 

Describe your aulhority lo act for the member lag., power of attorney, court order, porent olminorchild, etch 

N O R  Please attach the legal document naming you as tho personal representative ii you have not previously submined it to us. 
-- 

RETlJRN THIS AliTHORIZATlON TO: Commercial Operations / IDC 
Blue Cross and Blue Shield of North Carolina 
P.O. Box 2291 Durham, NC 27702-2291 

U7516 1/04 AP Independent Licensee 01 the Blue Ciors arid Blur S h d d  ksccctalmn 
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SUMMARY OF BENEFITS 

Benefit period January 1 through December 31 
Benefit payments a re  based on where services a re  received and how services are billed. 

In-network 
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- Physician Off ice Services 
See Outpatient Services for outpatient clinic or hospital-based services. Office visits for t h e  evaluation and 
treatment of obesity are limited to a maximum of four visits per benefit period. 

Office Services 
Primary Care Provider 
Specialist 
Includes office surgery, x-rays and lab tests. 

$30 copayment 
$30 copayment 

CT Scans, MRls, MRAs and PET Scans $30 copayment 

Preventive Care 
Primary Care Provider $30 copayment 
Specialist $30 copayment 
Includes routine physical exams, well baby, well-child care, immunizations, gynecological exams, cervical cancer 
screening, ovarian cancer screening, screening mammograms, colorectal screening, and prostate specific 
antigen tests (PSAs) 

Short-term Rehabilitative Therapies $30 copayment 
Chiropractic Services $30 copayment 
Benefit period maximums apply to home, off ice and outpatient settings 80 visits per benefif period for speech therapy, 
physical/occupational therapy, and chiropractic Services combined 
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Physician Office Services (cont’d) _ _ - ~ - _ _ _ _ _ _ _ _ - _ -  

Other Therapies 100% 
Includes chemotherapy, dialysis and cardiac rehabilitation provided in the office. See Outpatient Services for 
other therapies provided in an outpatient setting. 

Infertility and Sexual Dysfunction Services 
Primary Care Provider 
Specialist 

$30 copa,yment 
$30 copa,yment 

Routine Eye Exam $30 copayment 

Urgent __ ____ Care Centers ~ and Emergency__Ro_o_r_m - 
Urgent Care Centers $40 copayment 
Emergency Room Visit $75 copayment 
If admitted to the hospital from the emergency room, inpatient hospital benefits apply to all covered services 
provided. If held for observation. outpatient benefits apply to all coveredsenmes provided If you are sent to the 
emergency room from an urgent care center, you may be responsible for both the emergency room copayment 
and the urgent care copayment. 

Ambulatory Surgjcal Center $50 copayment 

Outpatient Services 
Physician Services 
Hospital and Hospital-based Services 
Outpatient Clinic Services 
Outpatient Diagnostic Services: 
Outpatient lab tests and mammography when performed alone 
Outpatient lab tests and mammography when performed with another service 
Outpatient x-rays, ultrasounds, and other diagnostic tests, such as EEGs, EKGs 
and pulmonary function tests 
CT scans, MRls, MRAs and PET scans 
Therapy Services 
Includes shorl-term rehabilitative therapies and other therapies including dialysis; see 
for visit maximums. 

100% 
100% 
100% 

100% 
100% 
1.00% 

$50 copayment 
1 ao% 

“Physician Office Services” 

Inpatient Hospital Sepfi_Ces 
Physician Services 100% 
Hospital and Hospital-based Services 

Includes maternity delivery, prenatal and post-delivery care If you are in a hospital as an mpatient at the time you begin 
a new benefit penod, you may have to meet a new deductrble for coveredservices from doctors or other professional 
providers 

$1 25 per admission 
copayment, then 100% 

Skilled Nursjng-Fasility 
Maximum of 60 days per benefit period 

100% 
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- Other Serwices 100% 
Includes ambulance, durable medical equipment, hospice services, medical supplies, orthotic devices, private 
duty nursing, prosthetic appliances, and home health care. Orthotic devices for correction of positional 
plagiocephaly are limited to a lifetime maximum of $600. 

Lifetime Maximum and Coinsurance Maximum 
The following maximums apply to the services listed above in the "Summary Of Benefits" unless otherwise 
noted. 

Lifetime Maximum Unlimited 
Unlimited for all services, except orthotic devices for positionalplagiocephaly and substance abuse 

Coinsurance Maximum 
Individual, per benefit period 
Family, per benefit period 
Charges for the following do not apply to the benefit period coinsurance maximum. 

mental health and substance abuse services 

$1,000 
$2.000 

Penalty For Failure To Obtain Cgct_ification 
Certain services require priorreview and certification by BCBSNC in order to receive benefits You are responsible far 
requesting or ensuring that your provider requests prior review by BCBSNC. Failure to request prior review and 
receive certification may result in allowed charges being reduced by 50% or full denial of benefits. See 
I' Prospective Review/Prior Re view" in "Utilization Ma nagemen t. " 

Prior review and certification by Magellan Behavioral Health are required for inpatient and outpatient mental health and 
substance abuse services, except for emergencies. Please see the number in "Whom Do I Call?" 

41 
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In-network 

~ - - -  Mental Health And Substance Abuse Services 
Prior review and certification by Magellan Behavioral Health are required for inpatient and outpatient services. PbSe  
see the number in "Whom Do I Call?" 

Mental Health Office Services 
Limited to a maximum of 30 office visits per benefit period. 

Mental Health Inpatientloutpatient Services 
Limited to maximum of 30 days per benefit period. 

Substance Abuse Off ice Services 
Substance Abuse Inpatient/Outpatient Services 
Substance Abuse Benefit Period Maximum 
Substance Abuse Lifetime Maximum 

$30 copaymenf 

100% 

$30 copayment 
100% 
None 

$1 6,000 
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manages your prescription drug benefit for Duke Energy. 



Prescription Drug Program 
The Duke Energy Medical Plan options include outpatient prescription drug coverage curl ently 
administered by Medco Health Solutions, Inc. ("Medco"). Medco is a national pharmacy benefit manager 
with participating retail pharmacies that include Wal-Mart, Rite Aid, Walgreens, CVS, and others. The 
prescription drug program can help you save on medically necessary prescribed medications at retail 
pharmacies and through Medco By Mail, a home delivery pharmacy service 

Through the prescription drug coverage, you can: 
0 

0 

e 

0 

Purchase u p  to a 30-day supply of prescription medications at a participating retail pharmacy. 
Use Medco By Mail for up to a 90-day supply of prescription niedications. 
Use online resources at www.rnedco.com to order medications, check the status of your order(s), 
locate a participating pharmacy near you, and access useful health information. 
Reach Medco Member Services representatives, 24 hours a day, 7 days a week (except Thanksgiving 
and Christmas when holiday schedules apply) at 1-800-987-836 I .  Pharmacists are also available 
around the clock for medication consultations. 

Medical Plan and Health Care Spending Account 
(Applirmhle only lo active employees) 
The prescription drug program copays do  not apply to your Medical Plan deductible or coinsurance 
maximum. if applicable lfyou have enrolled in a Health Care Spendirtg Account (HCSA) and ale eligible 
to access HCSA funds, you may pay any presciiption drug annual deductible amounts and copays with 
before-tax dollars by filing for reirnbursenient from your HCSA, using your HCSA debit card. or through 
the HCSA automatic reimbursement feature 

Retail Prescription Drug Program Deductible for Catastrophic Coverage 
Option 
(Applicable only to certain retirees) 
If you ale enrolled i n  the Medical Plan's Catastrophic B coverage option, each covered individual has a 
$200 annual individual retail prescription drug deductible for prescription purchases made at participating 
retail pharmacies. The $200 deductible is separate from the Medical Plan's Catastrophic B coverage 
option deductible. Each covered person must meet the annual deductible before the prescription drug 
program copays apply f o  retail prescription drug purchases for that person When you make retail 
prescription drug purchases at a participating pharmacy that are applied toward the prescriptiori drug 
annual deductible. you will pay 100% of Medco's negotiated price for the medication that you are 
purchasing When you reach the point where the amount of a prescription drug purchase will allow you to 
meet your annual deductible, you will pay the remaining amount of the deductible and the applicable 
copay amount 

For example, if the amount of your prescription purchase is $90 and there is $2.5 remaining to meet your 
annual deducrible. you will pay $25. w h i c h  is applied to the deductible, and the applicable copay aniount 
for the purchase of the prescription drug 

As you make prescription drug purchases for each covered individual, the receipts you receive can help 
you track your progress toward meeting the annual deductible for each person. You may also call 
Medco's Member Services to determine the portion of the deductible that has been satisfied IO date. 
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If you are enrolled in any option other than the Medical Plan’s Catastrophic B option, you are not 
required to satisfy an annual deductible before the prescription drug program copays apply to retail 
prescription drug purchases. 

Foran u la r y  
Your prescription drug program includes a tiered formulary. A formulary i s  a list of coninionly prescribed 
medications that have been selected based on their clinical effectiveness and opportunities for savings for 
the member and the Medical Plan. Due to the tiered formulary, your copay amount for prescription 
purchases will vary depending on whether your physician prescribes a generic, preferred brand-name or 
noli-preferred brand-name medication. By asking vour physician to prescribe generic or preferred brand- 
name medications, you can help control rising health care costs. 

To find out whether a medication is included in the tiered formulary, visit Medco online at 
\nvw.Medco corn If you are a first time visitor to the site. please take a moment to register. Please have 
your member ID number available. After you log in, click “Leal n about formularies” in the “Prescriptions 
& benefits” section Search for a specific drug to determine if it is on the formulary. A formulary guide is 
included in your Medco Welcome Ki t  and you may also call Medco Member Services and request that a 
formulary guide be mailed to your home. See the prescription drug program summary of benefits for 
more information about applicable ropays for generic, preferred brand-name and non-preferred brand- 
name medication 

Filling Your Prescription at a Retail Pharmacy 
You can f i l l  a prescription at a retail pharmacy for up to a 30-day supply. You will simply show your 
Medco ID card (with the Medco group number) at the time of your purchase. After meeting any 
applicable deductibles, you will pay the applicable prescription drug copay. 

a If you don‘t identify yourself to the pharmacist as a Medco participant, or if you go to a non- 
participating pharmacy, you will have to pay the full price when you pick up the prescription and then 
submit a paper claim to Medco fo r  reimbursement. You will be reimbursed based on the Medco 
negotiated price for the medication, less any required deductible and  copay. Retail pharmacies that 
participate in the Medco retail pharniacy network f i l l  prescriptions at an agreed upon discounted 
price. When you f i l l  prescriptions at a non-participating retail pharmacy, or do not identify yourself as 
a Medco participant, you may be charged a price higher than the negotiated price and the result is a 
higher cost prescription to you. 
I f  you make a prescription drug purchase at a participating retail pharmacy and do not identify 
yourself as a Medco participant by presenting your Medco ID card and are required to pay full price 
for the prescription drug purchase, generally, YOU have up to 14 days from the time your prescription 
was purchased to return to the pharmacy, present your Medco ID card and ask the pharmacist to 
submit the order using the original dispensing date Please confirm that at the time you make your 
purchase that you can return to have your purchase re-processed. You rnay be entitled to a refund for 
the difference between thc full price and your applicable deductible and copay. This process will 
eliminate your need to submit a paper claim to Medco for reimbursement 

3 
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efill Allowance (Mandatory Mail) After Three Retail Refills 
Generally, a maintenance medication is one that you take on a long-term basis such as those used for 
diabetes, asthma, high blood pressure, high cholesterol or birth control. Under the Medical Plan’s 
prescription drug program. you must use Medco By Mail to receive prescription coverage benefits for 
your maintenance medication purchases. Here’s how it works: 

Beginning with the 41h retail f i l l  of a covered maintenance medication, you will pay the entire cost of 
that maintenance medication if you continue to purchase it at a participating retail pharmacy. 
However, if you use Medco’s mail-order service, Medeo By Mail, you will pay the applicable mail 
order copay amount for up to a 90-day supply. 
The first three times that you purchase each maintenance medication at a participating retail 
pharmacy, you will pay your participating retail pliarmacy copay (for members enrolled in the 
Medical Plan’s Catastrophic B coverage option, the deductible must be met before the copay will 
apply). After that, you will pay the entire cost of each maintenance medication unless you choose to 
order through Medco By Mail. 
You should continue to purchase your  prescriptions for short-term use, such as antibiotics, at a 
participating retail pharmacy You’ll pay the applicable participating retail pharmacy copay for up to 
a 30-day supply. 

* 

* 

The list of maintenance medications that are addressed by the Retail Refill Allowance provision is subject 
to change at any time. Visit mw.mcdco.com and click “Price a medication” to find out whether your 
medication is considered a maintenance medication and whether it is affected by any plan limits, or you 
may call Medco directly for more information 

Using Medco By Mail 
The prescription drug progiam includes Medco By Mitil, a home delivery pharmacy service, which offers 
a greater discount on the cost of maintenance medication and a larger supply (up to a 90-day supply) per 
prescription. Refer to the Retail Refill Allowance section above for a description of what constitutes a 
maintenance medication. To use Medco By Mail: 

1. Ask your physician to prescribe your maintenance medication for up to a 90-day supply, plus 
refills for up to one year, if appropriate. 

2. Mail your prescription, along with an order form and the required copay, to Medco. Order forms 
are available online on the Duke E.nergy Portal and at Ew.medco.com,  or you may call Medco 
to request a supply of order forms 

3 .  Once you have established your prescription through Medco By Mail, you can order refills 
online. You will need to enter your member number (from your Medco ID card), enter the 
prescription number for the medication you wish to refill and verify your address. A detailed 
summary of your order, including costs, will be available for viewing online. Similar information 
will be included with your prescription when it  is mailed 10 you. 

4.. You may also ask your physician to call 1-888-EASYKXl (1-888-327-9791) for instructions on 
how to fax the prescription. Remember lo give your physician your Member ID and Medco group 
numbers (as shown on your Medc:o ID card); both nunlbers will be required for your prescription 
order. 

If your prescription is written for less than a 90-day supply. the prescription will be filled in accordance 
with the day supply your physician ordered, but you will pay the &e Medco By Mail copay I f  the 
medication is a federal legend. inaintenance medication, a Medco pharmacist will review the prescription 

4 
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and notify you if the prescription is less than the maximum days' supply available at mail. The pharmacist 
will offer to contact your physician on your behalf to obtain a new prescription. Please note there are 
certain situations that niay preclude the pharmacist from contacting you directly, such as if the medication 
is a controlled substance, a specialty drug, or a compounded prescription. 

Your prescription will be delivered to your home within 14 calendar days. With a Medco By Mail 
prescription, you will receive materials explaining the purpose of the drug, correct dosages and other 
helpful information When a prescription is ordered using Medco By Mail, Medco will automatically 
dispense the generic equivalent if one is available and permissible by law, unless your physician has 
indicated that substitution is not allowed. 

Send mail order prescriptions to: 
Medco Mail Order Pharmacy 

PO BOX 650322, Dallas TX 75265 

Accredo Health Group - Medco's Specialty Care Pharmacy 
Specialty medications are typically injectable medications administered cither by you or a healthcare 
professional. and they often require special handling 

Cottditiotis ortrl fliernpies for which specially medicolions (Ire typically lrsed include: 
Age-related macular degeneration 
Alpha-I proteinase deficiency 
Anemia 
Anti-infective therapy 
Asthma 
Canccr 
Cystic fibrosis 
Deep vein thrombosis 
Fabry disease 
Gaucher disease 
Growth hormone deficiency 
Hemophi I ia 
Hepatitis C 
Hereditary tyrosinemia 
H l V  
My perparatliyroidism 

e 

e 

e 

e 

e 

e 

e 

e 

e 

e 

e 
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e 

e 

Immune deficiency 
1 n fert i lity 
Insulin-like growth factor therapy 
I ro t i  c he I at i on therapy 
Mucopol ysaccharidosis 
Mulliple sclerosis 
Neutropenia 
Osteoarthritis 
Osteoporosis 
Pat kinson disease 
Pompe disease 
Psoriasis 
Pulmonary hypertension 
Respiratory syncytial virus 
Rheumatoid arthritis 

lJnder your prescription drug program, some specialty medications may 1 7 0 1  be covered at participating 
retail pharmacies or through Medco By Mail, but instead niay only be covered when ordered through 
Accrerlo Herrlflt Group. Medco's specialty care pharmacy Accredo is dedicated to helping you meet the 
particular needs and challenges of using specialty medications, many of which require injection or special 
handling. Services include 

- . _  

e 

e 

Refill reminder calls 

I oll-free access to specially !rained pharniarists 24 hours a day, 7 dajs a week 
Personalized counseling from our dedicated team of registered nul ses anti pharmacists 
Expedited, scheduled delivery of yout medications at no e w a  charge 
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Coordination of home care and other healthcare services 
Free supplies, such as needles and syringes, to administer your medication 

To find out whether any ofyour specialty medications need to be ordered through Accredo, please call 
Medco Member Services at the toll-free number on your prescription drug ID card. 

Medicare Part B Medications 
(Applicable on@ to Medicare Part B enrollees) 
If you are eligible for Medicare Part B coverage and use a participating Medicare Part B retail pharmacy, 
you may not have to incur out-of-pocket expenses for your Medicare Part B-eligible medications and 
supplies*. Medicare Part B-eligible prescriptions may be4illed through the Mcdco By Mail mail-order 
pharmacy or at a participating Medicare Part B retail pharmacy. In either case, the pharmacy will verify 
coverage and file your prescription claims with Medicare, and bill you if any balance is due. For more 
inforination about Medicare Part B coverage, call Medco Member Services toll-free a1 1-800-987-8361, 
or visit .\wvw.Mcdco.com. 

*h4e~iicare Par1 B coverage will begin only aper yo11 lime paid ynitr Medicare dedirclible 

Some of the medications and supplies typically covered by Medicare Part B include“ 

0 

0 

0 

Diabetic supplies (test strips, meters) 
Medications to aid tissue acceptance from Medicare-covered organ transplants 
Certain oral medications used to treat cancer 
Certain medications used in situations where the kidneys have completely failed 

I f  you have Medicare Part B coverage. you will be able to f i l l  prescriptions like these in one of two ways: 

Medicare Pa r t  B Mail-Order Pharmacy-When using mail order for your medication or supply 
needs, you will initially send your prescription to Medco By Mail. Then, depending on the type of 
medication 01 supply requested, Medco By Mail will transfer your prescription information to one of 
two Medicare Part B participating mail-order pharmacies-Liberty Medical or Accredo Health 
Group, Medco’s specialty care pharmacy. Both Liberty and Accredo have extensive experience with 
Medicare Part B and will support the dispensing and billing of your prescriptions. They will verify 
coverage, file your prescription claim with Medicare, and bill you for any balance due. Depending on 
the covered medications or supplies that you need, Liberty or Accredo will mail your Medicare Part B 
medications and supplies directly to you and provide instructions for obtaining refills 
Medicare Part I3 Retail Pharmacy-When using a participating Medicare J’ar-~ B retail pharmacy 
for your Medicare Part B medication or supply needs, you will be asked to present your Medicare ID 
card, The participating Medicare Part B retail pharmacy will work with you to bill Medicare on your 
behalf Most independent pharinacics and national chains are Medicare providers If you want to 
locate a retail pharmacy that is a Medicare Part R provider, visit the Medicarc website at 
www.ni cdicit re.u,ov. --- 

Medicare Part B Coordination of Benefits processing is available and coordinated by the Part B 
providers The provider will submit claims on behalf of the member to Medicare for processing as 
primary Once payment is received from Medicare, the Part B provider will submit a secondary claim to 
Merlco and the claim will process under the secondary benefit, if that is offered (for example, Medicare 
would pay 80% of the claim as primary, and the client would pay 20% of the claim as secondaiy). 
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A word about prescriptions covered by Medicare Part 13 
For more details about which medications or supplies are Medicare Part R-eligible and to learn more 
about your Medicare coverage: 
0 

0 

Visit the Medicare website at mv.medicsre.pov. 
Call Medicare Customer Service at 1 800 MEDICARE ( 1  800 633-4227). 

rug Utilization Reviews 
Drug utilization teviews niay help you guard against drug interaction problems that can occur, for 
example, when medications are prescribed by more than one physician When your prescriptions are filled 
through Medco By Mail or at a participating retail pharmacy (using your Medco ID card), they are 
reviewed for any potential drug interactions This review is especially important if you or your covered 
family members take several medications or see more than one physician. If  there i s  a question about your 
prescription, a registered pharmacist may contact your physician before dispensing the medication to 
discuss any alternatives and recommendations You will be notified of any change in your prescribed 
medication Your doctor makes the final decision on all o f  your prescription medications. 

Generic Drugs 
For prescription medications. the brand-name is the product name under which a drug is advertised and 
sold Generic equivalent medications contain the same active ingredients and are subject to the same rigid 
FDA standards for quality, strength. and purity as  their brand-name counterparts. Generally, generic drugs 
cost less than a brand-name drug Whenever appropriate, you should ask your physician to prescribe 
generic dt itgs Somettines your physictan may prescribe a medication as "dispense as written" when a 
preferred brand-name ot generic equivalent drug is available. As part of your prescription drug program, 
the pharmacist niay discuss with you1 physician whether an equivalent generic or preferred brand-name 
drug might be appropriate for you The final decision on your medication always rests with you and your 
physician. even if that decision results in a higher cost to YOU for your prescription medication 

Covered Expenses 
The following are covered expenses unless listed as an exclusion below- 

Federal Legenti Drugs 
State Restricted Drugs 
Conipounded Medications of which at least one ingredient is a legend drug 
Insu I in 
Needles and Syringes (covered at a $0 copay) 
Over-the-Counter (OTC) Diabetic Supplies (lancets, insulin syringes and needles are covered at $0 
copay) 
Oral, Transdermal, Intravaginal and Injectable Contraceptives 
Drugs to Treat Impotency (all dosage forms except Yohimbine) for males age 18 and over 
Yohimbine (covered without the limits that exist for other impotency products) 
Inhalet Assisting Devices 
Peak flow meters 
SynaFis/Respig;im 
I-leniophiiia Factors 
Fcriility Agents ( 100% covered after standard copay. up to $2500 per person per lifetime, then 
member pays 50% of the cost o f  the drug) 
Zybaii and Chantiu (limit o f  180 days of therapy per year and 360 days of therapy per lifetime) 



e Substance abuse treatments 
Dental Fluoride Products 

* 
* 

Anti obesity Agents (covered Medco By Mail only) 
Products packaged as greater than a 30 days supply are covered at mail only 

Coverage limits for Certain Medications 
Your prescription drug program may have certain coverage limits. For example, some quantities may be 
limited or some prescriptions require a coverage review Examples of drugs with limitations or requiring 
coverage I eview are Provigil, Human Growth Hormones, Impotency Products, and Proton Pump 
Inhibitors (Prevacid. Protonix. Aciphex, Zegerid). Refer to www.Medco.com or call member services at 
1-800-987-8361 for details. 

ispensing Limits 
0 The amount of drug which is to be dispensed per prescription or refill (regardless of dosage form) will 

be in quantities prescribed up to a 30-day supply at a participating retail pharmacy and up to a 90-day 
supply through Medco By Mail 
Thalomid limited to a 28 day supply a t  both retail and Medco By Mail 0 

Excluded Expenses 
The following are excluded tiom coverage unless specifically listed as a benefit under "Covered 
E.xpenses." 

