
COWERED SERVICES (cant.) 

Radiation therapy (including accelerated partial breast radiotherapy (breast brachytherapy). Breast 
brachytherapy is investi~crrionul but will be covered upon prior review and certficntion, based on meeting the 
American Society of Breast Surgeons (ASBS) criteria ) 
L.imited 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 a n  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 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 SS0,OOO during the lifetime of the patient, for the specific diagnosis of autism.) 

(C) Training and cducatiorial 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 principlcs arid practical applications of behavior modil'rcation (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 
T h e  P l m  provides benefits for ironsplanrs, including ho~piiul and professional services for covered rransplanr 
procedures.. The P h i  provides care management for ri~c~i~~plunf services arid will help you find a hospird or  Blue 
Quality Center for Transplants that provides the lr-unsplunr services required. Travel and lodging expenses may be 
reimbursed, based on RCBSNC guidelines that are  available upon request from a /rciiisplutzf coordinator.. 
For a list of covered transplants: call BCBSNC Customer Sei-vice at  the number listed in "Whom Do 1 Call?" to 
speak with a /ransplml coordinator and request prior- review CeIfiJi~atioii must be obtained in advance from 
BCRSNC for all rr~~ii.sp/ut~i-related services in order to assure coverage of these services. 
If a it-ansplunr is provided from a living donoi to  the recipient iiicmhcr who will receive the rron.~pbn~: 
. Benefits are provided for rcasonable and necessary services related to the search for a donor  up to a inaximum 

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

. 

Some f t~Jt7 . \p lUt?/  services are ini:e.rr~gcr~ronul and not covered for some or all conditions or illnesses. Please see 
"De fi n it i on s " for a n cx pl a na t ion of in i'es rigur ioiirrl 

Tfi3nspkntS EXCllJSiOnS . 
. 
. . 

The purchase price of the organ or tissue i f  a n y  organ or tissue is sold rather t h a n  donated to the recipient 
t?ieri76er 
The procurement of organs, tissue, bone marrow or peripheral blood stem cells or any other donor services 
if the recipient is nol ;I I I T L ~ ~ ~ ~ C I .  

Trc117~p/unrs, including high dose chemotherapy, considered e\-pci u ? i r / r r c i l  or iriiles~rgcirioncll 
Services for or relared to thc transplantation ol'aniinal or artifickil organs or iissues~ 
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- Mental Health And Substance Abuse Service? 
The Plun provides benefits for the treatment by a of inental illne.ss and substance abuse by a frospifal, doctor or other 
provider. Your coverage for in-network itipatienl and outputie17t services is coordinated through Magellan Behavioral 
Health. 
Separate visit limits and benefit inaxirnums may apply. See inforniation on cf/i'ce t I i s i /  benefit maximums below. 

Office Visit Services 
Prior review by Magellan Behavioral Health is not required for c?l;ficc. visir services. The following professional 
services are covered when provided in an office setting: 

Individual and family counseling 
Group  therapy. 

The following rules apply to mental health o/fice iisir benefit maximums: 

Outpatienf Services 
Covered outputi(vir services when provided in a mental health or substance abuse treatment facility include: 
. Each service listed in this section under oj /ce vkir services 

Partial-dayhight hospitalization services (minimum 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 iiipaiietit treatment services also include: 

Semi-private room and board . 
Please note benelits for i/pitietrt and ourpnfienr i,ietlic*o/ carc. are limited to onc visit per day. 
How To Access Mental Health And Substance Abuse Services 
Prior review by Magellan Behavioral Health is not required for cgfirc visir services Although prior review is not 
required for emergency situations, please notify Magellan Behavioral Health ol your itipurienr admission as soon 
as reasonably possible. When you need iirparieni or otrrpcirienr lreatmcnt, call it Magellan Behavioral Health 
customer service representative a t  the number listed in "Whom Do 1 Call?" The Magellan Behavioral Health 
custorner service representative will refer you to an  appropriate i ~ ~ - n ~ r i i ~ w I i  piwiYdet and give you information 
about prior review and cer/~fication requirements. 
Mental Health And Substance Abuse Services Exclusions And Limitations 
. Psychoanalysis . Counseling with i.elatives about a patient with iiierrtul i l l i r c ~ ~ ,  alcoholism, drug addiction or chemical 

depend en cy 
Inpatisir confinements that are primarily intended as 21 change of enviroiimen~ 
Mental health services received in residential treatment facilities 

Evaluation and diagnosis 
Me~licoll-v 17ecessar)~ biofeedback 21 lid neu ro psych olog ica 1 testing 

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

Each service listed i n  this section under I+!$CP visit services 

Detoxification to treat substance abuse. 