Non-Federal Legend Drugs 
Non-systemic contraceptives, devices 

* 
* Nutritional Supplements 
* 
e Glucowatch Products 

Anti-obesity meds at retail 
0 Mifepres 
0 

0 

Allergy Serums 

D 

Smoking Deterrents (except as listed above) 

Ostomy Supplies (covered under the Medical Plan) 

Therapeutic devices or appliances (including Diabetic Pumps and supplies, which are covered as a 
medical expense under the Medical Plan) 
Drugs whose sole purpose is to promote or stimulate hair growth or for cosmetic purposes only 

Biologicals. Immunization agents or Vaccines 
Blood or blood plasma products 
Drugs labeled "Caution-limited by Federal law to investigational use," or experimental drugs, even 
though a c h r g e  is made to the individual 
Medication for which the cost is recoverable under any Workers' Compensation or Occupational 
Disease Law oi any State or Governmental Agency, or medication furnished by any other Drug or 
Medical Service for which no charge is made to the member 
Medication which is to be taken by or administered to an individual, in whole or in part, while he or 
she is a patient i n  a licensed hospital, rest home, sanitarium, extended care facility, skilled nursing 
fac,ility, convalescent hospital, nursing home or similar institution which operates on its premises or 
allows to be operated on its premises; a facility for dispensing pharmaceuticals 
Any prescription d i l l e d  i n  excess of  the number of refills specified by the physician, or any refill 
dispensed afjer one yea! from the physician's original order 
Charges for the adniinistrntion or injection o f  any drug 

0 

0 

0 
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Coordination of Benefits for the Prescription Drug Program 
Under the prescription drug program, Medco will not coordinate benefits for prescription drug expenses 
with other coverage you may have That is, i f  you and/or your covered family members have prescription 
drug coverage under another plan, you may submit your prescription drug claims to whichever plan you 
choose. For example, if your spouse/domestic partner’s medical plan does not cover prescription drugs or 
requires a deductible and coinsurance, you may want to use your Medco ID Card, instead of your 
spouse/domestic partner’s plan, to obtain your prescriptions. 

Please Note: Medco daes coordinate benefits for Medicare Part B. Please see section titled 
“Medicare Part I1 Medications” for more details. 

How to File a Prescription Drug Program Claim 
When you f i l l  your prescription at a participating retail pharmacy and identify yourself as a Medco 
participant, you will not liave to file a claim form At the time your prescription is filled, you will have to 
pay the applicable deductible, if any. and the c o p y  

If you do not identify yourself to the pharmacist as a Medco participant, or if you do not use a 
participating pharmacy, you will need to file a claim for reimbursement of your prescription drug 
expenses through Medco When you submit your claim, attach your original receipts and mail your claim 
to the address shown on the form. A n  original receipt should show the dare, the cost, the strength, 
quantity, and days supply of medication, the name of the medication, prescription number and NDC 
number. When you submit an original receipt, keep a copy for your records. Claim reimbursement is 
limited to Medco’s discounted price less any required deductible and copay. Medco will consider claims 
lor payment, provided your prescription claim is filed within IS months from the date of service. C la im 
filed after 15 months from the date ofservice will nor be considered for payment For example, if you 
purchase a prescription medication on January 15. 2009, from a non-participating pharmacy, you must 
file your claim by April 15.20 IO,  to receive reimbursement for your expenses. Duke Energy offers new 
Mcdco prescription participants a 45-day grace period for prescription drug claims purchased at full cost 
i n  situations where the prescription 1D card was no1 used. The grace period allows members to be 
reimbursed at loo%, less the applicable deductible and copay, for paper claims submitted within 45 days 
from a participant’s initial eligibility effective date with Medco. For example, a participant who’s initial 
effective date with Medco is January 1 ~ 2009 would have 45 days (until February 14,2009) to submit a 
paper claim for medications purchased at full cost (no prescription ID card used) regardless of whether 
the pharmacy was a participating or non-participating. 

To obtain a claim form, call Medco Member Scrviccs at 1-800-987-8361, or go online to 
www.m edco.com 

Submit claim forms to: 
Medco 1Iealth Solutions, Inc. 

PO Box 14711 
Lexington, K Y  40512 

http://edco.com
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Reviews & Appeals 
Medco will notify you or your representative of the determination within I S  days after receiving the 
request. However, if more time is needed to make a determination due to matters beyond Medco's 
control, i t  will notify you or your representative within 15 days after receiving the request. The extension 
notice will include the date a determination can be expected, which will be no inore than 45 days after 
ieceipt of the request. 

If more time is needed because necessary information is missing from the request, the notice will also 
specify what information is needed The determination period will be suspended on the date Medco sends 
such a notice of missing information, and the determination period will resume on the date you or your 
representative responds to the notice. You will have 45 days to respond to the request for information. 

Notice of Adverse Determillation 
In the event of an adverse benefit determination, in whole or in part, you (or your authorized 
representative) will be notified of the adverse determination in writing. 

An adverse benefit determination is a denial. reduction or teimination of, or failure lo provide or make 
payment (in whole or in part) for, a plan benelit. An adverse benefit determination notification for any 
prescription drug plan c,laim will contain. 

0 the specific reason or reasons I &  the adverse determination, 

reference to the specific plan provisions on which the determination is based; 

a description of any  additional material or information necessary to perfect the claim and 

a description of the prescription drug program's review procedures and the time limits 

e 

0 

an explanation ofwhy such material or information is necessary; 

0 

applicable, including a statement of a claimant's rights to bring a civil action under 
section 502(.a) of ERISA following an  adverse benefit determination on appeal; and 

m upon request and free of charge, a copy of any internal rule, guideline. protocol or other 
similar criterion that was relied upon in making the adverse determination regarding your 
c 1 aim . 

When You I-llave a Complaint or an Appeal 
I f  your claim is denied, you may request a full review by Medco within IS0 days of the datc of the 
adverse benefit determination. Your written letter of appeal should include the following: 

m you1 name and member ID number; 

e your doctor's name and telephone nunibcr; 

the name of the medication; and 

any additional information from your phai macy 01 medical provider that will assist 

e 

e 

Medco in completing its review of your appeall, such as dncuriients, records, questions or 
comments. 

Documents. tecords. written conimenls. and other informarion in support of your appeal should 
accompany youi- request This inlormation \vi11 be considered by Medco i n  reviewing your claim. You 
may rcquesi reasonable access to copics of ail documents. records, and other information relevant to !'our 
claini Medco will review your claim \i,ithout granting any deference to the initial decision regarding 

I O  



your claim. Also, no reviewer may be a person that was involved in making the initial decision regarding 
your claim, or a subordinate to that person.. Your appeal should be mailed to: 

Medco Health Solutions of Irving 
81 11 Royal Ridge Parkway 

Irving TX 75063 
1-800-987-836 1 

Medco will notify you of i ts  decision on your appeal within 15  days o f  its receipt of you1 request for 
review. 

Notice of Benefit Determination on Appeal 
Every notice of a determination on appeal will be provided in W I  iting or electronically and, i f  an adverse 
determination, will include: 

D the specific reason or reasons for the adverse determination; 

reference to the specific, plan provisions on which the determination is based, 

a stateinent that the claimant is entitled to receive, upon request and free of charge, 

a statement describing any voluntary appeal procedures offered by the prescription drug 

upon request and free of charge, reasonable access will be provided to copies of any 

D 

reasonable access to and copies of all docuntents, records. and other relevant information; 

D 

program and the claimant’s right to bring an action under ERISA section S02(a), 

internal rule, guideline, protocol or other similar criterion that was relied upon in making 
the adverse determination regarding your appeal. 

* 

Second Level Appeal Process 
If your claim is denied on appeal, you have a right tu bring a second appeal. A second appeal should 
contain the information and should be submitted to the address described i n  “When You Have a 
Complaint or Appeal” above Medco will notify you of its decision on your appeal within IS days of 
your request for a second review. Every notice of a determination on appeal will be providcd in writing 
or electronically and, if an adverse determination. will include the inforination listed i n  “Notice of Benefit 
Determination on Appeal” abovc. 

You also have the right to bring a civil action under Section S02(a) of ERISA if you are not satisfied \vith 
the decision on review You or Duke Energy may have other voluntary alternative dispute resolution 
options such as mediation One way to find out \vIiat may be available is to conlact your local IJ S 
Department of Labor office 

L,egal Action 
You have the right to bring a civil action under section 502(a) of ERlSA if you aie not satisfied with the 
outcome of the Appeals Procedure You may not initiate a legal action until you have completed the lirst 
and second level appeal processes. No legal action may be brought more than one year following a final 
decision on the claim under the appeal processes. I f  a civil action is not filed within this period, your 
claim will be deeined permanently waived and abandoned, and you will be precluded from reasserting i t .  



Discretionary Authority 
The authority to decide initial claims for prescription drug program benefits under the prescription drug 
program and denied claims for prescription drug benefits on review under the prescription drug program 
includes the fu l l  power and discretion to interpret prescription drug program provisions and  to make 
factual determinations, with Medco’s decisions, interpretations and factual determinations controlling. 
Requests for information regarding individual claims, or a review of a denied claim, ale to be directed in 
writing and properly addressed to Medco at the address listed above. 
Call Medco Member services for additional information regarding the appeals process. 

This is a guide of covered expenses and expenses not covered under the prescription drug program For 
more information about applicable deductibles, copays and plan limits, please call Medco Member 
Services or visit wwv.Medco.com. For more detailed information on the Medical Plan, refer to the Duke 
Energy Medical Plan General lnforrnation Booklet and BCBSNC Benefits Booklet sections o f  this 
Summary Plan Description. The ofiicial plan documents govern plan provisions and payment of plan 
benefits 

http://wwv.Medco.com
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SUMMARY OF PRESCRIPTION DRUG BENEFITS 

Retail Pharmacy I (up to a 30-day supply) 
Yozi nizis/ show yoiw Mecko ID card 

$0 Annual Deductible (per person”) - 
applies tu refailphrirt?incy purcltnses - 

Prescription Drug Co-pays 

Mail Order 
(up to a 90-day supply) 

Generic I $ 1  5 $36 

Preferred Brand I 
Non-Pteferred Brand $55 I 

$30 

$90 

I $70 





0 1 /2009 

Case No. 2w9-OD202 

Page 798 of 1661 
STAFF-DR-Ol.039 i 

Medical Plan Benef i ts 

Exclusive Provider Organization (€PO) option #2 

Duke 
Energy, 



Inside you will find: 
SECTION I: Duke Energy Medical Plan-General Information 

SECTION 11: BCBSNC Benefit Booklet (includes Summary of 
Medical Benefits) 

SECTION Ill: Medco Prescription Drug Guide 

e SECTION IV: Summary of Prescription Drug Benefits 
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IMPORTANT NOTICE 

This General Information booklet for The Duke Energy Medical Plan (“Medical 
Plan”) provides information that is applicable to all Medical Plan coverage 
options. This booklet addresses eligibility for coverage under the Medical Plan, 
how to enroll, opportunities to make mid-year election changes, when coverage 
ends and how you and your covered dependents may be able to continue 
coverage if it ends. It also contains inforination such as who provides coverage. 
who administers the Medical Plan, who decides claims for benefits, ERISA rights 
and Duke E n e r u  Corporation‘s right to amend or teiniinate the Medical Plan. 

The attached Medical Plan booklets and summaries of benefits describe your 
Medical Plan benefits, applicable deductible, co-pay and co-insurance 
information, how to submit a claim for Medical Plan benefits and other important 
information about your Medical Plan. 

This General Information booklet, together with the Medical Plan booklets and 
summaries of benefits, is the Summary Plan Description (SPD) for the Medical 
Plan as of January 2009 and replaces all prior descriptions of the Medical Plan 
It is intended to provide an easy-to-understand explanation of your benefits. 
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Medical Coverage Availability 

Duke Energy Corporation (“Duke Energ”) offers you and your eligible dependents a 
comprehensive Medical Plan with coverage administered by the claims administrators identified 
in your Medical Plan benefits booklets (the “Claims Administrators”). The Medical Plan includes 
medical, surgical, hospitalization, pharmacy, wellness and disease management benefits. 

Based on your location and employee or retiree group, there are various Medical Plan coverage 
options available. such as exclusive provider organization (EPO), preferred provider organization 
(PPO) and high-deductible health plan (HDHP) options. If you do not have adequate access to 
network providers, you may qualify for out-of-area (OOA) options that mirror the PPO options. 
All of the Medical Wan options are designed to help you pay for health care expenses. 

myHR Service Center 

If you have any questions about the Medical Plan or the information in this General Information 
booklet, contact the myHR Service Center at 1 .888-465-1300. Representatives are available 
Monday through Friday, 8 00 a rn to 8“OO p rn , Easlern l i m e  Information is also available 
through the Your Benefits Resources’” (YBR) Web site at http”//resources.iiewin com/duke- 
energy 

Eligibility 

Eligible Employees 

Generally, you are eligible for Loverage under the Medical Plan on your first day of active work 
as an eligible employee (provided you enroll within 31 calendar days of the date you become an 
el igi ble employee). 

To be an eligible employee. you must be identified in and paid through Duke Energy’s payroll 
system as an employee of Duke Energy or an affiliated Duke Energy company that is 
participating in the Medical Plan (collectively referred to with Duke Energy as the “Company”) 
and you must be classified by your Company as a 

0 Regular employee; or 

0 Fixed-term employee 

Generally, you are a regulai- employee i T  you f i l l  a regular position that is typically longer than 
180 days in duration. and you are a fixed-term employee if you are hired for a position for a 
specifically defined rime frame, duration of a piojeit (usually one year or less), until services are 
no longer needed, or until the work goes away 

You are not eligible to participate i n  the Medical Plan if you are: 

e a non-resident alien with no LI S source inroine. 

0 not on a U S payroll of the Company, 

c o w e d  by a collec tive bargaining agreement, unless the collective bargaining b 

agieement in effect expiessiy piovides foi participation in the Medical Plan (a 



copy of your applicable collective bargaining agreement can be obtained from 
your union steward, union hall, Duke Energy Labor Relations contact or 
immediate supervisor), 

individual whose employment is governed by a written agreement (including an 
offer letter setting forth terms and conditions of employment) that provides the 
individual is not eligible for benefits (a general statement in the agreement, offer 
letter or other communication stating that the individual is not eligible for 
benefih is construed to mean that the individual is not eligible to participate in 
the Medical Plan), or 

an individual who has waived eligibility through any means, including an 

a temporary employee. a seasonal employee or any other employee who is not a 
regular employee or fixed-tern1 employee 

In sonie circumstances, an individual who provides services to the Company under an agreement 
that identifies the individual as an independent contractor or through a third party (such as a 
contracting services firm, temporary agency or leasing organization) may he considered a 
Conipany "employee" for certain purposes under the law, such as tax withholding. Such an 
individual is not paid through the Company's payroll syslem and is not eligible for the Medical 
Plan. 

International Assignment 

When you are assigned by your Company to work outside the U S tor a period that is initially 
expected to last at least nine consecutive months, you will cease to be eligible for the Medical 
Plan options available to employees on IJ S domestic assignment 

Instead, you will be eligible for the Medical Plan's special international assignment coverages. 
These coverages are described in a special booklet and not in the Medical Plan's General 
Information booklet or the other Medical Plan booklets 

Eligible Retirees 

If your employment terminates on or after lanuary I ,  2009, to be eligible for retiree coverage 
under the Medical Plan, at termination of employment you must 

be employed by a Company that offers access to retiree coverage under 
the Medical Plan. and 

be at least age 50 and credited with ai least 5 years of retiree eligibility 
service. 

Contact the inyHR Service Center if you want to know if a particulx Company offers access to 
retiree coverage under the Medical Plan. 

I f  your Company employmeni terminated before January I ,  2009. you1 eligibility for retiree 
coverage is governed by the eligibility rules in effect at that time 
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If you enroll for coverage for yourself, you may be able to elect coverage for your eligible spouse 
and/or child(ren). If you are a L.egacy Duke employee’ who retires on or after January 1 ,  2006, 
you may be eligible to elect coverage for your eligible domestic partner. I f  you are a Legacy 
Duke employee who retired before January I ,  2006, or if you are a Legacy Cinergy retiree*, you 
are not eligible to elect coverage for your domestic partner. Please refer to the sections Enrolling 
in the Medical Plan ~ Eligible Relirees and Mid-Yea7 Coverage Changes for additional 
information 

Duke Energy Corporation reserves the right to amend, modify or terminate retiree coverage 
offered under the Medical Plan at any time, including termination of eligibility. 

Eligible Dependents 

When you enroll for certain coverage, you may elect to cover your eligible dependents, which 
may include: 

0 your eligible spouse 

0 your eligible domestic p a r t i d  

e your eligible child(ien)’ 

Spowe E3igibility 

Your spouse, eligible for coverage as a dependent, is a person to whom you are legally married 
under applicable law, which may include ‘Lcoinnion law marriage.“ 

Generally. for health coveiage of a taxpayer‘s spouse to be ta‘c-free to the taxpayer. the spouse 
must be recognized as  such under applicable state law, which may include “common law 
marriage,” and the spouse must meet the federal tax requirement of being a person of the opposite 
sex who is the taxpayer‘s husband or wife 

’ When used in this booklet, the term “Legacy Duke” refers to an individual who ( 1 ) terminated 
employment with Duke Energy Corporation, a North Carolina corporation. and its affiliates prior to the 
merger of Cinergy Corp. and Duke Energy Corporation, a North Carolina corporation. ( 2 )  was employed 
by Duke Energy Corporation, a North Carolina corporation, and ils affiliates immediately prior 10 such 
merger or (3) except as provided in  footnote 2 below. was hired following such merger by a payroll 
company that was affiliated with (or has been designated as having been affiliated with) Duke Energy 
Corporation, a North Carolina corporation, immediately prior to such merger 
: When used in this booklet, the term “Legacy Cinergy” refers to an individual \vho f I j terininated 
employment with Cinergy Corp and its affiliates prior to the nierger of Cinergy Corp and Duke Energy 
Corporation, a North Carolina corporation, (2) was ernployed by Cinergy Corp. and its affiliates 
iinmediately prior to such merger: ( 3 j  was hired following such merger by a payroll company that was 
affiliated with (or has been designated as having been affiliated with) Cinergy Corp iiiiinediately prior to 
such merger or ( 4 )  was hired by Duke Energy Business Services, LI..C on or after Iuly I .  2008 nt a work 
location such tliat he or she would have been employed by Duke E.nergy Sliared Services. Inc i f  he or slie 
was hired to work at such location immediately prior to July 1 ,  2008 and he or she is so designated as 
Legacy Cinergy i n  accordance with rules prescribed by the Plan Adininisrratoi 
ti See Eligible Reti/ees for information regarding cligible retirees’ ability to elecr coverage for a domestic 
partner 
* A child of divorced parents will generally be recognized by Section 152(e)  of [lie Internal Revenue Code 
as a dependent of hoth parents for purposes of coverage under the Medical Plan 
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By enrolling a spouse, you represent that the individual meets these requirernents. You must 
immediately drop coverage for a spouse who no longer meets these requirements. 

Domestic Partner Eligibility 

If you are an active employee" enrolled in Medical Plan coverage, you can elect coverage for 
your eligible same- or opposite-gender domestic partner You and your domestic pai-tner must 
continuously : 

e be in an ongoing, exclusive and committed relationship with one another of 
mutual caring and support, in which each is responsible for the other's welfare 
and which is intended to continue indefinitely, 

0 be at least 18 years old and mentally competent to enter into a legal contract; 

reside together in a joint household for the preceding 6 consecutive months; 

share financial obligations of, and be jointly responsible for. the joint household, 

not be legally married to or legally separated from anyone else, and not be in a 

not be blood relatives to a degree where marriage would be prohibited 

9 

0 

domestic partnership with anyone else; and 

0 

Child Eligibility 

Your child is: 

e your biological child; or 

e your legally adopted child, including a child placed in your home for adoption by 
you as long as the child remains i n  your home and the adoption procedure has not 
been terminated (a legally adopted child will not qualify as a dependent i f  the 
child has reached age 1 S as of the date of adoption or placement for adoption); or 

0 a stepchild for whom you or your spouse has full or joint custody or inanaging 

any other child related to you by blood or marriage or for whom you or your 

conservatorship; or 

spouse has court-appointed legal guardianship or managing consei-vatorship, \vho 
is living in your household on a substantially full-time basis, who you claim as a 
dependent for federal income tax purposes, and with whom you have a regular 
parentkhild relationship 

In addition to ineeting the above requirements, a child must also meet the following eligibility 
criteria: 

0 

0 IJnmarried: and 

0 Primarily dependent on you for support, and 

L.ess than age 19 i f  not a full-time student: or 9 

- .. See Eligible Nerirees for information regarding eligible retirees' ability IO elect coverage fot a domestic 
partner 
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* Less than age 25 if a full-time student at an accredited educational institution 

Any age if he or she became physically or mentally incapable of self-support 

taking nine or more hours per term; or 

while enrolled in the Medical Plan and before reaching the applicable limiting 
age of 19 or 25 and continuously remains incapacitated and enrolled in the 
Medical Plan; or 

e 

e Any age if he or she was physically or mentally incapable of self-support on your 
date of employment with the Company, was enrolled in  the Medical Plan as of 
your employment date and continuously remains incapacitated and enrollrd in 
the Medical Plan. 

In addition, your child must meet the Internal Revenue Code requirements for tax-free health 
coverage to be eligible for coverage in the Medical Plan 

By enrolling a dependent child, you represent that the individual satisfies these requirements. 
You must immediately drop coverage for a dependent child who no longer meets these 
requirements. 

A n  eligible child can only be covered by one Company employee or retiree 

Employee and Retiree Couples 

No one may be considered as a dependent of more lhan one employee or more than one retiree 

Verification of Dependent Status 

You may be required to provide evidence of dependent eligibility, such as1 but not limited to, a 
marriage license, divorce decree, birth cerlificate, court order, adoption papers. 
certificatehffidavit of common-law marriage or proof of joint residency Verification of‘ a 
dependent child’s full-time student status may be requested at age I9 and each year beyond age 
19. 

To continue coverage beyond age 19 for a child who is physically or mentally incapable of self- 
support, you must provide evidence of your child’s incapacity to the applicable Claims 
Administrator. The application can be obtained by contacting the niyHR Service Centei You 
may be required periodically to provide evidence of the child’s continuing incapacity. 

If a Dependent Becomes Ineligible 

If a covered spouse, domestic partner or dependent child becomes ineligible for coverage duiing 
the year (for example, if your child graduates from college), the individual(s) who become(s) 
ineligible for coverage will be dropped from your coverage 

You must immediately report that any dependents should be dropped from coverage due to a loss 
of eligibility within 3 1 calendar days of the loss of eligibility. When you report a dependent’s 
loss of eligibility within 3 I calendar days of the loss of-eligibility: 

e The dependent’s coverage ends at midnight on the last day of the month 
i n  which the dependent loses eligibility for coverage, and 

5 



0 Changes to your contribution amounts will be made as soon as 
administratively practicable after the date on which you notify the myHR 
Service Center that your dependent is no longer eligible. 

If you do not inform the inyHR Service Center of a covered dependent’s ineligibility within 3 1 
calendar days of the loss of eligibility: 

0 The dependent’s coverage ends at midnight on the last day of the month 
in which the dependent loses eligibility for coverage, 

a No changes to your coverage level, if applicable, may be made until the 
next annual enrollment period or, if earlier, the date you experience 
another worldlife event which allows you to change your Medical Plan 
elections (this means that you must continue to pay for the dependent’s 
coverage through the end of the year in which the dependent loses 
eligibility for coverage even though he or she is no longer covered, 
unless you experience another worldlife event which allows you to 
change your Medical Plan elections); 

B The coverage provided while your dependent is ineligible will be 
considered as part of the individual’s COBRA coverage period (this 
period begins on the first day of the month following the month in which 
eligibility is lost), and 

0 COBRA contributions (102% of the total cost) will be required to pay for 
the coverage received since the end of the month in which eligibility was 
lost if the individual elects continuation of coverage under COBRA. 

To drop coverage for ineligible dependents, go to the myHR link on the Duke Encrgy Portal or 
contact the myHR Service Center 

The Company reserves the right to seek recovery of any benelits paid under the Medical Plan to 
your ineligible dependents. 

Enrolling in the Medical Plan - Eligible Employees 

When You Are First Eligible 

When you are eligible to enroll as an employee, you will make your Medical Plan elections using 
an online enrollment tool. You will receive additional information about the online enrollment 
tool when you become eligible 

I f  you have questions or need assistance in making your Medical Plan elections, contact the 
mytlR Service Center. 

When you entoll i n  the Medical Plan as an eligible employee, based on the dependent(s) that you 
elect 10 cover. if any, your coverage level will be one of the following. 

0 Individual Only 
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0 Individual -t Spouse/Domestic Partner 

Individual + Child(ren) 

0 Individual + Family (spouse/doniestic partner and child(ren)) 

You must make your election within 31 calendar days of becoming eligible for coverage. 

You may also decline coverage altogether. 

During Annual Enrollment 

Each fall you will have the opportunity to change your Medical Plan elections for the following 
plan year, including changing your coverage option or electing to drop or add eligible dependents 
This is “annual enrollment ” You will receive information and instructions each fall about annual 
enrollment 

Other Opportunities to Enroll 

Under the provisions of [he Health Insurance Portability and Accountability Act of 1996 
(I-IIPAA), you can enroll yourself and your eligible dependents for coverage under the Medical 
Plan during the year i f  

e You or your dependent had other coverage under another health plan or health 
insurance at the time the Medical Plan was previously offered to YOU; and 

0 You did not enroll in  the Medical Plan; and 

You or your dependents lose such other coverage and are otherwise eligible for L3  

coverage under the Medical Plan. 

To enroll for Medical Plan coverage, the following conditions must be satisfied. 

e The other coverage was” 

Under a federal continuation provision (COBRA) and the continuation 
period for the other coverage was exhausted. (COBRA coverage is 
considered exhausted when i t  ceases for any reason other than either 
failure of the individuals to pay contributions on a timely basis or for 
cause (fraudulent or intentional misrepresentation}.) 

Not under COBRA and the other coverage terminated as a result of ( 1 )  
loss of eligibility (such as loss of eligibility due to legal sepaiation, 
divorce, death. termination of employment or reduction in the number of 
hours of employment), or (2) employer contributions toward the other 
coverage end 

In any case. the other coverage must not have terminated because you failed to pay timely 
contributions, or for cause (such as filing fraudulent claims) 

I 1  you need to enroll for coverage under the Medical Plan as a result of one of these events. such 
as 1 0 s  of other coverage, 01 becausc you acquire an eligible dependent through marriage, birth. 
adoption or placrnient for adoption. you must enroll within 31 calendai days of the event 
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Otherwise, unless a subsequent worMlife event giving rise to a mid-year election change occurs 
(see Mid-Year Coverage Changes), you must wait until the next annual enrollment. 

If You Are Rehired 

If your Medical Plan coverage ends due to your termination of cmploynient with the Company or 
layoff and you are reemployed by the Company as an active employee within 31 calendar days 
and within the same plan year, you will be automatically reenrolled in the Medical Plan (in the 
previous coverage option and at the previous coverage level). If you have experienced a life 
event for which you can make a change in your Medical Plan elections (such as marriage, divorce 
or birth), you can add and/or drop coverage for your eligible dependent(s), as applicable. within 
31 calendar days of the date you again become an eligible employee. If you are reemployed more 
than 31 calendar days after your termination or in a subsequent plan year, you must reenroll as a 
new employee. 

Enrolling in the Medical Plan - Eligible Retirees 

When You Are First Eligible 

If you are an eligible retiree as described in Eligible Retirees. you may elect retiree coverage 
under the Medical Plan when you retire When your employment terminates, if  you are an 
eligible retiree, you can choose to: 

0 Begin Medical Plan coverage immediately or at a later date; or 

Decline Medical Plan coverage. 

When you enroll in the Medical Plan as an eligible retiree, based on Ihe dependent(s) that you 
elect to cover, if any. your coverage level will be one of the following. 

e I nd i v i d u a I On1 y ; 

0 Individual + Spouse"; 

m Individual + Child(ren), or 

0 Individual + Family (spouse and child(ren)) 

You must make your election within 31 calendar days of becoming eligible for retiree coverage 

When you are eligible to enroll as a retiiee, you can make your MediLal Plan elections using an 
online enrollment tool. You will receive additional information about the online enrollment tool 
when you become eligible. You can also niakc your Medical Plan elections by contacting the 
myHR Service Center. 

lf you have any quesrions or need assistance i n  making your enrollment elections, contact the 
myl4R Service Center. 

'+ See F/~gib le  Kerirees for informalioii regarding your ability to elect coverage for a domestic partner 
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At a Later Date 

If you are an eligible retiree and you do not immediately begin retiree coverage under the Medical 
Plan at your termination of employment, or if you subsequently discontinue your retiree 
coverage, you can elect to enroll during a subsequent annual enrollment period or within 31 
calendar days o fa  worMlife event for which mid-year election changes are allowed. 

For example, if you are an eligible retiree covered as a dependent of a spouse enrolled as an 
active employee under the Medical Plan, you may elect retiree coverage under the Medical Plan 
during a future annual enrollment period or within 31 calendar days of a work/life event for 
which mid-year election changes are allowed. 

Please refer to During Annual Enrollmen1 and Mid-Yenr Coverage Changes for additional 
information. 

During Annual Enrollment 

Each fall you will have the opportunity to change your Medical Plan etec.tions for thc following 
plan year, including changingyour coverage option or electing to drop or add eligible dependents. 
This is “annual enrollment ” You will receive information and instructions each fall about annual 
enrollment. 

If You Are Rehired 

If you retire from the Company as an eligible retiree and are later rehired as an eligible active 
employee, you will be eligible for coverage as an active employee When your employn~ent 
terminates, you may reelect retiree coverage. however, unless you were represented by IBEW 
1347, lBEW 1393, USW 12049, USW 5541-06 or UWUA, you will not receive additional 
service credit for the time you worked as an active employee after your rehire date for purposes 
of detemiining your eligibility for or the amount of any Company contribution towards the cost of 
retiree medical coverage. either in the form of subsidized monthly coverage under the Medical 
Plan or Health Reimbursement Account benefits 

Cost of Coverage 

Active Employees 

if you are an active employee, you and the Company shale in the cost of medical coverage for 
youiself and your covered dependents. Your contribution amount is based on the Medical Plan 
coverage option that you elect and tlie eligible dependent(s) you choose to cover. Information 
about contribution amounts is available through the YBR Web site 

Paying for Coverage as an Active Employee 

Your contributions for medical coverage while an employee are deducted from your pay on a pre- 
tax basis each pay period. Because your contributions are taken as deductions on a pre-tax basis. 
they are not subject to federal income, Social Security and most states’ income taxes. 
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Even though you reduce your income for tax purposes through pre-tax contributions for medical 
coverage, you are not reducing the value of your other Company pay-related benefits, such as life 
insurance, disability insurance and retirement benefits. These benefits are based on your pay 
before contributions for medical coverage are deducted. 

If you elect coverage for a domestic partner, the portion of your contribution required to cover a 
domestic partner under the Medical Plan is deducted on a pre-tax basis. On pay advice 
statements, the contribution amount for your coverage will appear as a pre-tax deduction and the 
contribution amount for your domestic partner will appear as imputed income. 

While the Company subsidy amount for domestic partner coverage under the Medical Plan is the 
same as for spousal coverage, the subsidy amount for domestic partner coverage is reported each 
pay period as imputed income to the employee and is subject to applicable taxes. 

Non-tobacco user discounts may be available for certain active employee Medical Plan coverage 
options. To qualify for applicable non-tobacco user discounts, you and all covered dependents 
must not have used tobacco products, including smokeless tobacco, during the 12 months prior to 
the effective date of your coverage. When you enroll, you will be asked to indicate i f  the non- 
tobacco user discount applies. 

Non-Tobacco User Discount - Alternate Procedure for Active Employees in Certain 
Medical Plan Options 

I f  you (or your covered dependent) are unable, due to a medical condition. to meet the 
requirements for the non-tobacco user discount (or if i t  is medically inadvisable for you to 
attempt to meet the requirements for the non-tobacco user discount), you may still apply to 
receive the discount by providing these two items: 

1 .  A written statement from your (or your covered dependent‘s) physician stating 
that you (or your covered dependent) have a medical condition that makes i t  
unreasonably difficult (or medically inadvisable) for you (or your covered 
dependent) to meet the requirements for the non-tobacco user discount. This 
statement should identify the health factor, explaining why the health factor 
makes it unreasonably difficult (or medically inadvisable) for you (or your 
covered dependent) to meet the requirements for the discount, and 
recommending a specific tobacco-cessation program that is appropriate foi you 
(or your covered dependent). and 

2 Either of the following: 

A written statement from the recommended tobacco-cessation program 
stating that you (or your covered dependent) arc either cuirently enrolled 
or that you (or your covered dependent) have complcted the program 
within the last 12 months, or 

If i t  is your initial year of claiming the discount in acrordancc with this 
procedure. a written certification from you that you (or your covered 
dependent) will enroll in the tobacco-cessation prograin reronimended 
by your (or your dependent’s) physician within the next thiee months 

In order to continue the non-tobacco user discount under this procedure. a new physician’s 
stateinent and a new tobacco cessation program’s statement will be itqiiired each year In order 
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for you to qualify for the non-tobacco user discount, you and each of your covered dependents 
will have to meet the requirements for the discount or satisfy the alternate procedure. 

If you would like to apply for the non-tobacco user discount under the alternate procedure, you 
should indicate at enrollment that you are a tobacco user and then contact the myMR Service 
Center to discuss remitting the information required under the alternate procedure. All 
information must be received within 31 calendar days of the date you become an eligible 
employee or, in the case of enrollment during a future annual enrollment period, by the deadline 
communicated in your annual enrollment materials. You will pay tobacco user rates until your 
alternate procedure application has been approved, at which time the non-tobacco user discount 
will be applied on a prospective basis as soon as administratively practicable. 

Retirees 

If you are an eligible retiree, the cost of your retiree coverage under the Medical Plan is based on 
the Medical Plan coverage option that you elect and the eligible dependent(s) you choose to 
cover. The portion of that cost that you must pay depends on multiple factors, including your 
date of hire, your date of termination and your retiree group. A s  described below, you may be 
eligible for a Company contribution towards the cost of retiree medical coverage. either in the 
form of subsidized monthly coverage under the Medical Plan or Health Reimbursenient Account 
benefits Information about contribution amounts is available through the YBR Web site 

If you were hired before January 1 ,  2009, you may be eligible for a Company contribution 
towards the cost of retiree medical coverage if you terminate employment after satisfying all 
applicable requirements.. Your eligibility for Company contributions is governed by the 
eligibility rules in effect at the time of your date of termination, but remains subject to Duke 
Energy Corporation’s right to amend, modify or terminate the Medical Plan, including 
termination of eligibility for Company contributions toward the cost of retiree medical coverage. 

If you are hircd on or after January 1, 2009 (including most rehired employees) and you 
subsequently terminate your employment with the Company as an  eligible retiree, you will not be 
eligible for a Company contribution toward the cost of retiree medical coverage and will be 
responsible for paying the full cost of any retiree coverage you elect under the Medical Plan, 
unless you are represented by IBEW 1347, IBEW 1393, USW 12049, USW 5541-06 or LIWUA, 
in which case the rules directly above for individuals hired before January 1 .  2009 continue to 
apply to you. 

I f  you are rehiied on or after January 1 ~ 2009 and you subsequently terminate your employnient 
with the Company as an eligible retiree, you will be eligible for a Company contribution towards 
h e  cost of rctiree medical coverage only i f  you satisfied the eligibility requirements for Company 
contributions toward the cost of retiree medical coverage in effect at the time of your previous 
termination of employment I f  you did not satisfy the eligibility requirements in effect at the time 
of  your previous termination, you will be treated as a new hire and will be responsible for paying 
the full cost of any retiree coverage you elect. The rules described in this paragraph do not apply 
to individuals icpresented by IBEW 1347: IBEW 1393, USW 12049, USW 5541 -06 or UWlJA 
I f  you are repiesented by one of these unions, the rules directly above for individuals hired before 
January I :  2009 continue to apply to you. 
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Paying for Coverage as a Retiree 

Initially, you will be billed directly for the monthly contribution for your medical coverage. 
There are several different options available to you for making payment, which are listed below: 

0 I f  you are billed directly each month, you will receive a statement that 
explains how to make your payments, when they are due and where they 
need to be sent. 

e You also have the option to pay contributions in advance for the quarter 
(three months); semi-annually or for the entire year. If you later drop 
coverage for any reason, your unused contributions will be refunded, 
Contact the myHR Service Center to set up alternate billing 
arrangements. 

withdrawal from your checking or savings account for monthly 
contribution payments. If you choose this option, a Direcl Debit 
Authorizatior~ must be completed and returned to the myHR Service 
Center. 

e Rather than receiving a monthly bill, you may set up an automatic 

s If you are receiving annuity payments under a Company-sponsored 
pension plan, you may elect to have your contributions deducted from 
your monthly pension check by contacting the myHR Service Center. 

I f  you would like to change your payment method, contact the myl-IR Service Center 

Termination of Coverage for Non-Payment 

Your coverage 
e 

0 

will be terminated for non-payment i f :  
you do not make the required payment in  full for two months, or 
you are two months behind but have been sending in partial payments, or 
you call the Jnyk1R Seivke Center to indicate the payment is being sent, but it 
does not ari ive by the due date. 

I f  your coverage is terminated for non-payment, you will receive a Confirmation of Coverage 
statement indicating that your coverage has been cancelled 

Reinstatement aftrr non-payment is possible i f  you contact the myHR Service Center no later 
than three months from the date printcd on the Confirmation o f  Coverage statement; however, 
past due contributions must be paid in  full to reinstate coverage Reinstatement after non-payment 
will be allowed only one time 

Any amounts owed in arrears at the time of a death o r  coverage change will c.ontinue to be billed 
and must be paid. 

When Coverape and Contributions Begin 

LVhen you rnakc your Medical Plan elections as a newly eligible employee or retiree, coverage 
begins on the dare you beconie eligible (assuming that you make your elections within 31 
calendai days of becoming eligible). Deductions for your contributions (o r  payment for your 
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coverage, in the case of eligible retirees) begin as soon as administratively practicable following 
the date that you make your elections 

Mid-Year Coverage Changes 

AS a covered active employee or retiree, once you have made your Medical Plan election for the 
year, you may not change it during that year unless you have a work or life event that results in 
the gain or loss of eligibility for coverage. Specific information about these “worWlife” events 
and allowable mid-year election changes is available through the myHR link located on the Duke 
Energy Portal or by contacting the myHR Service Center 

If you experience a work/life event for which changes are allowed, you have 31 calendar days 
from the date of the event (for example, your marriage date) to change your elections Otherwise, 
unless a subsequent work/life event giving rise to a mid-year election change occurs, you cannot 
change your Medical Plan elections until annual enrollment. 

If a covered dependent ceases to be eligible for benefits, your dependent’s coverage ends at 
midnight on the last day of the month in which the dependent loses eligibility for coverage. If 
you notify the myHR Service Center within 3 1 calendar days of the loss of eligibility, changes to 
your  contribution amounts will be made as soon as administratively practicable after the date on 
which you provide notice See I f  u Dependetit Beco1ne.s hieligible for information about the 
consequences of failing to notify the myHR Service Center within 3 1 calendar days of a loss of 
eligibility. 

I f  you are eligible to make changes, the elections you make niust be consistent with and on 
account of the worWIife event. 

Below is a list of some worMIife events for which mid-year election changes are allowed: 

e Your legal marital status changes 

you get married 

you get divorced or have your marriage annulled 

you get legally separated and lose coverage under your spouse’s 
employer plan 

your spouse dies 

8 Your domestic partner stailis changes 

your domestic partner becomes eligible for coverage 

your domestic partner relationship ends 

your domestic partner dies 

m Uie number of your eligible children changes 

you havet or adopt, a child 

you become the legal guardian of a child 

your child gains oi loses eligibility for coverage undei, the Medical Plan 
(for cxample: SOUI. dependent child marries or turns 19 and is not a full- 
rime student.) 
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a QMCSO is received' 

your child dies 

YOU begin or end an international assignment scheduled for at least nine months 

Your dependent's benefits coverage changes because: 

he or she gains or loses coverage due to a change in eligibility as a result 
of a change in employment status or work schedule 

his or her period of coverage and annual enrollment window is different 
from yours 

You or your dependent's COBRA coverage from another employer expires 

You or your dependent becomes entitled to or loses Medicare or Medicaid' 

You or your dependent loses or gains coverage under a group health plan 

There is a significant increase or decrease in the cost of coverage under the 
employer plan in which your dependent participates 

You die 

When Mid-Year Election and Contribution Changes Are Effective 

The following chart shows when coverage and contributions change if you notify the niyHli 
Service Center o f  a worldlife event within 3 I calendai days o f  the event 

~~ 

Election Change I Coverage 

Start or increase coverage 

Decrease or stop covet age 
(your elective decrease or 
coverage term i nation)* * 

Decrease coverage due to a 
covered individual becoming 
ineligible for coverage (for 
example, divorce, child is age 
19 and not a full-tinie 
student)*** 

Covcrage changes on the day 
the worldlife event occurred 
(Event Date) 

Coverage changes on the first 
day of the month after your 
Election Date* 

Coverage for individuals no 
longer eligible ends at 
midnight on the last day o f  
the nionth in which the 
individual loses eligibility 
for coverage (Fvent Date) 

Conttibutions 

Changes IO your contribution 
amounts are effective a5 soon 
as administi atively practicable 
aftei your Election Date* 
Changes to your contribution 
amounts are effective as soon 
as administi atively practicable 
after your Election Date* 
Changes to your contribution 
amounts are cffcctive as soon 
as administratively practicable 
afrei vou Election Date* 

* Court Orders If a Qualified Medical Chi ld Supporl Order is issued requiring medical coverage for your 
child, you may change your medical coverage election to provide coverage for your chi ld You may also 
make an election change to cancel medical coverage for the child i f  [lie order requires [he child's other 
parent 10 provide coverage. 
' Entit lrment to Medicare or Medicaid If you, your spousc or any dcpcndcilf child i s  cnrolled in the 
Medical Plan and subsequently become entitled to coverage in  Part A or Part B o f  Meclicare or in hlledicaid. 
you may make an clectioii to cancel Medical Plan rovcrage for that individual 

14 
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I Election Change I Coverage I Contributions I 
* Your Election Date is the date you submit your election changes. 
**Does not include termination of employment. 
*** Does not include death. If you die, coverage ends on the date of your death. 

Situations Impacting Your Coverape 

If You Are on an Authorized Leave of Absence 

While you are on an authorized leave of absence, you may be eligible to continue your coverage 
tinder the Medical Plan. Contact the myHR Service Center for additional information regarding 
your ability to continue coverage under the Medical Plan during an authorized leave of absence 
If your authorized leave of absence is unpaid such thal you begin to be billed directly for the 
monthly contribution for your medical coverage, see Terminalion of Coveragc for Non-Pcytnetil 
for a description of what happens when required payments for coverage are not made. 

If You Become Disabled 

I f  you begin receiving disability benefits under the Duke Energy Short-Term Disability Plan or 
the Duke Energy Long-Term Disability Insurance Plan or pay under the Sick Time Pay Benefit, 
you may be eligible for continued coverage under the Medical Plan Contact the myHR Service 
Center for additional information regarding your ability to continue coverage tinder the Medical 
Plan if you begin receiving disability benefits. If you begin to be billed directly for the monthly 
contribution for your medical coverage. see Tertnmalioii if Cowt age fot Non-Pipnetil for a 
description of what happens when required payments for coverage are not made. 

When You Reach Age 65 

if you continue to work past age 65, your Medical Plan coverage will continue as long as you 
remain an eligible employee and pay any required contributions. and your coverage will be 
primary to Medicare. 

I f  You Become Entitled to Medicare 

If you are not actively at work and you become entitled to Medicare. you will be required to 
enroll in an option that coordinates with Medicare. Contacl (he myHR Service Center for 
additional information regarding the options available to you when you become entitled IO 

Medicare. 

I f  you elect to terminate your coverage under the Medical Plan when you hecomc entitled to 
Medicare. any of your eligible dependents who are covered under the Medical Plan and are not 
eligible for Medicare may continue coverage under the Medical Plan until reaching age 65 

If you and/or a c,overed dependent enroll in a Medicate prescription drug plan for a calendar year. 
you a ldo l .  your covered dependent will not be eligible for c.overage under the Mcdic,al Plan lor 
that calendai yea!. Therefore. Medical Plan coverage cnds for a calendar yeai. foi individuals 
\VI10 cnroll i n  a Medicare prescription drug plan mid-year Such individuals may bc able to enioll 
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for Medical Plan coverage at the next annual enrollment if Medicare prescription drug coverage is 
dropped for the following calendar year. 

Termination o f  Coverage 

When Coverage Ends 

Your coverage under the Medical Plan will cease on the earliest of the following dates: 

e the last day of the month in which your employment ends, unless you elect to 

the last day of the month i n  which you cease to be an eligible employee, retiree 

continue coverage under COBRA or as an eligible retiree; 

or dependent or otherwise cease to be eligible for coverage under the Medical 
Plan; 

e 

., the end of the period for which your last required contribution was made; 

the date the Company infonns the Claims Administrator that you (while you are e 

still eligible) are canceling Medical Plan coverage; or 

when the Medical Plan is discontinued. e 

Your dependent's coverage will end when your coverage ends, at the end of the period for which 
your last required contribution was made, on the last day of the month in which you elect not to 
cover the dcpcndent, or on the last day o f  the month i n  which the dependent loses eligibility, 
unless he or she continues his or her coverage under COBRA. Medical Plan coverage will 
actually terminate, but will be reinstated retroactive to the coverage termination date i f '  your 
COBRA enrollment is properly received and processed. COBRA enrollment forms must be 
completed and received within 60 days of the event or notification, whichever is later. 

When your coverage ends, you will teceive a certificaie of covei-age that indicates [he length of 
time you had coverage under the Medical Plan to the extent required by applicable law. You may 
need this certificate of coverage when enrolling in another plan. With this certificate: the time 
you were covered may be credited toward any pre-existing condition limitations in your new 
plan, provided you are enrolled in the new plan within 63 days of losing your Medical Plan 
coverage. 