. . 
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WHAT IS NOT COVERED? I 
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 ihe exclusions 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: 

Provided by out-of-nettvorkproiriders, except when approved in advance by BCBSNC or in an emergency or  
urgent care situation 
Any condition, disease, ailment, in,jury 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 i n  a public facility 
Any condition, disease, illness or in.jury that occurs iii 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 o f a  state Industrial Commission or other 
applicable regulatory agency approving a set tleinent agreement 
Benefits that are provided by any governmental uni t  except as required by law 
Services that are ordered by a court that are otherwise excluded irom benefits under the Plrm 
Any condition suffered ;is a result of any  act of war or while on active or reserve military duty 
A dental or medical department maintained by or on behali of an employer, a mutual benefit association, labor 
union, trust or similar person or group 
Dates of service received prior to the iiiember'.~ eJ;r,ctive dote 
A benefit, drug, service or supply that is not specifically listed as covered i n  this benefit booklet. 

0 

A 
Acupuncture and acupressure, unless services are 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 iecords, and late payments 
Costs in excess of the allowed amoirnt for services usually provided by one doctor, when those services are provided 
by multiple doctors or  medical care provided by more than one docror for treatment of the same condition 

Claims not submitted to  BCBSNC within 18 months of the date the charge was i17ciirrer/, except i n  the absence of 
legal capacity of the member 
Contraceptives, including oral and in,jectable contraceptives, contraceptive devices and long-term reversible 
contraceptives including, but not limited to, intrauterine devices and implanted hormonal confrac.eptives, solely 
prescribed for the purpose of contraception. These services are excluded a t  the request of your criipluyer. 
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 wale! bottles, ice packs and  
personal hygiene items 
Cosinetic services, which include removal of excess skin from the abdomcn, arms or thighs, and riiigery for 
psychological or emotional reasons, except as specillcally covered by the Plun 
Services received either before or after the coverage period of the Plan, rcgardless 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 docior. 

D 
Denial services provided in a hospiial, except as specifically covered by the P h i ,  when i:i hazardous condition exists 
at  the saine tinic, o r  covered oral surgery services arc required at the same time as  a result of a bodily injury. Dental 
care: dentures, dental implants, oral orthotic devices, palatal expanders and orthodontics except :is specifically 
covered by the Plan. 
The  following drugs: 

. 

c 

Pre"scription drug.r except as specifically covered by the P l m  
Injections by a health care professional or iii,jectablc prcs~r ipr io~  c/rug.\ which can be sell-;idiiiiiiistercd, iiiiless 
medica I supervision is req u I red 
CJol1ijphcne (e g., Clomid), menotropins (e g ~ Repronex) or other d r i~gs  associated w i t h  conception by artific-j:bl 
means 

. 
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Experinzental drugs or any drug not approved by the Food and Drug  Administration (FDA) for the applicable 
diagnosis o r  treatment. However, this exclusion does not apply to prescrQ7tion h g s  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 eniergency services in the case of an ernergencj~ 
Services that would not be necessary if a noncovered service had not been received, except for en1ergenc.y services in 
the case of an en1er.genc.y 
T h e  following equipment. 