Benefits if You Die 

If you die while you and your spouse/domestic partner are covered under the Medical Plan, your 
surviving spouse/domestic partner may continue Medical Plan coverage by making contribution 
payrnent arrangements with the myHR Service Center. This coverage can be continued until the 
earliest of' your spouse's remarriage, your domestic partner's establishment of' a new domestic 
partner relatioi~ship, the death of your spouse/dornestic partner and the date that your 
spouse/dornestic partner becomes eligible for othei. coverage (e.g., through an  employer's plan or 
Medicare). 
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If you are survived by dependent children, their medical coverage may continue for as long as 
they: 

0 continue to meet the definition of eligible dependents. and 

0 make required payments for coverage. Payment arrangements should he 
coordinated with the myHR Service Center. 

This provision applies even if your spouse dies or loses coverage after you 

Your surviving spouse/domestic partner and/or dependent children will be charged for their 
component of the contribution for coverage If coverage under the Medical Plan is declined or 
ends, your covered dependents may be eligible for continued coverage under COBRA for up to 
36 months i n  certain situations. 

Your spouse/doniestic partner must immediately report that any dependents should be dropped 
from survivor coverage due to a loss of eligibility within 31 calendar days of the loss of 
eligibility. See r a  Dependent Becomes Ineligible for a description of what happens when your 
spouse/domestic partner either does or does not report a dependent's loss of eligibility within 31 
calendar days of the loss of eligibility. To drop coverage for ineligible dependents. your 
spousddomestic partner should go to the YBR Web site or contact the rnyHR Service Center 

See Tertnination of Coverage for Non-Pqvnient for a description of what happens when required 
payments for coverage are not made. 

I f  you are covered under the Medical Plan and your spouseldoniestic partner is an eligible retiree 
who is covered as your dependent, your spouse/domestic partner may elect retiree coverage under 
the Medical Plan at  the time of your death. 

If You Become Divorced or Your Domestic Partner Relationship Ends 

If you cover a spouse/domestic partner under the Medical Plan and you become divorced or your 
domestic partner relationship ends, you must drop coverage for your former spouse/domestic 
partner within 31 calendar days of the divorce or the date on which your domestic partner 
relationship ends Your former spouse/domestic partner will then be notified that he or she may 
continue coverage through COBRA by contacting the COBRA administrator within 60 days of 
the qualifping event. 

See I f0 Dependent Becomes Ineligible for a description of what happens when you either do or 
do not report your divorce or the end of your domestic partner relationship within 3 1  calendar 
days 

To drop coverage for you1 former spouse/domestic partner, go to the myHR link on the Duke 
Energy Portal or contact the niyl-1R Service Center. 

If You Leave the Company 

I f  your eniploynient with the Company terminates. your coverage under the Mcdical Plan will 
end. unless you elect to continue coverage under COBRA or as a n  eligiblc rctircc 
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See If You Are Rehired for a description of what happens if  you are reemployed by the Company 
after your termination of employment. 

COBRA Continuation Coverage 

Under COBRA (Consolidated Omnibus Budget Reconciliation Act), you, your spouse and 
eligible dependent children may elect to continue Medical Plan coverage i f  certain qualifying 
events occur. Although domestic partners are not entitled to COBRA continuation coverage 
under the terms of COBRA, to maintain consistent administration, Duke Energy will apply the 
same rules to a domestic partner as to a spouse. 

Continued Coverage for You 

You may continue coverage for yourself and your covered eligible dependents under the Medical 
Plan for up to I8 months if“ you lose coverage under the Medical Plan due to: 

e termination of your employment (for reasons other than gross misconduct), or 

6 a reduction of your work hours. 

Continued Coverage for Your Dependents 

Your covered dependents may continue their coverage under the Medical Plan for up to 36 
months if  they lose coverage as a result of your: 

e death, 

e divorce. 

e 

e entitlement lo Medicare, or 

e 

termination of domestic partner status, 

dependent child ceasing to be a dependent as defined by the Medical Plan 

Newborn and Adopted Children 

if you give birth or adopt a child while you are on COBRA continuation coverage, you may 
enroll your new child for COBRA coverage within 31 calendar days following ihe date of the 
birth or adoption. Your newborn or adopted child will be a “qualified beneficiary.” This means 
that your child will hove independent election rights and multiple qualifying event rights. (Refer 
to ,ViiltipIe QziulijKtzg Events ) 

Bankruptcy Proceeding 

I f  you are a retired employee and you or your eligible dependents lose coverage resulting from a 
bankruptcy proceeding against your Company, you may qualify for continuation coverage under 
COBRA 

I S  
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In Case of Disability 

You and your covered dependents may be eligible for up to 29 months of continued coverage if 
you or your dependents receive a determination from the Social Security Administration stating 
that you or your dependents were disabled at the time you elected COBRA coverage or at any 
time during the first 60 days of COBRA coverage The disability must last at least until the end 
of the 18-month period of continuation coverage. 

You must notify the myHR Service Center in writing within the initial 18-month coverage period 
and within 60 days of the Social Security Administration’s determination Your verbal notice is 
not binding until confirmed in writing and the myFlR Service Center receives a copy of the Social 
Security disability determination. You must also notify the myHR Service Center within 30 days 
of the date you are determined by the Social Security Administration to no longer be disabled. 

If You Become Covered by Medicare 

If you become entitled to Medicare while you are an active employee and you later experience a 
qualifying event (e.g., a termination of employment), you and your dependents may be eligible 
for continued coverage when the qualifying event occurs. If COBRA is elected, coverage for 
your covered dependents will extend 36 months from the date you first became covered by 
Medicare or the maximum coverage period for the qualifying event (18 months in the case of 
termination of employment or reduction in hours) whichever is later. 

For example, suppose you are actively employed on January 1,2009, when you reach age 65 and 
become covered under Medicare. If you terminate your employment (a qualifying event) 12 
months later on January I ,  20 IO, your eligible dependents would be eligible for continued 
coverage until the later of: 

b 36 months following the date you become covered for Medicare - January 1 ,  
2012; 01 

I8 months following your termination of employment - Ju ly  1, 201 1 

In this case, your eligible dependents would be eligible for continued coverage until January I ,  
201 2 iFCOBRA continuation coverage is elected. 

Multiple Qualifying Events 

I f  your dependents experience mote than one qualifying event while COBRA coverage is active, 
they may be eligible for an additional period of continued coverage not to exceed 36 months from 
the date of the first qualifying event 

For example. if you terminate employment, you and your dependents inay be eligible for 18 
months of continued coverage. During this 18-month period. if your dependent child ceases to be 
3 dependent under the Medical Plan (a second qualifying event), your child map be eligible for an 
additional period of continued coverage. This period would not exceed a iota1 of 36 months from 
the date of your termination (the first qualifying event). 
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Procedures to Obtain Continued Coverage 

Both you and the Company have responsibilities if qualifying events occur that make YOU or your 
covered dependents eligible for continued coverage. 

You or your covered dependents must notify the myHR Service Center within 60 days when one 
of these qualjfying events occurs: 

e you become divorced; 

0 your domestic partner relationship ends; 

your dependent child is no longer considered an eligible dependent as defined by 

you become entitled to Medicare; 

you or an eligible dependent is determined to be disabled by the Social Security 

B 

the Medical Plan; 

0 

0 

Administration 

For other qualifying events, such as your death, termination of employment or ieduction in work 
hours, it is the Company’s responsibility to noti$ the COBRA administrator. 

Election Period 

Duke Energy’s COBRA administrator will notify you or your covered dependents of your right to 
elect continued coverage Each qualified beneficiary has independent election rights and has 60 
days to elect coverage, beginning on the later of 

0 the date coverage terminates by reason of the qualifying event, or 

the date notification of the right to elect continued coverage is mailed to you and 0 

your covered dependents. 

Type of Coverage 

I f  you choose continued coverage, you will initially have the same medical coverage you had on 
the day before your qualifying event. During your COBRA continuation period: any changes to 
the medical coverage of similarly situated active employees will also apply to your medical 
coverage as a COBRA qualified beneficiary In addition, if your COBRA continuation period 
extends into a future plan year. you will be able to change your Medical Plan COBRA election 
for the following plan year during annual enrollment to the same extent that  similarly situated 
active employees are able to change their Medical Plan elections for the following plan year 
during annual enrollment 

Cost 

You and your covered dependents will be required to pay 102% of the full group cost for your 
continued coverage. The 2% is used to cover administrative fees ‘I he contributions are paid on 
an aftcr-tax basis. 
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YOU will be asked to pay for coverage in monthly installments. Your first payment will be 
retioactive to the date of your qualifying event and will be due no later than 45 days after the date 
YOU elected continued coverage. Coverage will be effective once the initial premium is paid. 
Once payment is received, notification of coverage will be passed on to the applicable Claims 
Administrator. You may refile claims that may have been denied between your benefits 
termination and your election to continue coverage. You will be required to make monthly 
payments thereafter, with a 30-day grace period. If the cost or benefits change in the future for 
active employees, the changes will also affect continued coverage under COBRA. You will be 
notified prior to any changes in the cost or benefits associated with your coverage 

Termination of Continued Coverage 

COBRA coverage automatically ends if any of the following OCCUIS' 

0 The COBRA participant fails to make the required contribution on time; 

The Company terminates the Medical Plan for all employees; or 

The COBRA participant becomes covered under another group medical plan (as 

0 

0 

an employee or otherwise) after the election of COBRA coverage. (If the other 
plan limits coverage of a pre-existing condition, COBRA coverage may be 
continued in certain circumstances) 

Pre-existing Condition Limitation 

I f  you become covered under another group medical plan and are affected by a pre-existing 
condition liniitation under that plan, COBRA coverage may continue for that condition until you 
have satisfied the pre-existing condition limitation. as long as you remain within the COBRA 
period. When you are eligible for full benefits under your new plan, your COBRA coverage will 
be terminated. 

Conversion Privilege 

The Medical Plan h a s  no conversion privilege. This means that you are not able to convert your 
coverage under the Medical Plan to an individual policy upon your termination from the 
Company or when coverage ends. 

Medical Child Support Orders 

If the Company receives notification that, as a result of a Qualified Medical Child Suppon Order, 
you are required to provide Medical Plan coverage for a dependent child. the Company will: 

0 Notify you (and any other person named i n  the order) of receipt of the order, and 

Within a reasonable period of t ime ( u p  to 30 days), determine if the child is 0 

eligible for coverage under the Medical Plan and notify you in  writing of the 
decision. 

As appropriate to the court order, the child will be enrolled for medical coverage, unless there are 
legal prorecdings that dispute the determination I f  the roui-t order is disputed. claims processing 
will be delayed until the dispute is resolved. 



If the child’s covered expenses are paid by a custodial parent or legal guardian who is not a 
participant in the Medical Plan, reimbursement of these expenses will be made directly to the 
custodial parent or legal guardian if required by the order. Custodial parents and legal guardians 
may also sign claim forms and assign benefits to providers. The Claims Administrator will send 
notification of payment to providers to the custodial parent. 

If you do not comply with the procedures required by the order, the Company may change your 
coverage status to that required by the court order and deduct the appropriate contributions from 
your pay at the direction of the court. 

Your Role 

As a participant in the Medical Plan, please follow these guidelines: 

e File accurate claims. 
your behalf, you must review the form before you sign i t  

Make sure that 
benefits have been paid correctly based on your knowledge of the expenses 
incurred and the services rendered. 

1F someone else (other than the provider) files a claim on 

e Review the explanation of benefits when it is returned to you. 

e Never allow another person to seek medical treatment under your identity. 

Provide complete and accurate information on claim forms and any other forms; e 

answer all questions to the best of your knowledge. 

You must notify the applicable Claims Administrator if a provider 

0 Rills you for services or treatment that you have never received. 

Asks you to undergo tests that you feel are not needed 

m Asks you to sign a blank claim form. 

0 

Any covered person who knowingly intends to defraud the Medical Plan will be considered guilty 
of fraud I f  you are concerned about any of the charges that appear on a bill or explanation of 
benefits form or if you know of or suspect any illegal activity, call the applicable Claims 
Administrator at the toll-free number on your I D card All  calls are strictly confidential 

Other Important Information 

Plan Sponsor 

Dike Energy Corporation is the sole sponsor of the Medical Plan 
telephone number and employer identification number (EIN) are 

The company address, 

Duke Energy Corporation 
526 South Church Street 
Charlotte, NC 28202 
704-594-6200 
FIN 20-2777218 

22 



Case No. 2009-00202 
STAFF-DR-01-039 i Page 826 of 1661 

Identification Numbers 

If you need to correspond with the federal government about the Medical Plan, you should 
include in the correspondence the Duke Energy Corporation EM and the plan number assigned to 
the Medical Plan. The plan number assigned to the Medical Plan is 502. 

Funding 

Benefits under the Medical Plan generally are provided from funds held by trustees. All Medical 
Plan claims except for post-retirement coverage for non-key employees are paid from the Duke 
Energy Corporation Welfare Benefits Trust VEBA I with Mellon Bank NA as trustee Claims for 
post-retirement cove1 age for non-key employees are paid from the Duke Energy Corporation 
Post-Retirement Medical Benefits Trust VEBA 11 with Mellon Bank. NA as trustee. The address 
for Mellon Bank, NA is- 

Mellon Bank, NA 
One Mellon Bank Center 
Pittsburgh, PA 152.58 

The Company may also provide benefits under the Medical Plan through insurance or from its 
general assets, and may also transfer assets from the 401(h) retiree account under the Duke 
Enerw Corporation Master Retirement Trust to the Medical Plan to provide benefits for post- 
retirement coverage for non-key employees. 

P 1 a 11 Ad ni in is  t ra t o r 

The Plan Adniinistrator for the Medical Plan is the Duke Energy Benefits Committee. The 
Benefits Committee has responsibility and authority to control and manage the operation and 
administration of the Medical Plan, except to the extent delegated or assigned to others 

The Benefits Committee rnay assign or delegate any ot its authority or duties to others. The 
Benefits Committee has appointed the Claims Committee, which serves as Denied Claim 
fieviewer for claims as to whether an individual is eligible to participate in or obtain coverage 
undei, or wliethei an eligible individual is enrolled for participation in or coverage under. the 
Medical Plan or any coverage option under the Medical Plan. The Benefits Committee and the 
Claims Committee rnay be contacted as follows. 

Benefits Committee Claims Committee 
Duke Energy Corporation 
400 South Pryon Street. ST06 
Cliailotk NC 2828.5 

Duke Energy Corporation 
400 South Tryon Street. ST06 
Charlotte. NC 28285 

704-594-6200 704-594-6200 

The Benefits Committee has appointed the Claims Administrators, which serve as Initial Claim 
AdminisIrators and Denied Claim Reviewers for claims for benefits under the Medical Plan The 
Cloinis Administrators inay be contacted at the addresses listed in the Medical Plan booklets 
You can also obtain additional information by contacting the myHR Service Center 
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The Benefits Committee, the Claims Committee and the Claims Administrators, each within its 
area of authority and responsibility, have power and discretion to construe and interpret the 
Medical Plan and to make factual determinations. 

Investment Committee 

The named fiduciary for the maintenance and investnient of the plan assets that are held in the 
Duke Fnergy Corporation Welfare Benefits Trust VEBA I and the Duke Energy Corporation 
Post-Retirement Medical Benefits Trust VEBA I 1  is the Duke Energy Investment Committee. 
The Chief E.xecutive Officer of Duke Energy Corporation, or its delegate, appoints the Chairman 
of the Investment Committee, who in turn appoints the other members of the Investment 
Committec 

The Jnvestinent Committee oversees the maintenance and investment of plan assets for which i t  is 
named fiduciary, selects investment managers and collective investment funds, issues investment 
guidclincs and objectives and monitors investment performance. The investment Committee may 
be contacted through the following address: 

Investment Committee 
General Manager, Long Term Investments 
Duke Energy Corporation 
526 South Chuicli Stieet, ECO4Z 
Charlotte. NC 28202 

The plan year for the Medical Plan is January 1 through December 31 

Service of Legal Process 

The person designated for service of legal process upon the Medical Plan is: 

Vice President. Legal 
139 East Fourlh Street - Room 25 AT11 
P 0. Box 960 
Cincinnati, OF1 45201-0960 
(5 13) 4 19-1 851 

1,egal process may also be served upon the Medical Plan’s trustees. if  applicable, or upon the 
Benefits Cornrnirtee as Plan Administrator 

Affiliated Employers of the Company That Have Adopted the Medical 
Plan 

Contact the n iyI iR Sewire Center for information regarding affiliated employers of Duke Energy 
that haw acloptcd the Medical Plan 
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Claim Determination Procedures Under ERISA 
The following are hvo different types of claims that may be made under the Medical Plan: 

0 claims for Medical Plan benefits; and 

claims as to whether an individual is eligible to participate in or obtain coverage 
under, or whether an eligible individual is  enrolled for participation in or 
coverage under, the Medical Plan or Medical Plan option (referred to as an 
“Eligibility or Enrollment Claim”). 

Claims for Medical Plan Benefits 

The Claims Administrators for your Medical Plan options have the authority to decide initial 
claims for Medical Plan bencfits, as the Initial Claim Administrators, and denied claims for 
Medical Plan benefits on review, as the Denied Claim Reviewers The Company has no 
discretionary authority with respect to claims for Medical Plan benefits. 

Claims submission proceduies for your Medical Plan benefits are described in the Medical Plan 
booklets for the Medical Plan options in which you participate. You can also obtain additional 
information by calling the myHR Service Center. To file a valid claim lor Medical Plan benefits, 
you (or your authorized representalive) must follow the claim submission procedures for the 
Medical Plan as described in the Medical Plan booklets applicable to the Medical Plan options in 
which you participate and any updating materials. 

Eligibility or Enrollment Claims 

Authority to decide an Eligibility or Enrollment Claim is assigned for initial claims to Duke 
Energy Human Resources, which is the Initial Claim Administrator Human Resources has 
delegated its authority to the Hewitt Associates Benefits Determination Review Team. For 
denied claims on review, authority is assigned lo [he Duke E,nergy Claims Commitlee, which is 
the Denied Claim Reviewer 

To file a valid Eligibility or Enrollinent Claiin, you (01 your authorized representative) must 
follow the claim submission procedures for ihe Medical Plan as described in this General 
Information booklet and any updating materials 

Initial Claim 

If you have an Eligibility 01 Enrollment Claim. you (01 your authoi ized iepresentative) must 
submit a claim initiation form This form can be obtained by calling the rnyHR Service Center 

The claim form must be submitted in writing to the address on the form and include“ 

0 A statement tha t  the claim i s  a -‘Claim for Eligibility/Enrollinent” and 

Your name, Social Security number. mailing address and daytime telephone 

identification of the Medical Plan; 

nurn ber. 



Case No. 2009-00202 
STAFF-DR-01-039 
Page 829 of 1661 

e A complete description of the claim, including the eligibility/enrollment issue 

Dependent information. if applicable; and 

presented, 

0 

e Any additional information you want considered. 

A “Claim for Eligibility/Enrollment” must be received by the Benefit Determination Review 
Team within 90 days after the end of the plan year in which you are claiming 
el igi bil ity/enrol lment should have occurred 

The Benefits Determination Review Team will notify you or your representative of the 
determination within 30 days after receiving the request. However, if more time is needed to 
make a determination due to matters beyond the Benefit Determination Review Team’s control, it 
will notify you or your representative within 30 days after receiving the request The extension 
notice will include the date a determination can be expected, which will be no more than 45 days 
after receipt of the request. 

If more time is needed because necessary information is missing from the request, the notice will 
also specify what information is needed. The determination period will be suspended on the date 
the Benefits Determination Review Teain sends such a notice of missing information, and the 
determination period will rcsumc on the date you or your repesentative responds to the notice 
You will have 45 days to respond to the request for information 

Adverse Determination 

In the event of an adverse eligibility or enrollment determination, in whole or in part, you (or 
your authorized representative) will be notified of the adverse determination in writing. 

A n  adverse determination notification for 311 Eligibility or Enrollment Claim will contain: 

0 the specific reason or reasons for the adverse determination; 

a description of any additional malerial or information necessary to perfect the 

e a description of the Medical Plan‘s review proccdures and the time limits 

e referencc to the specific plan provisions on which the determination is based; 

0 

claim and an explanation of why such material or information i s  necessary; 

applicable, including a statement of a claimant‘s rights 10 bring a civil aclion 
under section 502(a) of ERISA following an  adverse determination on appeal; 

w if an internal rule, guideline, protocol or other similar criterion was relied on in 
inaking the adverse determination, either the specific rule, guideline, protocol or 
other similar criterion (or a statenicnt that such a rule. guideline, protocol or 
similar cr.iterion was relied upon in inaking the determination) and that a copy of 
such rule, guideline, protocol. or criterion will be provided frcc of charge upon 
request; and 

investigative treatnient, either a clinical 01 scientific explanation of the 
detei-mination, applying the terms of the Medical Plan to your medical 
ciicumstances, 01 a statement that such clinical or scientific esplanation will be 
provided free of charge upon iequest. 

0 i f  the adverse determination i s  based on a medical necessity or experimental or 



Appeal of Adverse Determination 

If you disagree with an adverse eligibility or enrollment determination, you (or your authorized 
representative) can request a review of the initial determination by submitting a written request to 
the Claims Conimittee within 180 calendar days after receipt o f  the adverse determination. 

A request to the Claims Committee must be submitted in writing to: 

Claims Committee 
Duke Energy Corporation 
400 South Tryon Street, STOG 
Charlotte, NC 28285 

When reviewing an adverse determination that has been appealed, any new information that you 
provide that was not available or utilized when the initial determination was made will be 
considered Someone other than an individual involved in the initial determination, or a 
subordinate of such individual, will make the determination on appeal. 

You will be notified regarding the decision on your claim within 60 days. The determination of 
your appeal will be in writing and, if adverse, will contain the following. 

e the specific reasons for the adverse dctcrmination of your appeal; 

reference to the specific plan provisions on which the determination of your 

a statement regarding your right, upon request and free of charge. to access and 

a statement regarding your right to sue under Section 5O2(a) 01 ERISA following 

e 

appeal is based; 

receive copies ofdocuments, records and other information relevant to the claim; 
e 

63 

an adverse determination on your appeal and about any available voluntary 
alternative dispute resolution options; 

e i f  an internal rule, guideline, protocol or other similar critcrion \vas relied on in 
making the adverse determination, either the specific rule, guideline, pt’otocol or 
other similar criterion (or a statement that such a rule, guideline, protocol or 
similar criterion was relied upon in  making the determination) and  that a copy of 
such rule, guideline, protocol, or criterion will be provided free of charge upon 
request; 

investigative treatment, either a clinical or scientilic explanation of the 
determination, applying the terms of the Medical Plan to your medical 
circumstances, or a statement that such clinical or scientific explanation will be 
provided free of charge upon request; and 

the statement 
options, such as mediation One way to find out what may be available is to 
contact your local U S. Department of Labor Office and your stale insurance 
regulatory agency ,” 

After completing all mandatory appeal levels, you have the right to further appeal adverse 
detemiinalions by bringing a civil action under E.RISA. Please refer to the S I N I C I ~ I C I I I  c?f ERISA 
Righ/s section below.. 

e if the adverse determination i s  based on a medical necessity or experimental or 

e “You and your plan may have other voluntary dispute resolution 

27 
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For additional information on filing an Eligibility or Enrollment Claim or filing an appeal of an 
adverse determination, you should contact the Claims Conimittec. 