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

- 
- 
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 
PILI11 

Routine foot care that is palliative o r  cosrwefic 

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 lor the fitting of hearing aids except as specifically covered by thc Plan 
H oIi.stic 117cdicit ze services 
Hypnosis except when used for control of acute or  chronic pain 

1! 
Iiipatierit admissions primarily for the purpose of receiving diagnostic services or a physical examination Itipatier7r 
admissions primarily for the purpose of receiving therapy s a  vices, except when the admission is a continuation of 
treatment following care a t  a n  iriynfierrt facility for an illness or accident requiring therapy. 
I~rresti'gational services i n  nature o r  obsolete. including a n y  service, drugs, procedure or  treatment directly related to 
a n  Invesrigcitior7ol treatment, except as specifically covered by the P l m  

L 
Services provided and billed by a lactation consultant 
M 
Services or supplies deemed not t~rerlicnlly necessrity 

0 
Any treatment or regimen, nicdical or surgical, for the purpose of reducing or controlling the weight of a /77e177[m or 
for Ireatment of obesity. except lo r  surgical treatment of morbid obesity, or as specifically covered by thc Pku7 

P 
Care  or services from a povfder who: . 

F 

G 

H 

Caniiot legally provide or legally charge for the services or services ai'e outside the scope of the pro\ickr'y license 
or ccrtification 

17 
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Provides and bills for services from a licensed health care professional who is in  training 
Is in a rnemher's immediate family. 

T h e  following residential care services:, 

- 
R 

Care in a self-care unit, apartment or similar facility operated by or  connected with a hospitd 
Domiciliary care or  )'est 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 Plun 

Services or supplies that are: - Not performed by or upon the direction of a doctor or orher provider 
Available to ii meniber without charge. 

Treatment or  studies leading to or in  connection with sex changes or modifications and related care 
Sexuol rlysfirnctiurr LI n re la t ed to organic disease 
Shoe lifts and shoes of any type unless part of a brace 

T 
The  following types of therapy: 

S 

Music therapy. reniedial reading. recreational or activity therapy, all forms of special education and supplies or 
equipment used siinilarly 
Mcrintenunce thcrupy 
Massage therapy. 

Travel, whether or not recommended or prescribed by a cioctor or  other licensed health care professional, except as 
specilically c:overed by the P l m  

V 
The following vision services. - Radial keratotomy and other rcfractivc 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, wliich are sniall, lightweight, 
clear disks tha t  replace the distance-focusing power of the eye's natural crystalline lens. 
Eyeglasses or contact lenses, except as specifically covered in "Prostl7etic App1irinte.s" 
Orthoptics, vision training, and low vision aids. 

- . 
Vitamins, food supplements or i,epIaceinents, nutritional or dietary supplemcnts, formulas or special foods of any 
kind except lor external nutrition administered exclusively via tube feeding as  the sole source of nutrition. External 
nutrition products thal are administered orally are excluded. 
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To make sure YOU have access to high quality, cost-effective health care, the P l m  has a ntilizution rnunugernent ( 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 at whether health care services arc rwdically necessory, provided in the proper setting 
and for a reasonable length of time The Plarr will honor a certification to cover medical services or supplies under the Pfun 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 orcoverage or nonpaynient of premiums. 

- Rights And Responsibilities - -. . Under The UM Pro-gram 
Your Member Rights 
Under the U M  program, you have the right to: 

- 
An authorized representative may act on the meriiber's behalf with the riiernber's written consent. in the event you appoint 
an authorized representative, references to "you" under the "Urflimiion Managenierrr" section mean "you or your 
authorized representalive" ( i  e . ,  the authorized representative may pursue your rights and shall receive all notices and 
benefit de terniin a t ions) 
5CBSNC's Responsibilities 
As part of all U M  decisions, BCBSNC will. 

e 

- 
In the event RCBSNC docs not receive sufficient information to approve coverage for a health care service within specified 
time frames, BCBSNC will notify you in writing that bcncfit covcrage has bcen denied The notice will explain how you 
may pursue a review of the U M  decision 

A Uh4 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 decision 
Have a medical director from BCBSNC make a review of all denials of service that were based upon viedicul nccessiry 
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 ptovider with a toll-free telephone number to call UM review staff when certijicnifon of a health 
care service is needed 
Limit whiit BCBSNC requests from you or your provider to information that is needed to review the service in question 
Request all inforni;ition necessary to make the U M  decision, including pertinent clinical information 
Provide you and your piovidcr prompt notification of the UM decision consistent with the Pkun 