Legal Action 

YOU have the right to bring a civil action under section 502(a) of ERISA i f  you are not satisfied 
with the outcome of the Appeals Procedure. You may not initiate a legal action against the 
Claims Administrators, the Medical Plan, the Company, or the Plan Administrator until you have 
completed appeal processes. No legal action may be brought more than one year following a 
final decision on the claim under the appeal processes. If a civil action is not filed within this 
period, your claim will be deemed permanently waived and abandoned. and you will be precluded 
from reasserting it. 

Discretionary Authority 

Authority to decide initial claims (including claims for Medical Plan bencfits) under the Medical 
Plan and denied claims on review (including denied claims for Medical Plan benefits on review) 
under the Medical Plan includes the full power and discretion to interpret Medical Plan provisions 
and to make factual determinations, with the Initial Claim Administralors’ and Denied Claim 
Reviewers’ decisions. interpretations and factual determinations controlling. Requests for 
information regarding individual claims, or review o r a  denied claim, are to be directed in writing 
and properly addressed to the particular entity identified as having the authority to decide the 
initial claim, or to decide the denied claim on review 

Right to ChanPe or Terminate the Medical Plan 

Duke Energy reserves the right to amend or terminate the Medical Plan i n  any respect and at any 
time For example, the Medical Plan may be discontinued in pait or i n  its entirety, or what the 
Medical Plan or Medical Plan option covers or what benefits i t  provides may be changed Cost 
sharing between the Company and covered individuals is also subjcct to change, which may 
include initiating or increasing contributions required of employees, retirecs, other forincr 
employees and their dependents 

The amendment or termination of the Medical Plan may affect the benefits or benefit coverage 
not only of active employees (and their dependents). but also of former active employees who 
retired, became disabled, died or whose Company employment has otlicrwise terminated (and 
their dependents), and also of any covered person who began receiving benefit coverage or 
payments prior to the amendment or termination. I f  such a termination or amendment occurs. 
affected participants will be notified The light to amend or tcrminate the Medical Plan may be 
evercised by the Board of Directors, or its authorized delegates, and any amendment shall be in 
\v r i t i ng 

111 the event of a complete teimination of the Medical Plan. eligible claims for Medical Plan 
benefits will be paid by the Duke Energy Corporation Welfare Benefits Trust VEBA 1. the Duke 
Energy Corporation Post-Retirement Medical Benefits Trust VEBA 11 andlor the Duke Energy 
Corporation Master Retirement Trust - 401(h) Account. as applicable, to the extent that funds are 
available 

28 



Statement of Rights 

As a participant in the Medical Plan you are entitled to certain rights and protections under the 
Employee Retirement Income Security Act of 1974 (ERISA). ERISA provides that all Medical 
Plan participants shall be entitled to: 

Receive Information About Your Plan and Benefits 

8 examine, without charge, at the Plan Administrator’s office and at other specified 
locations, such as worksites and union halls, all documents governing the 
Medical Plan, including insurance contracts, collective bargaining agreements 
and copy o f  the latest annual report (Form 5500 Series) filed by the Medical Plan 
with the U S .  Department of Labor and available at the Public Disclosure room 
of the Employee Benefits Security Administration. 

governing the Medical Plan, including insurance contracts and collective 
bargaining agreements, and a copy of the latest annual report (Form 5500 Series) 
and updated summary plan description. The Plan Administrator may make a 
reasonable charge fbr the copies. 

The Plan 
Administrator is required by law to furnish each person undcr the Medical Plan 
with a copy of this summary financial report.. 

medical child support order (QMCSO). 

8 obtain, upon written request to the Plan Administrator, copies of documents 

0 receive a summary of the Medical Plan’s annual financial report. 

e obtain a copy of the Medical Plan’s procedures for determining a qualified 

e Group Health Plan Coverage 

e continue health care coverage for yourself, your spouse’ or dependents if there is 
a loss of coverage under the Medical Plan as a result of a qualifying event. You 
or your dependents may have to pay for such coverage Review this summary 
plan description and the documents governing the Medical Plan on the rules 
governing your federal continuation coverage rights. 

conditions under your group health plan, if  you have creditable coverage from 
another plan. You should be provided a certificate of creditable coverage, fiee of 
charge, from your group heahh plan or health insurance issuer when you lose 
coverage under rile planl when you become entitled to elect federal continuation 
covei’age, when your federal continuation coverage ceases, if  you request it  
before losing coverage, or if you request it  up to 24 months after losing coverage. 
Without evidence of creditable coverage, you may be subject to a preexisting 
condition exclusion for 12 months (18 months for late enrollees) after you1 
enl-ollmcnt date i n  your coverage. 

0 reduction or elimination of exclusionary periods of coverage for preexisting 

’ Additionally, the Company extends continuation of coverage under COBRA to covered domestic partners 
i f  rhcy Iosc cligibility tor coverage in certain situations 

29 
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Prudent Actions by Plan Fiduciaries 

In addition to creating rights for plan participants, ERJSA imposes duties upon the people 
responsible for the operation of the Medical Plan. ‘The people who operate your Medical Plan, 
called “fiduciaries” of the Medical Plan, have a duty to d o  so prudently and in the interest of 
you and other Medical Plan participants and beneficiaries. No one, including the Company, 
your union, or any other person may fire you or otherwise discriminate against you in any 
way to prevent you from obtaining a welfare benefit or exercising your rights under ERISA. 

Enforce Your Rights 

If your claim for a welfare benefit is denied or ignored, you have a right to know why this 
was done: to obtain copies of documents relating to the decision without charge, and to 
appeal any denial, all within certain time schedules. 

Under ERISA: there are steps you can take to enforce the above rights For instance, if you 
request a copy of Medical Plan documents or the latest annual report from the Medical Plan and 
do not receive them within 30 days, you may tile suit in a federal court. In such a case, the court 
may require the Plan Administrator to provide the materials and pay you up to $ 1  10 a day until 
you receive the materials, unless the materials were not sent because of reasons beyond the 
control ofthe Plan Administrator. If you have a claini for benefits which is denied or ignored, in 
whole or in part, you may file suit in a state or federal court once you havc exhausted the Medical 
Plan’s claims procedures 

I n  addition, if  you disagree with the Medical Plan’s decision or lack thereof concerning the 
qualified status of a medical child support order, you may file suit in federal court. If it should 
happen that plan fiduciaries misuse the Medical Plan’s money, or if you are discriminated against 
for asserting your rights, you may seek assistance from the U S Department of Labor, or you rnay 
file suit  in a fedcral courr Pfie court will decide who should pay court costs and legal fees If 
yoti are successful, the court may order the person you have sued to pay these costs and fees. I f  
you lose, the court may order you to pay these costs and fees, for example if i t  finds your claim is 
frivolous. 

Assistance with Your Questions 

I f  you have any questions about your plan, you should contact the Plan Administrator. If you 
have any questions about this statement or about your rights under ERISA, or if you need 
assistance in obtaining documents fi om the Plan Administrator, you should contact the nearest 
office of the Employee Benefits Security Administration, (J S. Department of L.abor listed in your 
telephone directory or the Division of Technical Assistance and Jnquirics, Employee Benefits 
Security Administration, U.S Department of Labor, 200 Constitution Avenue N. W., Washington, 
D..C. 202 10. You rnay also obtain certain publications about your rights and responsibilities 
under ERISA by calling the publications hotline of the Employee Benefits Security 
A dni i ni strat i on. 

Keep Us Informed 

I t  is your responsibility to make sure that your benefits records are correct and that the personal 
info1 ination needed to administer your benefits is curieni Promptly review any confirmation and 
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other benefit statements carefully, and immediately advise the myHR Service Center, if 
applicable, if you believe there is an error. If you move, marry, divorce, or gain a new child, or i f  
your child marries, ceases to be a full-time student or is otherwise no longer an eligible 
dependent, contact the myHR Service Center as soon as possible. Certain worldlife events allow 
you to change benefit elections that you previously made, but to do so, you must make the benefit 
election change within 31 calendar days of the worWIife event. 

A Final Note 

Although this SPD describes the principal features of the Medical Plan that are generally 
applicable, it is only a summary. The complete provisions of the Medical Plan are set forth in the 
plan documents, which are available upon request froin Duke Energy Human Resources. An 
SPD is an overview and is written to be read in its entirety. Descriptions of Medical Plan features 
should not be taken out of context. Inquiries about specific situations should be directed in 
writing to Duke Energy Human Resources. Changes to the Medical Plan, pending revision of the 
SPD, will be communicated in benelit newsletters, letters, Duke Energy Portal announcements 
and/or enrollment materials. In the event of a conflict between this SPD or any other 
communication regarding the Medical Plan and the plan documents themselves, the plan 
documents control. Remember, the Medical Plan may be amended only by proper corporate 
action and not by oral or written communications about benefits under the Medical Plan. 

Neither the Medical Plan, this SPD, nor your Medical Plan participation is an employment 
contract, and does not give any employee the right to continue to be employed by the Company. 
Employees may resign and are subject to discipline, discharge or layoff as if the SPD had never 
been published and the Medical Plan had never gone into effect. 
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BENEFIT BOOKLET 
This benefit booklet describes benefits provided under the Duke Energy Medical Plan 
Exclusive Provider Organization (EPO) option (the Plan) Blue Cross and Blue Shield of 
North Carolina provides administrative claims payment services only and does not assume 
any tinancial risk or obligation with respect to claims. Please read this benefit booklet 
carefully. 
The benefit plan described in this booklet is an employee health benefit plan. subject to the 
Employee Retirement Income Security Act of 1974 (ERISA) and the Health Insurance 
Portability and Accountability Act of 1996 (HIPAA). Conditions, limitations and 
exclusions are set forth in this benefit booklet for easy reference. 
In the event of a conflict between this benefit booklet and the terms in the Plan document, 
the Plan document will control. 

Blue Cross and Blue Shield of North Carolina i s  an independent licensee of the Blue Cross and 
Blue Shield Association. 
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PTI 0 N S’” Duke Energy Medical Plan 

r o  efeerence - Toll Free Phone Numbers, Web Site and Addresses 

BCBSNC Web Site 
www. bcbsnc.comlmemberslduke-energy 

Member Services Web Site 
www bcbsnc.com/mcmbers/duke-energy 

BCBSNC Customer Service 

8 a m-8 p m , Monday-Friday, except holidays 

Magellan Behavioral Health 

1-888-554-3202 

1-800-359-2422 

Blue Card@ PPO Program 
1-800-810-BLIJE (2583) 

Medical Claims Filing: 
BCBSNC Claims Department 

PO Box 3.5 
Durham, N C  27702-0035 

AddlRemovc Someone From Your Policy 

To find a network provider by location or specialty, 
get general benefit information, search through our 
corporate medical policies to see medical criteria used 
to administer your benefits, obtain claim forms, access 
information about all the Blue ExtrasSM discounts, 
”proof of covcragc” portability certificates and more 

To enroll in a safe and secure customer service web 
site to: Check claim status, verify benefits and eligibility 
or request a new ID card 

For questions regarding your benefits, claim inquiries 
and new ID card requests. 

For mental health and substance abuse inpatient and 
outpatient prc-certification. Note. You d o  not need 
certification for office visits 

To find a participating provider 

Mail conipleted medical claims to this address 

Contact Duke Energy’s myHR Service Center at 
1-888-465- 1300 

Your plan for better health’.” b c b s n c . c o m  
3 
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e OPTIONSSM Duke Energy Medical Plan 

Tips for Getting the Most 
Out of Your Health Care Benefits 

Manage your out-of-pocket costs by managing 
the locations in which you receive care 

Generally speaking, care received i n  a doctor’s office is the most cost-effective for you, followed by hospital 
outpatient services Hospilal inpatjent services often bear the highest cost. In addition, remember that 
in-network care (services from a BCBSNC participating provider who agrees to charge specified rates) will 
cost you less than similar care provided by an out-of-network provider. Know what your financial 
responsibility is before receiving care. 

Pick a primary care physician 

While our products d o  NOT require you to have a primary care physician, we strongly urge you to select 
and use one A primary care physician informs you of your health care options, documents your care, and 
maintains your records for you. In addition, they save you time and unnecessary copayments by 
recommending appropriate specialists, coordinating your care with them, and informing them of things 
such as your medical history and potential drug interactions 

Understand your health care plan 

The more you know about your benefits, the easier it will be to take control of your health. Let BCBSNC 
help you understand your plan and use i t  effectively through our customer-friendly Web site 
(~.Jww.bcbsne.comlmrmberslduke-energy), toll free Customer Service line ( I  -888-554-3202). 

Your plan for better health”: b c b s n  c .  corn 
4 



Case No.. 2009-00202 
STAFF-DR-01-039 
Page 839 of 1661 

UeOPTIONS’” Duke Energy Medical Plan 

MEMBER RIGHTS AND RESPONSLBILITIES 
As a Blue Cross arid Blue Shield of North Carolina nrember, you have the right to: 

Receive, upon request, information about Blue Options including its services, doctors, a benefit booklet, 
benefit summary and directory of in-network providers 
Receive courteous service from BCBSNC 
Receive considerate and respectful care from your in-network providers 
Receive the reasons for BCBSNC’s denial of a requested treatment or health care service, including 
(upon request) an explanation of the Utilization Management criteria and treatment protocol used to 
reach the decision 
Receive (upon request) information on the procedure and medical criteria used by BCBSNC to 
determine whether a procedure, treatment, facility, equipment, drug or device is investigational, 
experimental or requires prior approval 
Receive accurate, reader-lriendly inrormation to help you make informed decisions about your health 
care 
Participate actively in all decisions related to your health care 
Discuss all treatment options candidly with your health care provider regardless of cost or benefit 
coverage 
Expect that measures will be taken to ensure the confidentiality of your health care information 
File a grievance and expect a fair and efficient appeals process for resolving any differences you may 
have with BCBSNC 
Re treated with respect and recognition ofyour dignity and right to privacy 
Voice complaints or appeals about the organization or the care i t  provides 
Make recommendations regarding the organization’s members’ rights and responsibilities policies 

As a B h e  Cross and Blue Shield of North Carolina member, you have the responsibi1it.y to: 
Present your ID card each time you receive services 
Give your doctor permission to ask for medical records from other doctors you have seen. You will be 
asked to sign a transfer of medical records authoriz,alion form. 
Read your Blue Options benefit booklet and all other Blue Options nieniber materials 
Call BCBSNC Customcr Services if you have a question or do not understand the material provided by 
BCBSNC 
Follow the course of treatment prescribed by your doctor. If  you choose not to comply, tell your doctor. 
Provide complete information about any illness, accident or health care issues to BCRSNC and 
providers 
Make and keep appointments for non-emergency medical care. If i t  is necessary to cancel an 
appointment, give the doctor’s office adequate notice.. 
Participate in understanding y o u r  health problems and the medical decisions regarding your health care 
Be considerate and courteous to Blue Options providers, their staff and BCBSNC representatives 
Notify your eniployer and BCRSNC i f  you have a n y  other group coverage 
Notify your group administi ator of a n y  changes regarding dependents and marital status 
Protect your ID card from unauthorized use.. 

Your plan for better health”.” b c b 5 n t. corn 
3 
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Welcome to Blue Cross and Blue Shield of North Carolina's Blue Options plan! 
As a member of the Blue Options plan, you  will enjoy quality health care from a network of health care providers 
and easy access to in-network specialisrs. There are no benefits for services from out-of-network providers. You may 
verify a North Carolina provider's participation by calling Customer Services at the number given in  "Whom DO I 
Call?' 
You may receive, upon request, information about Blue Options, its services and ciocfors, including this benefit 
booklet with a benefit summary, and a directory of in-iiefworlc providers. 
How To Use Your Blue Options Benefit Booklet 
This benefit booklet provides important information about your benefits and can help you understand how to 
maximize them. Please read i t  carefully. 
If you are trying to determine whether coverage will be provided for a specilic service, you may want to review all of 
the following: - "Summary of Benefits" to get an overview of your specific benefits, such as cledirctible, coiti.nmizce and 

maximum amounts 
"Covered Services" to get more detailed information about what is covered and what is excludcd from coverage 
"Utilizntion Maiingernent" for important information about when prior review and cerrificrrtion are required 
"What Is Not Covered?' to see general exclusions from coverage. 

If  you still have questions, you can call BCBSNC Customer Services at  the number listed on your ID Card or in 
"Whom Do I Call?" and get further information. 
As you read this benefit booklet, keep in mind that any word you see in italics (irnlics) is a defined term and will 
appear in "Definitions" at  the end of this benefit booklet. 
You will also want to review the following sections of this benefit booklet: 
. "How Blue Options Works" explains the coverage levels available to you . "What I f  You Disagree With A Decision?' explains the rights available to you when BCBSNC makes a decision 

and you do  not agree. 
Notice For Non-English __ Speaking - --____ Members 
This benefit booklet contains a summary in English of your rights and benefits under the Plan. I f  you havc difficulty 
understanding any part of this benefit booklet, contact BCBSNC Customer Service to obtain assistance. 
AVJSO PARA AFILIADOSQlJE NO HABLAN JNGLES 
Este manual de beneficios contiene un resiimen en ingles de sus derechos y beneficios que le ofrece el Plan. Si usted 
tiene dificultad en entender alguna seccion de este manual, por favor llame a1 BCBSNC Customcr Scrvice para 
recibir ayuda. 

________.-.---.I_-._ ~ -_____-.I___ ~ 
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COVERED SERVIC€S 
', 

Blue Options covers only those services that are medically necessary. Also keep in mind as you read this section: 
Certain services requireprior review and certification in order for you to avoid a partial (penalty) or complete 
denial of benefits. General categories of services are noted below as requiring prior review. Also see "Prospective 
ReviewlPrior Review" in It Utilization Management" for information about the review process, and visit the 
BCBSNC Web site at www.bcbsnc.com/members/duke-energy or call BCBSNC Customer Service to ask whether a 
specific service requires prior review and certification. 
Exclusions and limitations apply to your coverage. Service-specific exclusions are stated along with the benefit 
description in "Covered Services." Exclusions that apply to many services are listed in "What Is Not Covered?I 
To understand the exclusions and limitations that apply to each service, read "Covered Services," "Summary Of 
Benefits" and "What Is Not Covered?" 
You may also receive, upon request, information on the procedure and medical criteria used by BCBSNC to 
determine whether a procedure, treatment, facility, equipment, drug or device is iiiedically necessary and eligible 
for coverage, investigational or experimental, or requires prior review and certification by BCBSNC. BCBSNC 
medical policies are guides considered by BCBSNC when making coverage determinations. If you need more 
information about BCBSNC medical policies, see the BCBSNC Web site at 
www.bcbsnc.com/menibers/duke-energy, or call BCBSNC Customer Service at the number listed in "Whom DO I 
Call?" 

____ Office Services 
Care you receive as part of an office visit or house call is covered with a copay~~ient, except as otherwise noted in this 
benefit booklet. Some providers may receive items such as supplies or drugs from third parties. In these cases, you 
may be billed directly by the supplier. Benefit payments for these services will be based on the type of supplier and 
how the services are billed. 
The Plan also provides benefits for six nutritional visits per ben<fiiperiod. Your benefits cover a total of six visits to 
an in-network provider. if you see an in-netivorlc provider., any applicable copayinent, or coinsrrrance is waived for 
these six visits. 
A copaynient will not apply if you only receive services, such as allergy shots or other injections, and are not charged 
for an office visit. 
Certain diagnostic imaging procedures, such as CT scans and MRIs, arc subject to coinsurance and any applicable 
dedrrciible, and may require prior review and certzfication or services will not be covered. 
Some dociors or other providers may practice in outputieni clinics or provide hospiial-based services in their offices. 
These services are covered as Ozripafietzl Services and are listed as Oiilpufieiit Clinic Services in "Summary Of 
Benefits." The provider search on the BCBSNC Web site at wvrv.bcbsnc.com/members/duke-energy indicates which 
provider,s will collect deductible and coinsurance, or you can call BCBSNC Customer Service at the number listed in 
"Whom Do I Call?" for this information. 

Office Services Exclusion . Services in free-standing surgical facilities, independent laboratories, therapy facilities or oiiipatietzt /ios/)iiul 
departments. 

Preventive _.  __ Care 
The Plan covers preivntive cure services that can help you stay safe and healthy. 

Routine Physical Examinations 
One routine physical examination and related diagnostic scrviccs per betwfil period will be covered for each 
i)ieiiibei age two and older 
Well-Baby And Well-Child Care 
These services are covered for each tnen.nlhrr up to 24 months of age Including periodic assessments and 
immunizations. Benefits are limited to six well-baby visits for n?etiibers through 12 months old and three 
well-child visits for inenihers 13 months to 24 months old 
Immunizations 
The full  series of standard immunizations recomniended by the Centers lor Disease Control and Prevention 
(CDC) ;ind the American Academy of Family Physicians (AAI'P) is covered 
Covcr ed i nim LI n iza t ion s include the To1 1 owing. 

' Polio . Hepatitis A a n d  B 
Tetanus! diphtheria, pertussis (Tdndap)  - HiB 
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Measles-Mumps-Rubella (MMR) 
0 Influenza 
0 Pneumococcal vaccine - Shingles 

Meningococcal vaccine. 
Immunizations Exclusions 

Human papillomavirus vaccine 
Chickenpox 
Rotavirus 

Immuniz,ations required for occupational hazard 
Immunizations required for international travel. 

Gynecological Exam And Cervical Cancer Screening 
The cervical cancer screening benefit includes the examination and laboratory tests for early detection and 
screening of cervical cancer, and doctor's interpretation of the lab results. Coverage for cervical cancer screening 
includes Pap smear screening, liquid-based cytology, and human papilloma virus detection, and shall follow the 
American Cancer Society guidelines or guidelines adopted by the North Carolina Advisory Committee on 
Cancer Coordination and Control. 
Ovarian Cancer Screening 
For female inetnbers age 25 and older at risk for ovarian cancer, an annual screening, including a transvaginal 
ultrasound and a rectovaginal pelvic examination, is covered. A female n7e)nber is considered "at risk" if she: 
0 

Screening Mammograms 
Beginning at age 3.5, one screening mammogram will be covered per female inember per calendar year, along 
with a doctor's interpretation of the results. More frequent or earlier mammograms will be covered as 
recommended by a doctor when a female inember is considered at risk for breast cancer. 
A female metnher is "at risk" if she: - 
. . 
Colorectal Screening 
Colorectal cancer examinations and laboratory tests lor cancer are covered for any symptomatic or 
asymptomatic member who is at least SO years of age, or is less than SO years of age and at high risk for 
colorectal cancer. Increased/high risk individuals are those who have a higher potential of developing colon 
cancer because of a personal or family history of certain intestinal disorders. Some of these procedures are 
considered surgery, such as colonoscopy and sigmoidoscopy, and others are considered lab tests, such as 
Hemoccult screenings. 
The /m.wjder search on the BCBSNC Web site at www.bcbsnc.com/memberslduke-energy can help you find 
office-based proiiriers or call BCBSNC Customer Service at the number listed in "Whom Do I Call?" for this 
inl'orma t Jon, 
Prostate Screening 
One prostate specific antigen (PSA) test or an equivalent serological test will be covered per male rnernbcr per 
calendar  ye;^^, Additional PSA tests wilt be covered if recommended by a doctor.. 