Pro _- spec - t iveRevLwlPrior Re view 
The Plan requires that certain henlrh care services rcccivcprior review as noted in "Coiwcrf Scrvices " These types of reviews are 
called prospective reviews. I f  neither you nor your proviifer reqiiestsprior review and receives certijication, this may resnlt in a 
partial or complete denial of benefits. General categories of services with this requirement are noted in "Covered Scrvires." You 
may also visit the BCBSNC Web site at wwvv.bcbsnc.comlnien~berslduke-e~~ergy or cali BCBSNC Customer Service at the number 
listed in "Whom Do 1 Call?" for a detailed list of these services. The list of services that requireprior. review may change from time 
to time. 
If the requested cerli/rcurio/i is denicd, you have the right to appeal. See "What If You Disagree With A Decision?" for 
additional information. Ccrtain services may not be covered ozrr-o/-.iieovorlr. See "Coi~ercd Serviccs " 
BCBSNC will make a decision on your request for cerr!ficn/ion within a reasonable amount of time taking into accoiint the 
medical circumstances. The decision will be made  and communicated within three business days after BCBSNC receives all 
necessary information but no later than I .5 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, RCBSNC will notify you and your provider of how to 
properly complete your request. BCBSNC may also take an extension of up to I S  days if  additional information is needed. 
BCBSNC will notify you ; i d  your proviclet before the end of the initial IS-day period of the information nccdcd 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 requcsicd information, or at the end of thc 45 days, whichever is earlier, HCBSNC will make a decision 
within tliree business days. I f  BCBSNC docs not approve benefit coverage of a hcalth care service, BCBSNC will notify you 
and tlicprovidpr by written or elcclronic confirmation. 

Expedited Prospective Review 
You have ;I right to iin expedircd rebiew when the regular time frames for a decision. ( i )  could scriously jeopardize your or 
your dependent's life, health, or ability to regain maximirm f-unction, or (ii) in thc opinion of your provkh. would subject 
you or your (Jcpcndeni to severe pain t h a t  cannot be adequately managed without the requestcd care or treatment 
13CBSNC will notify you and your pr,ovia'er of its decision a s  soon as  possible. taking into account the medical 
cir(:Llmstaliccs BCBSNC will notify you and your provider of its decision within 72 hours after receiving the requcst I f  
BCBSNC needs addition;il information to process your expedited review, I3CBSNC will notify you and your  p r o ~ r & t  ofth(: 
inforination neetled ;is soon ;IS possible b u t  no later than 24 hours following the receipt of your request You will then be 
given :I reasonable amount of time. but not less than 48 hours, to provide the requested information As soon as BCBSNC 
receives tiie requested inform;ition, or a1 the cnd of the time period specified for yoii lo provide the information. \vliichever 
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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 at the time you receive them. These types of reviews are concurrent reviews. 
BCBSNC will communicate concurrent review decisions to the hoTppiro1 or other facility within three business days after 
BCBSNC receivesall necessary information but no later than 15 days after the requcst. I f  BCBSNC does not provide 
cerrificuliotr of a health care service, BCBSNC will notify you, your hospirafs or other facility's U M  department and your 
provider. Written confirniation of the decision will also be sent to your home by LJ.S mail. 
For concurrent reviews, the P h i  will remain responsible for covered services you are rccciving 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 01 
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 carc or treatment I f  YOU 
request an extension of treatment that BCBSNC has already approvcd at least 24 hours before the current approved 
treatment ends, BCBSNC 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 received in an cmcrgency setting qualify as an onergeticy. 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 received the request. When the decision is to deny bcnefit coverage, BCBSNC will notify y o u  and yourprovider in 
writing within five business days of' the decision AH decisions will be based on medicrr(necessirv and whether the service 
rcceived was a benefit under this P h i .  BCBSNC may take an extension of up to I S  days if  additional information is needed. 
Bcfore 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 requcstcd inlormation, or at the end of the 90 days. whichever is earlier, BCBSNC will make a decision 
within I5 days. Services that wcrc approved i n  advancc by BCBSNC will not be subject to denial For medicul mxessiry once the 
claim is received, unless the crrtifcatioii was based on a material misrepresentation about your health conditiun ur you were not 
eligible for these services under the Plan due to terniination of coverage or nonpayment of premiums. All other services may be 
subject to retrospective review and could be denied for t~ietiiccd trece.$sity or for a benefit limitation or exclusion. 
Care Manage-m??! 
Meriibers 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 men7bers with complicated or chronic medical 
needs, their providers, and the Plm,  to work together to meet the individual's health needs and promote quality outcomes. To 
accomplish this, , ~ i e / d w s  enrolled in or eligible for care management progrcims may be contacted by BCBSNC or by a 
representative of BCBSNC. The P h i  is not obligated to provide the same benefits or services to a /??etJ7hfv'at a later date or to 
any other meurber. Infomiation about these services can be obtained by contacting an / W J C / I I W ~ / C  PCP or i/wiemork specioltsr 
or by calling BCBSNC Customer Service 

Continuity of care is a process that allows n7e177bcrs with ongoing spccial conditions to continue receiving care from an 
~ M - & Z U I I J ~ ~ ~  provkIer, when the tnernber ' s  emp/oj.cv changes plans or when their prowder is no longer in the Blue Options 
network. I f  your PCP or specidis! le;ives tlic BCBSNCproi*idet, network and they are currently treating you for an ongoing 
special condition that meets BCBSNC continuity of carc criteria, BCBSNC will notify you 30 days beforc theproitidds 
termination, as long a s  BCBSNC receives timely notification from the proi;ider. To bc eligible for continuity of carc, the r77et77bpr 
must be actively being seen by the otir -oJn~~ri iv /k providctr lor an ongoing special condition and theprovrr/cJr must agree 10 abide 
by the Plun's requirements for continuity of care. An ongoing special condition means: - 

. Continuity ~ _ _ _  Of CE 

in  the case of an acute ~lli~css, a condition that is serious cnough lo require /?7cdico/cnre or treatmcnt to avoid a reasonable 
possibility of death or pcrrnancnt harm, 
in the case of a chronic illness or condition, a disease or condition t h a t  is life-threatening, degenerative, or disabling, and 
requires / ~ 7 e d i ~ u / ( u r c  or treatment over ;t prolongcd pcriod of timc, 
i n  the case of pregnancy, thc second and third trimcslcrs of pregnancy. 
i n  the casc of a terminal illness, a n  individual hi15 :I medical prognosis that the 171cwiber'\ life expect;incy is six months or 
less 

The allowed transitional pcriod shall cxtcnd up to 90 days, ;is dsteriiiined by thcp/-ovicl~~r. except i n  the cases of. 
. scheduled s i ~ g ~ r j ~ ,  organ transp1;rntarion: or i u / i ~ ~ ~ i c w ~  carc which shall cxtcnd through the date of discharge and 

post-(jischarge follow-up caie or other I~ipo/ie/i /  care occurring wi th in  90 days of tlic datc of discharge, and 

. 
- 
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Continuity of care requcsts 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 menrber's in-network benefit level. Continuity of 
care will not be provided when theprovider's contract was terminated for reasons relating to quality of care or fraud. Such a 
decision may not be reviewed on appeal.. Plcase call BCBSNC Customer Service at the number listed in "Whom Do 1 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 Utilization Manageme-nf-Decisions 
I f  you rcceive a noncertriculion as part of the prior review process, you have the right to request that the Plun review the 
decision through the grievurzce process. Refer to "What If You Disagree With A Dccision?" 

For U M  and the first level grievance review for inpa~ienr and oulpurient mental health and substancc abuse scrvices, Magellan 
Behavioral Health is responsiblc. Claims detcmiinations and second lcvcl grievaiice review are provided by BCBSNC 

In an effort to allow for continuous quality improvement, BCBSNC has processes in placc to evaluate ncw medical technology, 
procedures and equipment. These policies allow BCBSNC to determine the best services and products to offcr members They 
also help BCBSNC keep pace with the ever-advancing medical field. Bcforc implementing any new or revised policies. 
BCBSNC revicws professionally supportcd scientific literature as well as  state and federal guidelines, regulations, 
recommendations, and rcquirements. BCBSNC then seeks additional input from providers who know thc necds of the patients 
they serve. 