Has a family history with at least one first-degree relative with ovarian cancer; and a second relative, either 
first-degree or second-degree with breast, ovarian, or nonpolyposis colorectal cancer; or 
Tested positive for a hereditary ovarian cancer syndrome. 

Mas a personal history of breast cancer 
Has a personal history of biopsy-proven benign breast disease 
Has a mother, sister, or daughter who has or has had breast cancer, or 
Has not given birth before the age of 30. 

Diagnostic Services 
Diagriostic procedures such as laboratory studies, radiology ser\iices and other diagnostic testing, which may 
include electroenceplialo&rams (EEGs), electrocardiograms (ECGs), Doppler scans and pulmonary function tests 
(PF-Ts), help your doclor find the cause and extent of your condition in order to plan for your care. 
Cer[ain diagnostic imaging procedures, such as CT scans and MIIIs, may require /xior )e)ieiv and certiJitntio)l or 
services will not be covered. 
Your t / ( , ~ i o r  m a y  reler you to a freestanding radiology center for thesc procedures Separate benefits for 
intel-pretation of diagnostic services by the artending docror- are not provided in addition to benefits for that  doclor'.y 
medical or surgical services, except as otherwise determined by BCRSNC. 
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Benefits may differ depending on where the service is performed and if the service is received with any other service 
or associated with a surgical procedure. See "Summary Of Benefits." 

Bone Mass Measurement Services 
The Plan covers one scientifically proven and approved bone mass measurement for the diagnosis and 
evaluation of osteoporosis or low bone mass during any 23-month period for certain qualified individuals only. 
Additional follow-up bone mass measurement tests will be covered if rnedicnlly necessary. Qualified individuals 
include niembers who have any one of the folIowing conditions: 

- 
. Primary hyperparathyroidism - 

See Ourpatient Services in the "Summary Of Benefits." 

Estrogen-deficient and a t  clinical risk of osteoporosis or low bone mass 
Radiographic osteopenia anywhere in the skeleton 
Receiving long-term glucocorticoid (steroid) therapy 

Being monitored to assess the response or effect of commonly accepted osteoporosis drug therapies 
History of low-trauma fractures 
Other conditions, or receiving medical therapies known to cause osteoporosis or low bone mass. 

Emergency -- -. ___ .- Care __ 

The Plun provides benefits for enicrgency services. An emergency is the sudden and unexpected onset of a condition 
of such severity that a prudent layperson, who possesses an average knowledge of health and medicine, could 
r.easonably expect the absencc of immediate medical attention to result in any of the following: 

. . 
Death. 

Heart attacks, strokes. uncontrolled bleeding, poisonings, major burns, prolonged loss of consciousness, spinal 
injuries, shock and other severet acute conditions are examples of emergencies. 

Placing the health of an individual, or with respect to a pregnant woman the health of the pregnant woman or 
her unborn child, in serious jeopardy 
Serious physical impairment to bodiiy functions 
Serious dysfunction of any bodily organ or part 

What To Da In An Emergency 
I n  an eu~crgency. you should seek care immediately from an emergency room or other similar facility. If  
necessary and availablc, call 91 I or use other community ernei'gency resources to obtain assistance in handling 
life-threatening emergencies 1 P  you are unsure if your condition is an en~ergency, you can call HealthL,ine Blue; 
and a HealthLine Blue nurse will provide information and support that may save you an unnecessary trip to the 
emergency I ooin 
Prior revieit> is not required Tor emergency services. Your visit to the emergency room will be covered if your 
condition meets the definition of an eniergency. 
If you go to an emergency room for treatment or an emergency, your coinsurance will be the same, whether you 
use a n  in-tie/ii;or/< or our-of-netisorli proI-'ider. When you receive these services from a n  our-of-nerwork provider, 
benefits are based on the billed amount. However you niay be responsible for charges billed separately by the 
pr(jvi&r which are not eligible for additional reimbursement, and you may be required to pay the entire bill a t  
the time of service, and file a claim with BCBSNC. 
Prior revieis and cerr i / iu i / ion by BCBSNC are required for inpatient hospitalization and other selected services 
f o l l o ~ i ~ ~ g  en7~~r~gmcy sersice~ (including screening and stabilization) in order lo avoid a penalty. You may need 
to transfer to an in-ne/ii*ork Iio~piral once your condition has been srabilired in order to continue receiving 
im/~e/isor/( bcnelits 
Care Following Emergency Services 
In order io receive i/i-.ne/iiwrk benefits for follow-up care related to the en?eryency (such as ojfice visits or 
therapy once you left the emergency room or were discharged rrom the liospifal), you must use ;n-l7ehYI& 
pi.oi+r/crs. Follow-up care related to the e~iergency condition is not considered an eniergencv and will be treated 
the same as a normal health care benefit. 

Urgent Care 
The pIut1 ;\Is0 provides hencfits for irrpenr cure services.. When you need urgent cim, call your  PCP, a sp~jia/is/  or 
20 10 a n  1ir&)/7/ ~ i ~ t ~ ~ / ~ / . ~ ~ i ~ i ~ / ~ ~ r "  I f  you are not sure i f  your condition requires zrrgenr core. yoti can call HealthL.ine 
Blue 

7 



Urgeiif cure includes services provided for a condition that occurs suddenly and unexpectedly and requires prompt 
diagnosis or treatment such that, in the absence of immediate care, the member could reasonably be expected to 
suffer chronic illness, prolonged impairment or the need for more serious treatment. Fever over 101 degrees 
Fahrenheit, ear inlection, sprains, some lacerations and dizziness are examples of conditions that would be 
considered urgent. 
_____-__ Family Planning 

Maternity Care 
Maternity care benefits, including prenatal care, labor and delivery and post-delivery care, are available to all 
female n7eniher.s. A copuyi~ient may apply for the oflice visit to diagnose pregnancy. If a meniber changes 
providers during pregnancy, terminates coverage during pregnancy, or the pregnancy does not result in delivery, 
one or more copayineiits may be charged for pre-natal services depending upon how the services are billed by 
the provider. 

Statement Of Rights Under The Newborns' And Mothers' Health Protection Act 
lJnder federal law, group health plans and health insurance issuers offering group health insurance coverage generally 
may not restrict benefits for any hospital length of stay in connection with childbirth for the mother or newborn child to 
less than 48 hours following a vaginal delivery. or less than 96 hours following a delivery by cesarean section. However, 
the plan or issuer may pay for a shorter stay if the attending provider (e.g , your docfor, nurse midwife or physician 
assistant), after consultation with the mother, discharges the mother or newborn earlier. 
Also, under federal law, group health plans and health insurance issuers may not set the level of benefits or Out-of-pocket 
costs so that any later portion of the 46-hour (or 96-hour) stay is treated in a manner less favorable to the mother or 
newborn than any earlier portion of the stay. 
In addition, a plan or issuer may not, under federal law, require that a doctor or other health care provider obtain 
certification for prescribing a length of stay of up to 48 hours (or 96 hours). However, to use certain providers or facilities, 
or to reduce your out-of-pocket costs, you may be required to obtain certification. 

I f  the mothcr chooses a shorter stay, coverage is available Tor a honie health visit for post-delivery follow-up care 
i f  received within 72 hours  of discharge.. I n  order to avoid a penalty,prior review and cerlifcation are required 
for inpolrent stays extending beyond 48 hours following a vaginal delivery or 96 hours following a cesarean 
section For information on r~rrijicc~iion, contact BCRSNC Customer Service at the number listed in "Whom 
Do 1 Call?" 

Termination of Pregnancy (Therapeutic Abortion) 

Renelits for therapeutic abortion are  available through the first 16 weeks of pregnancy for all female 
imwihct.s.. 

Complicafions Of Pregnancy 
Benefits for tornplicorions q/pr.egiiuncy are available to all fernale meinbers including dependent children. Please 
see "Definitions" lor a n  explanation of c o ~ ~ ~ j ~ i i ~ a t i o ~ ~ ~  ofpregnaiicy. 

Newborn Care 
I i i p t i e i i t  newborn care of a well baby is covered under the mother's maternity benefits described above only 
during the first 48 hours after a vaginal delivery or 96 hours after delivery by cesarean section. This inpulient 
newborn care (well baby) requires only one admission copuyiiierit or hetiefit periocltiedztctible for both mother 
and baby. Benefits also include newborn hearing screening ordered by a doctor to determine the presence of 
per ma nen t hea r in g 1 oss 
For additional coverage of the newborn, whether iripatieiir (sick baby) or ouipatieiit. the newborn must be 
enrolled for coverage as a dependent child within 31 days of the birth At this time, the baby must meet the 
individual heiic.fir period dediic~ihle i f  applicable, and pr io r  review and certification are required to avoid a 
pen a I t y 
lnfertility And Sexual Dysfunction Services 
Benefits are provided for certain services related lo the diagnosis, treatment and correction of any underlying 
CaLises of iiferti/iry and .w.uziol c/y.~jiincrioi? Tor all mciii0ers except dependent children 
Sterilization 
This bcncfit is available for all iiimi/)er.~ except dependent children. Sterilization includes female tubal ligation 
and male vasccIoi~~y 



case NO.. 2009-00202 
STAFF-DR-OI-O~~ 

ED SERVlCES (cont.) 

\ Page 851 of 1661. 

Family Planning Exclusions 
9 The collection and storage of blood and Stem cells taken froin the umbilical cord and placenta for future use 

in fighting a disease 
Artificial means of conception, including, but not limited to, artificial insemination, im-vitro fertilization 
(IVF), ovum or embryo placement, intracytoplasmic sperm insemination (ICSI), and gamete intrafallopian 
tube placement (GIFT) and associated services 
Donor eggs and sperm 
Surrogate mothers 
Care or treatment of the following: 
- termination of pregnancy 
- contraceptive devices 
- reversal of steriliza tion 
. 

Treatment for itz/ertiliry or  reduced fertility that results from a prior sterilization procedure or when 
infertility or reduced fertility is the result of a normal physiological change such as menopause. 

infertility and sexual dysjirnction for dependent children. 
Elective abortion 

EaciJity Services 
e Outptierit services received in a lwspital, a hospital-based facility or an outpatient c h i c .  

Inpatient hospital services. If you are admitted before the euective flute, benefits will not be available for services 
received prior to the effecliw clute. Prior review must be requested and certijicatioii must be obtained in advance 
from BCBSNC to avoid a penalty, except for maternity deliveries and emergencies. See "Maternity Care" and 
"Etnergency Care " 
Surgical services received in an nn~biilatory srrrgicul center 
C'ovetec1service.s received in a .skillerl rirrrsiiig,facility. Prior re~ieiv must be requested and certi3cntion must be 
obtained in advance from BCBSNC to avoid a penalty. Sl~iflecliiirrsiiig/ucility services are limited to a day 
maximum per beneb/ period See "Summary Of Benefits " 

Ambulance Services 
7he Plun covers services in a ground uinhdc~~ire traveling. - . Between Ims~~iiols . 
when such a facility is the closest one that can provide cowredseriices appropriate to your condition. Benefits 
may also be provided for arnbrilonce set vices from a liospitul or skilled nursitigjacility to a tnetnber's home when 
t?ier/icnlly tiecemiry. 
The Plun covers services in  an air mibulonce traveling from the site of an emergency to a lmspifol when such a 
facility is the closest one that can provide c o i w d  services appropriate to your condition and ground 
transportation is not inedically appropriatc due to the severity of the illness or the pick-up point is inaccessible 
by land. Nonemergency air u t w h i d u n ~ ~  services require prior r e i k w  and certjficotion or services will not be 
covered. 

0 

Other Services -- 

From a imwiber's home or scene 01' an accident or et~iergency to a liospitol 

Between a liaspiral and a sliifled nur,sing,jUcility 

Ambulance Service Exclusion 
. No benefits are provided primarily for the convenience of travel. 

Blood 
The Plr117 covers the cost or transfusions of blood, plasma, blood plasma expanders and other fluids injected into 
the bloodstrearn. Benefits are provided for the cost of storing a 117~1nher's own blood only when i t  is stored and 
~ised for a previously scheduled procedure 

Blood Exclusian . Charges for the collection or obtaininent of Mood or blood products from a blood donor, including the 
,neinber in the case of autologous blood donation. 

Clinical Trials 
The P l ~ n  provides benefits for participation i n  cIinical trials phases 11; 111, and I V .  Coverage is provided only 
for incylircifly ~ ~ e c c ~ . ~ ~ ~ n - y  costs of health care services associated wi th  the trials. and only to the extent such costs 
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have not been or are not funded by other resources. The member must meet all protocol requirements and 
provide informed consent in order to participate. The trial must involve the treatment of a life-threatening 
medical condition with services that are medically indicated and preferable for that member compared 10 
noii-investigutio,zaI alternatives. In addition, the trial must: 

Involve determinations by treating physicians, relevant scientific data and opinions of relevant medical 
specialists 
Be approved by centers or groups funded by the National Institutes of Health, the Food and Drug 
Administration (FDA), the Centers for Disease Control and Prevention, the Agency for Health Care 
Research and Quality, the Department of Defense or the Department of Veterans Affairs 
Be conducted in a setting and by personnel of high expertise based on training, experience and patient 
volume. 
Clinical Trials Exclusions 

Clinical trials phase 1 
Non-health care services, such as services provided for data collection and analysis 
bivestigutioriai drugs and devices and services that are not for the direct clinical management of the 
patient. 

- 

Dental Treatment Covered Under Your Medical Benefit 
The Plan provides benefits for services provided by a duly licensed doctor, doctor of dental surgery or doctor of 
dental medicine for diagnostic, therapeutic or surgical procedures, including oral sirrgery involving bones or 
joints of the jaw, when the procedure is related to one of the following conditions: 

- - - 
Accidental injury of the natural teeth, jaw,  cheeks, lips, tongue, roof and floor of the mouth 
Cnngeniral deformity, including cleft lip and cleft palate 
Disease due to infection or tumor, including tumors, cysts and exostosis 
Temporomantlibularjoint (TMI) disease, including splinting and use of intra-oral prosrheric appliances to 
reposition the bones. Surgical benefits for TMJ disease are limited to surgery performed on the 
temporomandibular joint. I f  TMJ is caused by malocclusion, then benefits are provided for surgical 
correction of malocclusion if  surgical management of the TMJ is n~et/icul/j~ trecessary. Please have your 
provider contact BCBSNC before receiving treatment for 7-M.J. 
Impacted wisdom teeth. 

The Plntz provides benefits for extractions, crownsl bridges, and dentures for treatment of disease due to 
infection or tumor. For treatment of co,ige,iituldeforinity including cleft lip and cleft palate, benefits may be 
provided for dentures and orthodontic braces used to treat the condition. 
When any of the conditions listed above require surgical correction, benefits for srirgery will be subject to 
niedical i~ecess i t~~  review to examine whether or not the condition resulted in functional impairment. Examples 
of functional impairment include an impairment that affects speech or the ability to eat, or injury to soft tissue 
of the mouth. 
In special cases, benefits are only provided for anesthesia and facility charges related to dental procedures 
performed in a hospital or m?ibrilatorj~ surgicd center-. This benefit is only available to dependent children below 
the age of nine years, persons with serious mental or physical conditions and persons with significant behavioral 
problems The treatingproviriu must certify that the patient’s age, condition or problem requires hospitalization 
or general anesthesia in order to safely and effectively perform the procedure. Other derz[u/services, including 
the charge for surgery, are not covered unless specilicaliy covered by the Y l ~ t r  Prior review and cerrijicntion are 
required or services will not be covered, unless treatment is for an  e m ~ g e m ~ 1  

Dental Treatment Excluded Under Your Medical Benefit . . . 
lnjury related to chewing or biting 
Preventive dental care, diagnosis or treatment of or related to the teeth or gums 
For disease due to infection or tumor” 
- Dental implants 
- Treatment for periodontal disease 
- 
- Orthodontic braces 

- Dental implants 
- Treatment for periodontal disease 

Dental root form implants or root canals 

. For T M J  disease: 

I O  



- 
- Crowns and bridges 
- Extractions 
- Dentures 
- Orthodontic braces 
Replacement of crowns, bridges, dentures or in-mouth appliances, except as specifically stated as 
covered. 

Dental root form implants or root canals 

- 
Durable Medical Equipment 
Benefits are provided for durable medical eytripnienr and supplies required for operation of equipment when 
prescribed by a doctor. Equipment may be purchased or rented at the discretion of the Plan. The Plan provides 
benefits for repair or replacement of the covered equipment. Benefits will end when it  is determined that the 
equipment is no longer medically necessary. Certain durable niedical eqiiipineii! requjresprior review and 
certz~ca!ioii or services will not be covered. 

Durable Medical Equipment Exclusions 

- 
Appliances that serve no medical purpose or that are primarily for comfort or  convenience 
Repair or ieplacement of equipment due to abuse or desire for new equipment 
Rental or purchase of wheelchairs, hospital type beds, oxygen equipment (including oxygen), insulin 
pumps, Glucowatch and Autosenson, nebulizers and supplies related to the use of nebulizers and other 
htrable medical equipment, subject to the following: 
- The equipnient must be prescribed by a physician and needed in the troatn’lent of an illness or injury 

and will be provided on a rental basis for the period of treatment. At o u r  option, such equipment 
may be purchased. I f  the equipment is purchased, benefits will be payable for subsequent repairs 
necessary to restore the equipment to a serviceable condition; subsequent repairs due to abuse or 
misuse, as determined by BCBSNC, are not covered; 
Benefits will be limited to the standard models, as determined by BCBSNC; 
The Plun will pay benefirs, if determined to be medically necessary, for ONE of the following: a 
manual wheelchair, a motorized wheelchair, or motorized scooter 

BCBSNC will pay benefits for the replacement of any dzirabie t~iedicul equipnenl subject to the proof of change 
in a medical condition or that the equipment is no longer usable or repairable. 
Eye Exams 
The Plan provides coverage for one routine comprehensive eye examination per berig/i/ period. Diagnosis and 
treatment of medical conditions of the eye, and drugs administered for purposes other than for a visual 
examination, are not considered LO be part of a routine eye exam and are subject to the benefits, limitations and 
esclusions of the Plcin. 

- 
- 

Eye Exams Exclusion . Fitting for contact lenses, glasses or other hardware. 
Home Health Care 
H m i e  hL.nlih care services, such as professional services of a registered nurse (Rh’) or lic~risedpIacrical nurse 
( L P N )  Tor visits totaling 8 hours a day, are covered by the Plan when the n7enihrr i s  /?O/?lChoLi/id due to illness 01 

injury.. Home healtli care requires prim review and certificution or services will not be covered. 
Home Health Care Exclusions . J-lomemaker services, such as cooking and housekeeping . Dietitian services or meals . Services that are provided by a close relative or a member of yout household. 

Home Infusion Therapy Services 
Home infusion therapy is covered for the adminisiration of prescription drug.7 directly into a body organ or 
cavity or via intravenous, intraspinal, intramuscular, subcutaneous or epidural routes, under a plan prescribed 
by a c/octor. These services must be provided tinder the supervision of an RAT or L.PN. I-lonie infusion therapy 
requires p-iot rerirw and cert!ficu~ion or services will not be covered. 
Hospice Services - Your coverage provides benefits for liosprcr services for care of n terminally i l l  t?1i?rnbcr with a life 

cxpeciancy of six months 01 less. Services are covered only as par1 of a licensed health care piogram 
(:enlr;llly coordinated through a n  interdisciplinat y team dii.ected by a h f o r  t h r t t  provides ; i n  inregrated set 
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of services and supplies designed to give comfort, pain relief and support to terminally ill patients and their 
families. 
Hospice Services Exclusion - Homemaker services, such as cooking, housekeeping, food or meals 

Medical Supplies 
Coverage is provided for medical supplies such as ostomy supplies, catheters, oxygen and diabetic pump and 
pump supplies (needles, syringes, teststrips are covered under the pharmacy plan). To obtain medical 
.rtrpplies/equipment, please find a provider on the BCBSNC Web site at www.bcbsnc.comlrnemberslduke-energy or 
call BCBSNC Customer Service. 

Medical Supplies Exclusion 
Medical supplies not ordered by a docror for treatment of a specific diagnosis or procedure. 

Orthotic Devices 
Orthotic devices, which are rigid or semi-rigid supportive devices that restrict or eiirninate motion of a weak or 
diseased body part, are covered if iiiedically necessary and prescribed by a provider. Foot orthotics may be 
covered only when custom rnoldcd to the patient. Charges for custom built orthopedic shoes when tiiedrcally 
necessary must be prescribed by a doctor and limited to two (2) pairs per calendar year. Orthotic devices for 
correction of posifiotzalplagiocepphaly, including dynamic orthotic cr anioplasty (DOC) bands and soft helmets, 
are subject to a benefit limit. 

Orthotic Devices Exclusions - Pre,-molded foot orthotics Over-the-counter supportive devices. 
Private Duty Nursing 
The Plan provides benefits for ine~licaily iwcessary private duty services of an RN or L,PN when ordered by your 
docfor.. Prior review must be requested and crrt$ica~inn must be obtained or services will not be covered These 
services are always subject to the riedircrible and coiiisiirmce, regardless of location of service 

Private Duty Nursing Exclusion - Services provided by a close relative or a member of your household. 
Prosthetic Appliances 
The Plan provides benefits for the purchase, fitting, adjustments, repairs, and replacement of j i r o ~ f h e ~ i c  
upplicrnces.. The prosrheric uppliaiices must replace all or part of a body part or its function. The type of 
prosrlrelic appliance will be based 0x1 the functional level of the member. Therapeutic contact lcnses may be 
covered when used as a corneal bandage for a medical condition. Benefits include a one-time replacement of 
eyeglass or contact lenses due to a prescription change after cataract sirrgery. Certain prosrheric upj~liar7ces 
require prior review and rtrrrifica~ion or services will not be covered. 

Prosthetic Appliances Exclusions 
. 
. . 

Dental appliances except when r77edicnlly necessary for the treatment of temporomandibular joint 
disease 
Comieric improvements, such as implantation of hair follicles and skin tone enhancements 
Lenses for keratoconus or any other eye procedure except as specifically covered under the Plun 

Surgical . -. ._ -. Benefits -. -- . -- -- 

Surgical benefits by a professional or Facility provider on an iizpatienf or oiifpurietir basis, including pre-operative 
and post-operative care and care of complications, are covered. Surgical benefits include diagnostic rnrgery. such as 
biopsies, sigmoidoscopies and colonoscopies, and reconstructive surgery performed to correct congeniru/ defects 
that result in functional impairment of newborn, adoptive and foster children 
Certain surgical procedures, including those that are potentially t.o.vrne~ic, require prior rertieiv and cerfIficarioir or 
services will not be covered.. 
Multiple surgical procedures performed on the same date of service and/or during the same patient encounter, may 
not  be eligible for separate reimbursement. For information about coverage of multiple surgical procedures, please 
refer to BCRSNC's medical policies, which are on the BCRSNC Web site at www.bcbsnc.com/mrmherslduke-energy, 
or call BCBSNC Customer Service a t  the number listed in "Whom Do I Call?" 