Delegated Utilization Management 

Evaluating -__ New Technology _..___-__ 

'1 
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In addition to the U M  program, the Pkuz offers a grievunce procedure for r?zernbers. Grievances include dissatisfaction with a 
claims denial or any decisions (including an appeal of a nvncertficarion decision), policies or actions related to the availability, 
delivery or quality of health care services. If you have a grieimce, you have the right to request that BCBSNC review the 
decision through the grirvnrzce process. The grievance process is voluntary and may be requested by the rnernber or an 
authorized representative acting on the member's behalf with the rnember'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 rcquest, at no charge, reasonable access to, and copies of, all documents, records and other information relevant 10 
your claim for benefits. 

For each step in this process, there are specified time frames for filing a griesnnce and for notifying you or yourprovidrr of the 
decision. The review must be requested i n  writing, within 180 days of a dcnial of benefit coverage (the initial claim denial or the 
first level gr ie imce review decision). 
Any request for review should include: 

Employee's 1D number Patient's name 
Employee's name * The nature of the grievance 
Any other information thar may be helpful for the review. 

To request a form to submit a request for review, visit the BCBSNC Web site a t  wivvv.bcbsnc.com/mtmbers/duke-energg or call 
BCBSNC Customer Service a t  the number listed in "Whom Do 1 Call?' 
All corrcspondence related to a request for a review through RCBSNC's grievurice process should be scnt to. 
BCBSNC 
Customer Serviccs 
PO Box 2291 
Durham, NC 27702-2291 
I n  addition, members may also receive assistance with grieiwrices from the Managed Care I'aticnt Assist;incc Program by 
contacting : 
Managed Care Patient Assistance Program 
9001 Mail Scrvicc Ccnter 
Raleigh, NC 27699-9001 
Tel. (919) 733-6272 
Tcl (toll free in NC): 1-866-867-6272 
Email. MCPA@ncdoj.gov 
Following such request for review, a review will be conducted by BCBSNC, by someone who i s  neither the individual who 
made the original claims denial that is the subject of the gricwrice, nor the subordinatc of such individual 'The dcnial of the 
initial claim will not have an cffcct on the review. I f  a claims denial is based on medical judgment, including determinations 
with respect to whether a particular treatment, diug or other item is eTperirneritu1, incc.stib.orrontr/, or not r?wdic~r//y necessiiry or 
appropriate, BCBSNC shall consult with R health care professional with an appropriate level of' training and expertise in  the 
field of medicinc involvcd ( a s  detcrmincd by BCBSWC) who was not involved in the ini t ia l  claims denial a n d  who is not a 
subordinate o f  any such intfividual. 

Steps To Follow In The Grievance-Process 

First Level Grievance Review 
BCBSNC will providc you with the name, address and phone number of the gricmncr coordinator within three business 
days aftcr rcceipt o f  :I rcview request. BCBSNC will also giVC you instructions on how to submit written materials For 
g r i e i w x e ~  concerning quality of health care, an acknowledgement will be sent by BCBSNC wirhin five business days. 
Alrliougli you arc not allowed to attend a lirst level grieiwice review, BCBSNC asks that y o u  send all ofrhe written 
matcrial you fcel is necessary to make 3 decision. BCBSNC will usc the material provided in the request for review, along 
with other available information, to reach a decision. You will be notified in clear written t e r m  of the dccision, within a 
reasonable time but no later than 30 days from the date BCBSNC reccived the rcquest You may thcn request all 
information that was rclebant to the review. 
Second Level Grievance Review 
Since the Phrz is subjcct to ERISA ,  thc first level grievoncc review is thc only level that you must complete before yo11 can 
pursue your grrr i~rnce  in an action in federal court 
Orherwisc. i f  you are dissatisfied with the first level gricwnce review decision. you have the right to ;i sccond Iebel g , - ; p ~ ~ ( ~ t ~ c . p  
revien Second lcvcl gr /ewr ic  t's 

quality of care complaints. Within ren business days aficr BCBSNC rcceivcs your request for a second level gr m ~ r t t ~ ' ~ ,  
review, the following information will be given to you. . Nsmc, iiddrcss and telephone ilumbcr of the , q r r ~ i * u n ~ c  coordinator 