12 
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Anesthesia 
Your anesthesia benefit includes coverage for general, spinal block 01 monitored regional anesthesia ordered by 
the attending doctor and administered by or under the supervision of a doclor other than the attending surgeon 
or assistant at surgery. Separate benefits are not available for related services. Your coverage does not provide 
additional benefits for local anesthetics, which are covered as part of your surgical benefit. 
Mastectomy Benefits 
Under the Women’s Health and Cancer Rights Act of 1998, the Plun provides for the following services related 
to mastectomy surgery: . . Reconstruction of the breast on which the mastectomy has been performed 

Surgery and reconstruction of the nondiseased breast to produce a symmetrical appearance without regard 
to the lapse of time between the inastectomy and the reconstructive surgery 
Prostheses and physical complications of all stages of the mastectomy, including lymphedemas. 

Please note that the decision to discharge the patient following mastectomy szcrgery is made by the attending 
physician in consultation with the patient. 
The benefits described above are subject to the same deducribles, copnyineiir or coinsurance and limitations as 
applied to other medical and surgical benefits provided under the Plun. 

Therapies ~ 

The Plati provides coverage for the following therapy services to promote the recovery of a rrrernber from an illness, 
disease or injury. A doctor or ntherprojessioizalprovi~er must order these services. 

Short- Term Rehabilita five Therapies 
The following therapies are covered only for treatment of conditions that are expected to result in significant 
clinical improvement in a ineniber’s condition: 

- Speech therapy. 
Benefits are limited to a visit maximum for occupational and/or physical therapy, speech therapy, chiropractic 
or any combination of these therapies. These visit limits apply in all places of service except iiipaiieni (e E.: 
ourpaiienr, office and home) regardless of the type of provirfer (chiropractors, other rlociors. physical therapists). 
Short-ierm rehabilitative rlierapjl received while an inpatienr is not included in the benefii period ~naxiinwn 
Other Therapies 
The Plan covers: . Cardiac rehabilitation therapy 

Pulmonary and respiratory therapy - Dialysis treatment . Chemotherapy, including intravenous chemotherapy.. For bone niairow or peripheral blood stem cell 
rransplanrs, see ” Trmsplants.” 

Occupational therapy and/or physical therapy 
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Radiation therapy (including accelerated partial breast radiotherapy (breast brachytherapy). Breast 
brachytherapy is investigational but will be covered upon prior review and certification, based on meeting the 
American Society of Breast Surgeons (ASBS) criteria.) 
Limited treatment of autism, consisting of: 

(A) Therapy to develop interactive skills and skills necessary to perform the significant activities of daily 
living (eating, dressing, walking, bathing, toileting, and communicating). (The therapy must be performed by 
a licensed medical provider approved in advance. This therapy is not intended for schooling of an individual, 
even if  the schooling requires a special environment. The provider must subinit a treatment plan including 
the type of therapy to be administered, the goals, setting and periodic measures for the therapy, who will 
administer the therapy, and the patient's current ability to perform the desired results of the therapy. The 
treatment plan must be approved in advance by the Claims Administrator and updated quarterly with a 
report on the patient's condition, progress and future treatment plans.) 

(B) Care provided in accordance with the approved treatment plan by a non-licensed medical provider who 
is not a member of the patient's family, if the provider has been specifically trained to interact with the 
autistic patient and certified by a licensed medical provider as capable of working with the child. (This 
benefit is payable up to $50,000 during the lifetime of the patient, for the specific diagnosis of autism.) 

(C) Training and educational services provided by licensed medical providers (or non-licensed providers as 
described above) under an approved treatment plan for the parents or legal guardian of an autistic individual 
to teach the principles and practical applications of behavior modification (This benefit is payable up to 
55,000 during the lifetime of the patient ) 

Therapy Exclusions 
Cognitive therapy . Speech therapy for stainmering or stuttering. 

_ _ . ~  Transplants __ 

The Plan provides benefits for rrati.splatzts, including hospital and proressional services for covered rransplant 
procedures. The Plan provides care management for trwisplutzt services and will help you find a hospital or Blue 
Quality Center for Transplants that provides the rransplotzt services required. Travel and lodging expenses may be 
reimbursed, based on BCBSNC guidelines that are available upon request from a transplant coordinator. 
For a list of covered transplants, call BCBSNC Customer Service a t  the number listed in "Whom Do I Call?' to 
speak with a transplaiii coordinator and request prior review Certficatiori must he obtained in advance from 
BCBSNC for all rrar?.~planf-related services in order IO assure coverage of these services. 
If a ~ratisplntit is provided from a living donor to the recipient meniher who will receive the transplurztr - Benefits are provided lor reasonable and necessary services related to the search for a donor up to a maximum 

of $10,000 per irutisplutit. However, other costs related to evaluation and procurement are covered up to the 
recipient mett?ber's coverage limit. 
Both the recipient and the donor are entitled to benefits of this coverage when the recipient is a tneniber. 
Bencfits provided to the donor will be chaiged against the recipient's coverage, if they don't have coverage for 
same elsewhere. 

. 

Some rr~nsp/atzr services are itive~strgn~ional and not covered for some 01' all conditions or illnesses. Please see 
"Definitions" for a n  explanation of irwestiyolr'otial. 

Transplants Exclusions . 
. 

The purchase price of the organ or tissue if a n y  organ or tissue is sold rather than donated to the recipient 
member 
The procurement oforgans, tissue, bone marrow or pel ipheral blood stem cells or any other donor services 
if the recipient is not a I T I P I T I ~ P ~  
Trun,yplrt7is. incl Lid in g high dose chemotherapy, considered cspr i rnet i ru l  or itzve.~tigutionul 
Services for or related to the transplnnta~ion of animal or artificial organs or tissues. 

. . 
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COV€RED SERVICES (cont.) 

-- Mental - HealthAnd -.____ Substance Abuse Services 
The  Plan provides benefits for the treatment by a of mental illness and substance abuse by a hospital, doctor or other 
provider. Your coverage for in-network inpatient and oufpaiient services is coordinated through Magellan Behavioral 
Health. 
Separate visit limits and benefit maximums may apply. See information on ojjjce visit benefit maximums below. 

Oflice Visit Services 
Prior review by Magellan Behavioral Health is not required for office visit services. The  following professional 
services are covered when provided in a n  office setting: 

8 

Individual and family counseling 
Group  therapy. 

The  following rules apply to  mental health ofice visit benefit maximums: 

Outpatient Services 
Covered outiiatieni services when provided in a mental health or substance abuse treatment facility include: 

Each service listed in this section under olfire visit services - Partial-day/night hospitalization services (minimum of four hours per day and 20 hours per week) 
0 Intensive therapy services (less than four hours per day and minimum of nine hours per week). 
Inpatient Services 
Covered inputienr treatment services also include: . . Semi-private room and board . 
Please note benefits for inputient and oiripaiirni niedicul cure are limited to one visit per day 
How To Access Mental Health And Substance Abuse Services 
Prior retJiew by Magellan Behavioral Health is not required for ojfice visir services Although prior review is not 
required for emergeiicy situations, please notify Magellan Behavioral Health of your inpatient admission as soon 
as reasonably possible. When y o u  need inpcriienf or ozripntient treatment, call a Magellan Behavioral Health 
customer service representative at the number listed in "Whom Do I Call?" The Magellan Behavioral Health 
customer service representative will refer you to an appropriate in-nelwork provider and give you information 
about prior revieiv and cerfiJiiLafion wquirenients. 
Mental Health And Substance Abuse Services Exclusions And Limitations 

Psychoanalysis . Counseling with relatives about a patient with menial illnesx, alcoholism, drug addiction or chemical 
dependency . Inpaiietii confinements that are primarily intended as a change of environment . Mental health services received in residential treatment facilities. 

Evaluation and diagnosis 
iMedicully necessary biofeedback and neuropsychological testing 

Each service provided by a mental health provider will count a s  one visit 
Any mental health therapy services provided by a non-mental health provider during the course of an office 
visit will count as one visit. 

Each service listed in this section under Vflicr visii services 

Detoxification to treat substance abuse. 
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Experimental drugs or any drug not approved by the Food and Drug Administration (FDA) for the applicable 
diagnosis or treatment. However, this exclusjon does not apply to prescription drugs used in covered phases IT, 
III and IV clinical trials, or drugs approved by the FDA for treatment of cancer, if prescribed for the treatment 
of any type of cancer for which the drug has been approved as effective in any one of the three nationally 
recognized drug reference guides: 

1 .  The American Medical Association Drug Evaluations 
2. The American Hospital Formulary Service Drug Information 
3-  The lJnited States Pharmacopoeia Drug Information. 

E 
Services primarily for educational purposes including, but not limited to, books, tapes, pamphlets, seminars, 
classroom, Web or  computer programs, individual or group instruction and counseling, except as specifically 
covered by the Plan 
Side effects and complications of noncovered services, except for emergency services in the case of an emergency 
Services that would not be necessary ifa noncovered service had not been received, except for emergency services in 
the case of an entergcncy 
The following equipment: 

Devices and equipment used for environmental accommodation requiring vehicle and/or building modifications 
such as, but not limited to, chair lifts, stair lifts, home elevators, and ramps 
Air conditioners, furnaces, humidifiers, dehumidifiers, vacuum cleaners, electronic air filters and similar 
equipment 
Physical fitness equipment, hot tubs, Jacuzzis, heated spas, pool or memberships to health clubs. . 

E.rper.inrerrral services including services whose efficacy has not been established by con trolled clinical trials, or are 
not recommended as a preventive service by the U.S. Public Health Service, except as specifically covered by the 
Plat1 

F 
Roirrine.foot care that is palliative or C O S I ~ I P I ~ L .  

G 
Genetic testing, except for high risk patients when the therapeutic or diagnostic course would be determined by the 
outcome of the testing 

PI 
Hearing aids or examinations for the fitting of hearing aids except as specifically covered by the Plun 
Holisrir medicine services 
Hypnosis except when used for control ol"acute or chronic pain 

I 
Iitpatierti admissions primarily for the purpose of receiving diagnostic services or a physical examination. Znpatient 
adinissions primarily for the purpose of receiving therapy services, except when the admission is a continuation of 
treatment following care at an inpalien! Facility for an illness or accident requiring therapy. 
/r~ltestiX'ntioi~olservjces in nature or obsolete, including any service, drugs, procedure or treatment directly related to 
an i~~ae~r iga t io i~a l  treatment. except as specifically covered by the Plun 

11, 
Services provided and billed by a lactation consultant 

M 
Services or supplies deemed not metlicall~~ trece.v.wry 

0 
Any 1re:itinenl or regimen, medical or surgical, for the purpose of reducing or controlling the weight of a men,ber or 
for treatiiient of obesity, except for surgical treatment of morbid obesity, or as specifically covered by the Plui~ 

P 
Care or services from a provider who: . Carjnoi le&ally provide or legally charge for the serviccs or scrvices a rc  outside the scope of thepr'ovider'J license 

or ceriification 
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0 Provides and bills for services from a licensed health care professional who is in training . Is in a member's immediate family. 

R 
The following residential care services: 

- Care in a self-care unit, apartment or similar facility operated by or connected with a hospital 
Domiciliary care or rest cures, care provided and billed for by a hotel, health resort, convalescent home, rest 
home, nursing home or other extended care facility, home for the aged, infirmary, school infirmary, instilution 
providing education in special environments, in residential treatment facilities, except for substance abuse 
treatment, or any similar facility or institution. 

Respite care except as specifically covered by the Plan 

Services or supplies that are: - Not performed by or upon the direction of a ductor or other provider 
Available to a mernher without charge. 

Treatment or studies leading to or in connection with sex changes or modifications and related care 
Se-rual rlysjiinctiori unrelated to organic disease 
Shoe lifts and shoes of any type unless part of a brace 

T 
The following types of therapy 

S 

Music therapy, remedial leading, recreational or activity therapy, all forms of special education and supplies or 
equipment used similarly 
Mainte?mzc'e therapy - Massage therapy.. 

Travel, whether or not recommended or prescribed by a doctor or other licensed health care professional, except as 
specifically covered by the Plrrlr 

V 
The following vision services: 

Radial keratotomy and other refractive eye rurgery, and related services to correct vision except for surgical 
correction of an eye injury. Also excluded are premium lenses or the services related to the insertion of premium 
lenses beyond what is required for insertion of conventional intraocular lenses, which are small, lightweight, 
clear disks that replace the distance-focusing power of the eye's natural crystalline lens 
Eyeglasses or contact lenses, except as specifically covered in "Prosrhetic Applimces" 
Ortlioptics: vision training, and low vision aids. . 

Vitamins, food supplements or replacements, nutritional or dietary supplenients, formulas or special foods of any 
kind except for external nutrition administered exclusively via tube feeding as the sole source of nutrition. External 
nutrition products that are administered orally are excluded. 
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To make sure you have access to high quality, cost-effective health care, the Plan has a utilization rnanagement ( U M )  program. 
The UM program requires that certain health care services be reviewed and approved by BCBSNC in order to  receive benefits. 
As part of this process, BCBSNC looks at  whether health care services are medicullynecessary, provided in the proper setting 
and for a reasonable length of time. The Plun will honor a certification to cover rnedicul services or supplies under the Plan unless 
the cerr$cntion was based on a material misrepresentation about your health condition or you were not eligible for these services 
under the Plan due to termination of coverage or nonpayment o f  premiums. 
I_ Rights And Responsibilities ~ __.__._-.__-_-___- Under The UM Program 

Your Member Rights 
Under the U M  program, you have the right to: 
0 

0 

- 
An authorized represcntativc may act on rhe nieinher's behalf with the member's written consent. In the event you appoint 
an authorized representative, references to "you" under the "Urilisarion Management" section mean "you or your 
authorized representative" (Le", the authorizcd representative may pursue your rights and shall receive all notices and 
benefit determin;itions) 
BCBSNC's Responsibilities 
As parr of all U M  decisions, BCBSNC will: - 
- - 
I n  the event BCBSNC does not receive sufficient information to approve coverage for a health care service within specified 
time frames, BCBSNC will notify you in writing that benefit coverage has been denied. The notice will explain how you 
may pursue a review of the UiW decision 

A UM decision that is timely, meeting applicable federal time frames 
The reasons for BCBSNC's denial of a requested treatment or health care service, including an explanation of the UM 
criteria and treatment protocol used to reach the decision 
Have a medical director from BCBSNC make a review of all denials of service that were based upon rnedicuf necessity 
Request a review of denial of benefit coverage through the grievance process 
Have an authorized representative pursue payment of a claim or make an appeal on your behalf. 

Provide you and your p/oiCder. with a toll-free telephone number to call U M  review staff when c-ertificorion of a health 
care service is needed 
Limit what ACBSNC requests from YOU or yourprovider to infomiation that is needed to review the service in  question 
Request all information ncccssary to make the U M  decision, including pertinent clinical information 
Provide you and yourproiiider prompt notification of the U M  decision consistent with the Plun. 

___ Prospective . - - __ I ReviewlPrior,R'view . .- 
The P l m  requircs that certain health care serviccs receive prior review as noted in "Covered Services." These types of reviews are 
called prospective reviews I f  neifher you nor your prowiler requestsprior re&w and receives cert;ficurion, this may result in a 
partial or complete denial of benefits. General categories of services with this requirement are noted in "Covered Services.'' You 
niay also visit the BCBSNC Web site at wvw.bebsnc.cornlmembers/duke-energy or call BCBSNC Customer Service at the number 
listed in "Whom Do 1 Call?" for B detailed list of these services. The list of services that requirepriorvei~ie~~niay change from time 
to time. 
I f  the requested c c r i ~ i w r i o n  is denied, you have the right to appeal. SCC "What If You Disagree With A Decision?" for 
additioiial information Certain services may not be covered our-of-neiivork. See "CoveredServices " 
BCBSNC will make a decision on your rcquest for wrrificorion within a reasonable amount of time taking into account the 
mcdjcal circumsiances The decision will be made and communicated within three business days after BCBSNC receives all 
neccssary information but no later than 15 days lrom the date BCBSNC received the request. If your request is incomplete, 
then within five days from the date UCBSNC received your  request, BCBSNC will notify you and your  provider of how to 
properly complete your request BCBSNC may also take an extension of up to 1.5 days if additional inforination is needed 
BCBSNC: will norify you and your pro~%/ct before the end of the initial 15-day period oF the information needed and the date 
by which BCBSNC expects to mekc ;I decision You  will have 45 days to provide the requestcd information. As soon as 
BCBSNC receives the rcquested information, or at the end of the 45 days, whichever is earlier, BCBSNC will make a decision 
within three businciss days 11 UCUSNC does not approve bcnefit coverage of a health care service, BCBSNC will notify you 
and the providm by writ ien or clect roil ic: coil II r mat ion 

Expedited Prospective Review 
you ]lave a right to ; i n  expedited review when the rcsirlar time frames for a decision: (i) could seriously jeopardize your or 
your dependent's liie, licalth. or ability to rcgain maximum function; or (ii) i n  the opinion of your,wovir/er, would subject 
you or your dependent to severe pain t h a t  cannot be adequately managed without the requested care or treatment 
BCBSNC: will notify you and your p ~ ~ ~ i t l ~ r  o f  its decision as  soon as possible, taking into account the mcdical 
circuIi>s~anccs. J3CBSNC will noiify y o u  ;incl yourpiovider of its decision within 72 hours after receiving the rcqucst. I f  
BCASNC needs ;idditional inform;ition io process your cxpediicd review, BCBSNC will notify you arid yourproi~idc~r of the 
iiiformation nccdcd i ts  soon ;IS possible but  no later than 24 hours following the reccipt of your request. You will then be 
given reasonable i imouni  ol tinie, but not  Icss rhan 48 hours, to provide the requested information. As soon as  BCBSNC 
receives the requested inlormat ion, or a t  the end o f  the time period specified for you to provide the information, whichever 
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is earlier, BCBSNC will make a decision on your request within a reasonable time but n o  later than 48 hours. An expedited 
review may be requested by callingBCBSNC Customer Service at the number given in "Whom Do 1 Call?" 

Concurrent Reviews 
BCBSNC will also review health care services at the time you receive them. These types of reviews are concurrent reviews. 
BCBSNC will communicate concurrent review decisions to the hospiral or other facility within three business days after 
BCBSNC receives all necessary information but no later than 15 days after the request. If BCBSNC does not provide 
cerrjficurion of a health care service, BCBSNC will notify you, your hospirars or other facility's U M  department anti your 
prouider. Written confirmation of the decision will also be sent to your home by U.S. mail. 
For concurrent reviews, the Plan will remain responsible for coveredservices you are receiving until you or your representatives 
have bccn notified of the denial of benefit coverage 

Expedited Concurrent Review 
You have a right to an expcdited review when the regular time frames for a decision: (i) could seriously jeopardize your or 
your dependent's life, health, or ability to regain maximum function; or (ii) in the opinion of yourprovider, would subject 
you or your dependent to severe pain that cannot be adequately managed without the requested care or treatment. If you 
request an extcnsion of treatment that BCBSNC has already approved at  least 24 hours before the current approved 
treatment ends, BCRSNC will notify you and your provider of its decision as soon as possible taking into account the 
medical circumstances, but no later than 24 hours after receiving the request. 

___ Retrospective . - __.__ Reviews 
BCBSNC also reviews the coverage of health care services after you receive them (retrospective reviews). Retrospective review 
may include a review to determine i f  services rcccived in an  emergency setting qualify as an emergemy. BCBSNC will make all 
retrospective review decisions and notify you of its decision within a reasonable time but no later than 30 days from the date 
BCBSNC rcccived tlie request. When the decision is to deny benefit coverage, BCBSNC will notify you and your provider in 
writing within five business days of the decision All decisions will be based on niedic~/nece.ssil?~ and whether the service 
received was a benefit under this Pkun BCHSNC may take an extension of up to IS days if additional information is needed. 
Before the end of the initial 30-day period. BCBSNC will notify you of the extension, the information needed and the date by 
which BCBSNC cxpects to make a decision. You  will then have 90 days to provide the requested information. As soon as  
BCBSNC receivcs the requested information, o r  at the end of the 90 days, whichever is earlier, BCBSNC will make a decision 
within 15 days. Services that wcre approved in advance by HCBSNC will not be subject to denial for rnedica/necrssiry once the 
claim is received: unless ttle cerrificurion was based on a niaterial misrepresentation about your health condition or you were not 
eligible for these services under the Plun due to termination of coverage or nonpaynient of premiums. All other services may be 
subject to retrospective review end could be denied for medic ( I /  necessi/y o r  for a benefit limitation or exclusion. 

Pfetnbers with complicated and/or chronic medical needs may, solely a t  the option of BCBSNC, be eligible for care 
management services. Care management (or tasc management) encourages tnernbers with complicated or chronic medical 
needs, theirprovitleu, and the Plun, to work togetlicr to mcet the individual's health needs and promote quality outcomes. To 
accomplish this, ,17e/17bers enrolled in or eligible for care management programs may be contacted by BCBSNC o r  by a 
representative of BCBSNC The Pl~rt7 is not obligatcd to provide thc sanic benefits or services to a tneriiberat a later date or to 
any other member Information about tliese services can bc obtained by contacting a n  in-nerivork PCP or in-network specidisr 
o r  by calling BCHSNC Customer Service 

Continuity of care is a process that ;illows 117~1176~~3 with ongoing special conditions to continue receiving care from an 
our-oj-ner~orlc provider, when the nier17b~v ' 7  c3nip/ojc~r changes plans or when their provider is no longcr in the Blue Options 
network. I f  your PCP or speciuliSt Icaves the BCBSNCprouirkr network and lhcy are currently treating you for an ongoing 
special condition that meets BCBSNC continuity of carc criteria, RCBSNC will notify you 30 days before the provider's 
terrnina~ion, as  long as BCBSNC receives tinrely notilkation from theproi!itler TO bc eligible for continuity of carc, the nier~iber 
inusi be actively being seen by the ~ / ~ I - ~ ~ - / ~ L ~ / I I . ( ~ ~ " / ~  p t  o i ~ i d ~ ~ /  for an ongoing special condition and the provider must agree to abide 
by the  plan'^ requirements for continuity of care An ongoing special condition means: 

-____ Care Management 

Continuity - . - - - Of - Care - - .- 

in the case of an acutc illnrss. ;I condirion t h a l  is scrious enough to require r17edi~nl CNre or treatment to avoid a reasonable 
possibility of dcarh or pcrniment harm, 
i n  the case o f a  chronic: illness or condition, a disease or condition t h ; l l  is life-threarcning, degenerative, o r  disabling, and 
requires metlicirl cure or treatment over ;I prulongcd period of time, 
in the case of pregnancy. the second and third trimesrers of pregnancy, 
in  the case of a terminal illness, ;in individual hi is  ; I  metliciil prognosis ihat tlie 117e/17ber's life expectancy is six months or  
less 

- 
* 

The allowcd transjtional pcriotl shall exicntl up IO 90 days, ;is tletermined by the prouicli~r, except in the cases of. 

post-discharge follow-up care or other r / ! /wr i (v i r  care occurring within 90 days of the date of discharge, and 
scheduled .sl,rgL orgtin IransplLrntation, or  NipPo//o/i/ c m  which shall extend through the date of discharge and 



U TILEA TI0 N MA NAGEMEN iT (cont.) 

- - 
Continuity of care requests will be reviewed by a medical professional based on the information provided about specific medical 
conditions. Claims for approved continuity of care services will be paid at  the rnember's in-tiefivork benefit level. Continuity of 
care will not be provided when the provider's contract was terminated for reasons relating to quality of care or fraud. Such a 
decision may not be reviewed on appeal. Pleasecall BCBSNC Customer Service at the number listed in "Whom Do I Call?" for 
additional information. 

second trimester pregnancy which shall extend through the provision of 60 days of postpartum care, and 
terminal illness which shall extend through the remainder of the individual's life with respect to care directly related to the 
treatment of the terminal illness. 

-____ Further Review -- - - Of Utiliza - - t ion Manag em en f Decisions ___ 

If you receive a noncerfificntion as part of the prior review process, you have the right to request that the Plan review the 
decision through the grievance process. Refer to "What If You Disagrcc With A Decision?" 

F o r  UM and the first level grievance review for inprr/imr a n d  outparienr mental health and substancc abuse services, Magellan 
Behavioral Health is responsible. Claims determinations and second level grievumc review are provided by BCBSNC. 

In a n  effort to allow for continuous quality improvement, BCBSNC has processes in place to evaluate new medical technology, 
procedures and equipment. These policies allow BCBSNC to determine the best services and products to offer metnbers. They 
also help BCBSNC keep pace with the ever-advancing medical ficld Before impleincnting any new o r  revised policies, 
BCBSNC reviews professionally supported scientific literature as well as statc and federal guidelines, regulations, 
recommendations, and requirements. BCBSNC thcn seeks additianal input fromproviders who know the needs of the patients 
they serve. 

Delegated Utilization Management 

Evaluating ~ New Technology 
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WHAT IF YOU DISAGREE WITH A DECISION? 
1 

in addition to the IJM program, the Plan offers a griewnce procedure for ~nernbers.. Grievunces include dissatisfaction with a 
claims denial or any decisions (including an appeal of a noncerrijicu/ion decision), policies or actions related to the availability, 
delivery or quality of health care services. I f  you have a grieiwnce, you have the right to request that BCBSNC review the 
decision through the grievmnce process. The griervnce process is voluntary ;ind may be requested by the inember or an 
authorized representative acting on the n7e,nber's behalf with the niemher's written consent. In the event you appoint an 
authorized representative, references to "you" under this section mean "you or your authorized representative" (Le-, the 
authorized representative may pursue your rights and shall receive all notices and benefit determinations). 
YOU may request, a t  no charge, reasonable access to, and copies of, all documents, records and other information relevant to 
your claim for benefits. 

Steps ___ To FuJlow In The Grievance -- Process 
For each step in this process, there are specified time frames for filing a ,qrievrrnce and for notifying you or your provider of the 
decision. The review must be requested in writing, within 180 days o f a  denial of benefit coverage (the initial claim denial or the 
first level grievonce review decision). 
Any request for review should include: 

Employee's ID number Patient's name 
Employee's name The nature of the grievance - Any other information that may be helpful for the review 

To request a form to submit a request for review, visit the BCBSNC Web site at www.bc~snc.conilmembersIduke-energy or call 
BCBSNC Customer Service at the number listed in "Whoni Do I Call?" 
All correspondence related to a request for a review through BCBSNC's gr-iewnce process should be sent to: 
BCBSNC 
Customer Services 
PO Box 2291 
Durham, N C  27702-2291 
In addition, members may also receive assistance with gr-icvrinces from the Managcd Care Patient Assistance Program by 
contacting: 
Managed Care Patient Assistance Program 
9001 Mail Service Center 
Raleigh, NC 27699-9001 
Tel: (919) 733-6272 
Tel (toll free in NC): 1-566-567-6272 
Email. M CPA@ncdoj.gov 
Following such request for review, a review will be conductcd by BCBSNC, by someone who is neither the individual who 
made the original claims denial that is the subject of the gr'ievonce, nor the subordinate of such individual. The denial of the 
inilial claim will not have an effect on the review. If a clajms denial Is based 011 medical judgmcnt, including determinations 
with respect to whether a particular treatment, drug or other item is e.\pcJrinieu/ri/, in!.c.J-/igririoiic.r/, or not uiedicri//y ~ ~ C C S S U ~ J I  or 
appropriate, BCBSNC shall consult with a health carc professional with an appropriate level of training and expertise in the 
fjeld of medicine involved (as determined by BCBSNC) who was n o t  involved in the initial claims denial and who is not a 
subordinate of any such individual. 

First Level Grievance Review 
BCBSNC will provide you with the name, address rind phone number of the gr-ieiltrritecoordinator within three business 
days altcr receipt of n review request. BCBSNC wjll also give you instructions on how to submit written materials. For 
g ~ ~ i e v ~ ~ n c ~ ~ , ~  concerning quality of health care, an ackno\bledgcnient will be sent by BCBSNC within Jive business days.. 
Although you are not allowed to attcnd a first level gric.i~rmcc~ review. BCBSNC asks that you send all of the written 
material you feel is necessary to make ii decision BCBSNC will usc [he material provided in the request for review, along 
with othcr available information, to reach a decision. You will bc notified in clear written terms of the decision, within a 
reasonable time but no later than 30 days from the dntc BCBSNC received the rcquest You may then request all 
information that was relevant to thc rcvicw. 
Second Level Grievance Review 
Since the P / m  is subject to E R I S A ,  the lirst level p r - i e v n n c ~  review is the only level that you must complete before you can 
pursue your grievance in an action in federal court 
Otherwise, i f  you arc dissatisfied with the first level g t i c w n c e  review decision, you have the right to a sccond level gr ic~l~~/ l lc .c .  

review Second level griewntes are not allowed for bencfits or scrviccs \ h a t  are clearly excluded by this benefit booklet or 
quality of care complaints. Within tcn busincss days after BCBSNC reccivcs your request for ;I second level grievcrncp 
review, the following information will be givcn to you - Namc. address itnd telephone number of the g r i c w n ~  ~~coordiiiittor 

A statement of your rights. including the right to 

mailto:CPA@ncdoj.gov


WHAT IF YOU DISAGREE WITH A DECISION?(cont.) 

- 
- 
- 
- 
- 
- 

request and receive from BCBSNC all infonnation that applies to your ease 
attend the second level grievance review meeting 
present your case to the review panel 
submit supporting material before and at the review meeting 
ask questions of any member of the review panel 
be assisted or represented by a person of your choosing, including a family member, an employer representative, or 
an attorney 
pursue other voluntary alternativc dispute resolution options - 

The second level review meeting, which will be conducted by a review panel coordinated by BCBSNC using external 
physicians and/or benefit experts, will be held within 45 days after BCBSNC receives a second level grievnnce review 
request. You will receive notice of'the meeting date and location a t  least 15 clays before the meeting. You have the right to a 
full review of your grievrince even if you do not attend the meeting A written decision will be issued to you within five 
business days of the review meeting. 
Notice Of Decision 
If any claim (whether expedited OJ nonexpedited) shall be wholly or partially denied at either the first level griesance or the 
second level grievance review, a written notice shall be provided to the m3nher worded in an understandable manner and 
shall set forth: 

- The specific reason(s) for the denial 
Reference to the specific the Plun provisions on which the decision is based 
A statement that the inember is entitled to rcceive, upon request and without charge, reasonable access to, and copies 
of, all documents, records and other information relevant to the member's claim for benefits 
If applicable, a statement describing any voluntary appeals proccdures and the ~mmber's right to receive information 
about the procedures as well as the nienzber's right to bring a civil action under Section 502(a) of ERISA following an 
adverse determination upon review 
A copy of any internal rule, guideline, protocol or other similar criteria relied on i n  making the decision or a statement 
that such specific rule, guideline, protocol, or other similar criteria was relied upon in making the decision and t h a t  this 
will be provided without charge upon request 
I f  the decision is based on niedicaf necessiry or  e y ' j i ~ m w t d  treatment or a similar exclusion or limit, either an 
explanation of the scientific or clinici~l judgment for thc determination, applying the terms of the Plun to the mcwher'.s 
mcdical circumstances, or a statement that such explanation will be provided without charge upon request; and 
The following statement: "You may have other voluntary alternrttive dispute resolution options, such as mediation 
One way to find out what may be available is to contact your local IJ.S. Department of Labor Oflice and your  State 
insurance regulatory agency." 

. 
- 
- 
Expedited Review 
You have the right to a more rapid or expedited review of a denial of coverage i f  a delay. (i) would reasonably irppear to 
seriously jeopardize your or your dependent's life, health or ability to regain maximum function; or (ii) in the opinion of 
your provider, would subject you or your dependent to severe pain thitt cannot be adequately managed without the 
requested care or treatment You can request a n  expedited second level review even i f  you did not request that the initial 
review be expedited. An expedited review may be initiated by calling BCRSNC Customer Service at the number given in 
"Whom Do I Call?" An expedited review will take place i n  consultation with a medical doclor All of the same conditions 
for a first level or second level grievnnce review apply to an expcdited review, except that the review meeting will take place 
through a conference call or through written coniinunication. RCBSNC will communioate the decision by phone to y o u  
arid yourprovider as soon as possible, raking into account the medical circumstances, but n o  later than 72 hours itfrer 
receiving the request. A written decision will be communicated within four clays after receiving the request for the expedited 
appeal. Information initially given by telephone must also be given in writing. 
After requesting an expedited review: the P h z  will remain responsible for covered health care services you arc receiving 
until you have been notified of thc review decision 
Correspondence related to a request for a review through the f'/un',Y fii ie~cincx~ prow 
BCBSNC 
Customer Services 
PO Box 229 I 
Durham, NC 27702-2293 

- Delegated--Appeals - .. - - .- 
Magellan Behavioral Henlth is responsible for the first Icwl gr iewncc  review for inputkn~ and orc/prrricnr mental health and 
substance abuse services Please forward written y/ icrrrnci>T to 
Magellan 13ch:ivioral tleitlth 
Appeals Department 
PO Box 1619 
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Alpharetta, GA 30009 
Second i c v ~ l  grievance review for inpalient and outpalietit mental health and substance abuse services is provided by BCBSNC 
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--- Benefits To Which Members -- Are - Entitled 
The benefits described in this benefit booklet are provided only for members. These benefits and the right to receive payment 
cannot be transferred to another person. At the option of the Plan, payment for services will be made to theprovider of the 
services, or the Plan may choose to pay theparticipant 
If a member resides with a custodial parent or legal guardian who is not theparricipanr, the P h i  will, a t  its option, make 
payment to either the provider of the services or to the custodial parent or legal guardian for services provided to the member. I f  
thcparlicipoiir or custodial parent or legal guardian receives payment, i t  is his or her responsibility to pay the provider. 
Benefits for covered,services spccified in the Plan will be provided only for services and supplies that are performed by aprovider 
as  specified in tlie Plun and regularly included in tlie nlloivedarrioirrif. BCBSNC establishes coverage determination guidelines 
that spccify how services and supplies must be billed in order for payment to be made under the Plan. 
Any amounts paid by the Plan for noncovered services or that are in excess of tlie benefit provided under your Blue Options 
coverage may be recovered by BCBSNC.. BCBSNC niay recover the amounts by deducting from a tnetn6er's future claim 
payment This can result in a reduction or elimination of future claims payments. Amounts paid by the Plan for work-related 
accidents, injuries, or illnesses covered under state workers' compensation laws will be recovered upon final adjudication of the 
claim or an order of the applicable state agency approving a settlement agreement. I t  is the legal obligation of the nietnber, the 
employer or tlie workers' compensation insurer (whoever is responsible for payment of the medical expenses) to notify 
BCBSNC in writing that there has been a final adjudication or settlement. 
Providers arc independent contractors, and they are solely responsible for injuries and damages to ttiern6c.r~ resulting From 
misconduct or negligence. 
~ BCBSNC's ~ Disclosure - ~ Of Protected -. Health Information-[PHJ) - 
BCBSNC takes your privacy seriously and handles all PHI as required by state and federal laws and regulations and 
accreditation standards. BCBSNC has developed a privacy notice that cxplains the procedures. To obtain a copy of the privacy 
notice. visit the BCBSNC Web site at www.bcbsnc.coin/members/duke-energg or  call BCBSNC Customer Service at  the number 
listed i n  "Whoni Do 1 Call?" 
Administrative DiscreJiE 
BCBSNC has the authority to make reasonable dctemiinations in tlie administration of coverage, These deterniinations will be 
final. Such determinations include decisions concerning coverage of services, care, treatment or supplies, and reasonableness of 
charges. BC13SNC medical policies are guides considered when making covcrage determinations. 
Provider I__ Rei m bu rseme n t 
BCBSNC has cont rx ts  with certain providei.5 of health care services for the provision of, and payment for, health care services 
provided to all riiernher.s entitled to health care benefits. BCBSNC's payment to prot:irlers may be based on an amoun t  other 
than [he actual charges, including without limitntion, an amount per conlinement or episode of care, agreed upon schedule of 
fees, or other methodology as agreed upon by BCBSNC and the proi:idw Under certain circumstances. a coiitractingpro~'idfr 
may receive payments from BCBSNC greater than thc cliarges for services provided to a n  eligible imwiber, or BCBSNC may 
pay less than charges for services, due to negotiated contracts The tnern6er is not entitled to receiw any portion of the 
payments made under tlie tcrms of contracts with providers. The ,nrt116cr's liability when dcfincd as a pcrceiit of charge shall be 
calculated based on the lesser of the d o i v e d  nr?iozo~r or the provider' F actual charge for covered sovices provided to a ,iietnber 

Services Received Outside Of North Carolina 
Your I D  curdgives you access to participatingproiti~er"~ outside the state of North Carolina through thc Bluecard 
program. Your ID cur(/ tclls participatingproi,i~.r.s that you are a tneinber of BCBSNC By taking part i n  this program, 
you may receive discounts from out-of-statc providers who participate in the BlueCard program 
When you obtain health care services through the BlueCard program outside the areii in which the BCBSNC network 
operates, the amount you p . 7 ~  toward such c.oi,crn/.~prvi(cs, such as  cJehirrihles, copayt)itw/.s or I O ~ ~ ~ S I ~ ~ N I I L P .  is usually based 
on the lesser of. 

The billed charges for your coverrtl wrviws, or 
r h c  negottatcd price that the out-of-state Blue Cross and/or Bluc Shield kenscc  ("I-lost Blue") passes on to RCBSNC. 

A siniplc discount which reflects the actual price paid by the Host Blue 
An estimated price that factors in cxpected settlcmenrs, withholds. eontingcnt payment arr;ingc:nieiits, o r  other 
nonctaims transactions, with your health Care prorider or with il group of provider:r 
A discount from billed charges that reflects the average expected savings with your  health care provider or with a group 
o f p o t w / ~ v . ~  -]he price that reflects average savings may result in greater variation (more or less) from thc actual price 
paid than will the estimated pricc 

. 
This "negotiated price" can be 

. 

. 

I-he cstirnittcd or average price niay be adjusted i n  the fu ture  to corrcct lor over- o r  under-estimation of past prices 
ktotscver. ihc amount you pay is considered i~ finill price 
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ADDITIONAL TERMS OF YOUR COVERAGE (cont.1 

Should any state enact a law that mandates liability calculation methods that differ from the usual BlueCard program 
method or requires a surcharge, your required payment for services in that state will be based upon the method required by 
that state's law. 

- Right Of I3ecgKe-g Provision - 
Immediately upon paying or providing any benefit under the Plan, the Plan shall be subrogated to all rights of recovery a 
rnernber has against any party potentially responsible for making any payment to a tneinber due to a meinher's injuries, illness or 
condition, to the full extent of benefits provided or to be provided by the Plan. 
In addition, if a inember receives any payment from any potentially responsible party a s  a result of an injury, illness or 
condition, the Plan has the right to recover from, and be reimbursed by, the inernher for all amounts the Plan has paid and will 
pay as  a result of that injury or  illness, up to and including the full amount the member receives from all potentially responsible 
parties. The inetnber agrees that if the ineinber receives any payment from any potentially responsible party as  a result of an 
injury or illness, the inember will serve as a constructive trustee ovcr the funds for the benefit of the Plan. Failure to hold such 
funds in trust will be deemed a breach of the rnetnber's fiduciary duty to the Plan. 
Further, the Plan will automatically have a lien, to the extent of benefits advanced, upon any recovery whether by settlement, 
judgment or otherwise, that a riieinber receives from any third party, any third party's insurcr or any other source as a result of  
the inember's injuries. The lien is in the amount of benefits paid by the Plan for the treatment of the illness, injury or condition 
for which another party is responsible 
As used throughout this provision, the term responsible p g t y  means any parry possibly responsible for making any payment to 
a tnernber due to a tnetnber's injuries or illness or any insurance coverage including, but not limited to, uninsured motorist 
coverage, underinsurcd motorist coverage, personal umbrella coverage, medical payments coverage, workers' compensation 
coverage, no-fault automobile insurance coverage, or any first party insurance coverage 
The lien can be filed with or enforced against any party who posscsscs funds or proceeds representing the amount of benefits 
paid by the P/uii including, but not limited to, the nietnber, the nietnber's representative or agent; responsible party; responsible 
party's insurer, representativcor agent; and/or any other source possessing f u n d s  representing the amount of benefits paid by 
the Plan. 
The inember acknowledges that the Plrm's recovery rights are a first priority claim against all potentially responsible parries and 
are to be paid to the Plan bcfore any other claim for the inetnher's damages The P h i  shall be entitled to full reimbursement 
first from any potential responsible party payments, even if  such payment to the Plcrn will result in a recovery to the inernber 
which is insufficient to make thc nicrnber wholc or IO compensatc the inernher in part or in whole for the damages sustained. I t  
is further understood that the Plfu7 will pay all lees associated with counsel i t  hires to represent i t s  interests related to any 
recovery it may be entitlcd to, but it  is agreed that the P h  is not rcquired to participate in or pay court costs or attorney fees to 
any attorney hired by the tnetnber 
The terms of this entire right of recovery provision shall apply and the P h i  is cntitlcd to full recovery regardless of whether any 
liability for payment is admitted by any potentially responsible party and regardless of whether the settlement or judgment 
received by the membei~idcntifics the medical benefits the Plan provided The P h  is entitled to recover from any and all 
settlements orjudgments, even those designated as pain and suffering or  non-economic damages only.. 
The member acknowledges that BCBSNC has been delegated authority by t h e  Plan Adninfs!rarm to assert and pursue the right 
of  subrogation and/or reirnburscment on behalf of the Plm. The tneinber shall fully cooperate with BCBSNC's efforts to 
recover benefits paid by the Plan I t  is the duty of the n~einher IO notify BCBSNC i n  writing of the meinher's intent to pursue a 
claim against any potentially responsible party: within 30 days of the date when any notice is given to any party, including an 
attorney, of the intention to pursue or investigatc a claim to rccovcr damages or obtain conipcnsation due to injuries or illness 
sustained by the riiernher. The tnenibrr shall provide all information rcqucstcd by BCBSNC or its representative including, but 
not limited 10: completing and submitting any app1ic:itions or orher forms or statements as BCBSNC may reasonably request 
The inen7ber shall do nothing to prejudice the P l m s  recovery rights as herein set forth. This includes, but is not limited to, 
refraining from entering into any settlement or recovery tha t  attempts to reduce, waivc. bar or cxclutle thc fill1 cost of all 
bcnefits provided by the Pltrn. 
I n  the event that any claim is made that any part o! this riehi of recovery provision is anibiguous or  questions arise concerning 
the meaning or inrent of any of its terms, the nrcrnber and the PINII agree [hat the P h n  Adi~iiiiis~rci~or shall have the sole 
authority ;ind discrction to rcsolvc all disputes regarding the interpretation of this provision. 
The nwtiiber agrccs r h n t  tiny lcgol action or proceeding with rcspcct to this provision niay bc brought in any court of competent 
jurisdiction as BCBSNC may elcct Upon receiving benefits under the P h i .  the inember hereby submits to each such 
jurisdicrion, waiving whatever rights niay correspond to the ii?el??be~ by reason of the inetnber's present or future domicile. 

_ _  N ot-ice -Of Claim 
Tile P((/n will not hc liable for payment of benefits unless proper noticc is lurnished to I3C13SNC that c o w e d  services have been 
provided to ;I ineinhcr I f  the tiionher tiles the c.laini, writtcn notice must be givcn to BCBSNC within 18 months after the 
1 7 7 e t 7 7 b ~ ~ r  ; I I C ~ W . S  the c o i ~ ~ r ( ~ 1  wrricc, except i n  the abscncc of legal capacity of the inc*inht~ The noticc must be on a n  approvc(l 
claitii form anti include thc data nccess;iry for BCBSNC IO determine bcncfits. 
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Notice Of Benefit Determination 
BCBSNC will provide an explanation of benefits determination to the niernhcr or the member's authorized representative within 
30 days of  receipt of a notice of claim if the member has financial liability on the claim other than a copayinenl (unless your Plan 
has chosen to provide an explanation of benefits for additional claims where the member does not have a financial liability 
other than a copaymenf). BCBSNC may take an extension of up to 15 additional days to complete the benefits determination if 
additional information is needed. If BCBSNC takes an extension, BCBSNC will notify the inember or the member's authorized 
representative of the extension and of the information needed. You will then have 90 days to  provide the requested information. 
As soon as BCBSNC receives the requested information, or at the end of the 90 days, whichever is earlier, BCBSNC will make 
a decision within 1.5 days. 
Such notice will be worded in an understandable manner and will include. 

The specific reason(s) for the denial of benefits 
Reference to  the benefit booklet section on which the denial of benefits is based 
A description of any additional information needed for you to perfect the claim and an explanation of why such 
information is needed 
A description of the review procedures and the time limits applicable to such procedures, including the tnember's right t o  
bring a civil action under Section .502(a) of ERISA following a denial of benefits 
A copy of any internal rule, guideline, protocol or other similar criteria relied on, i f  any, in making the benefit 
determination or a statement that i t  will be provided without charge upon request 
I f  the denial of benefits is based on itieciicalizeccrssiiy or e.xperinien~al treatment or a similar exclusion or  limit, either an 
explanation of the scientific or clinical judgment, applying the terms of the health benefit plan to the tnember's medical 
circumstances, or a statement that this will be provided without charge upon request, and 
In  the case of a denial of benefits involving zii'gcizl care, a description of the expedited review process available to such 
claims 

IJpon receipt of a denial of benefits, you have the right to file il grievunce with BCBSNC. Scc "What I f  You Disagree With A 
Decision?" for more information 
Limitation ~ Of Actions 
Since the Plan is subject to ERISA, you must only exhaust the first level grievcme review process following the Notice of Claim 
requirement. Please see "What If You Disagree With A Decision?" for details regarding the grievrrrzce review process.. No legal 
action may be taken later than threc ycars from the datc covrrdservices arc Dzczirred However, i f  you arc authorized to pursue 
an action in fedcral court under ERISA, and you choose to pursue a second levcl gririmce review, the three-year limitation is 
temporarily suspended until that review has been resolved. 
~.-______--  Coordination Of Benefits - __ (Overlapping - - __ - Coveragg) ._ -- 
I f  a member is also enrolled in another group hcalth plan, the Plrrn may coordinate benefits with the other plan. Coordination 
of benefits (COB) means that i f  a inember. is covered by more than one insurance plan, benefits under one plan are determined 
before the benefits are determined under the second plan. The plan that determines benefits first is called the primary plan. The 
other plan is called the secondary plan. Benefits paid by the secondary plan may bc rcduccd to avoid paying benefits between 
the two plans that are greater than the cost of the health care service. 
Most group health insurance plans include a COB provision. The rules used to determine which plan is primary and secondary 
are listed in the following chart. The "participant" is the person who is signing up for health insurance coverage. 
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