A sttttcnlent of your  rights. including thc right to. 

not allowcd for bencfits or scrvices that are clearly cxclutlcd by [his  beneflr booklet or 

mailto:MCPA@ncdoj.gov
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request and receive from BCBSNC all information that applies to your case 
attend the second !eve1 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 lcvel review meeting, which will be conducted by a review panel coordinatccJ by BCBSNC using external 
physicians and/or benefit experts, will be held within 4.5 days after BCRSNC receives a second level grievotice review 
request. You will receive notice of the meeting date and location at least 1.5 days before the meeting. You have the right to a 
full review of your gririmce even i f  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 o r  nonexpedited) shall be wholly or partially denied at either the first level grievoiice or the 
second level griernnce review, a written notice shall be provided to the t,iet~~ber worded in an understandable manner and 
shall set forth. . The specitic rcason(s) for the denial 

Reference to the spccific the Plnri provisions on which the decision is based 
A statement t h a t  thc metii6er is entitled to receive, upon request and without charge. reasonable access to, and copies 
of, all documents, records and other information rclcvant to the metnber'.r claim for benefits 
I f  applicable, a statement describing any voluntary appeals procedures and the tnetiiber's right to receive information 
about the procedures as well as the tneniber's right to bring a civil action under Sec3ion S02(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 spccific rule, guideline, protocol, or other similar criteria was relied upon in making the decision and that this 
will be provided without charge upon request 
l f  the tlecision is based on t i iedicd tiecespir!; or experitnetitc~l treatnient or a similar exclusion or limit, either an 
explanation of the scientific or clinical judgment for the determination, applying the terms of the Pkm to the t ~ r e t i ~ h e r ' . ~  
niedical circ~~nist:inces, or a statement that such explanation will be provided without charge upon request: and 
The following st:itement. "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 LJ S. Department of Labor Office and your State 
insurance regulatory agency " 

. 
- 
. 

Expedited Review 
You have the right to :I more rapid or expedited 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 maximum function, or (iij in  the opinion of 
yourptovitkvr, would subjccr 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 
review be expedited An expedited review may be initiated by calling BCBSNC Customer Service a t  the number given in 
"Whom Do I Call?" An expedited review will take place in consultation with a medical rforror All of the same conditions 
for a first level or second level gr;eivticc 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 
anti your  pr.ovrc/vr iis soon as possible, taking into account the medical circumstances, but no later than 72 hours after 
receiving the request A svrittcn decision will be communicated within four days aftcr receiving the request lor the expedited 
appeul. Inforniation initially given by telephone must also be given in writing.. 
Af te r  reilltesting an expedited revicw, the Pl~rti will  remain responsible for covered health care services you are receiving 
uritil you hwve been notified of the review decision 
Correspondence i el:ited to a request for a review through the Plun's grievatrce process should be sent io. 

BCBSNC 
Custonicr Scrvices 
1'0 13ox 229 I 
Durham. NC 27702-2291 

Delegated Appeals 
MilgelIan Bch;ivior;iI t Icitlth IS responsible for the first level grieiwict' review for i t i / x r / i i , t i /  and ( s f / / / ) u / / c J t i /  incntal health ;Ind 
subs(ancc iibusc scrvic c:> Plcasc. Iorwrd W I  itten grin.c/ncrs to- 
M i1gcll;l n Beh ;\\ ior ;I I 1-1 eil I t h 
Appeals D c p a r t ~ n c ~ ~ t  
PO 130s I619 
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Alpharetta, GA 30009 
Second level gricwnce review for itpniietzr and olrlpaiietzi mental health and substance abuse services is provided by BCBSNC- 
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BCBSNC has contracts with certain pr oisicler~ of Iiealtli cart: services for the provision of, and payment for, health care services 
provided to all incmher:s entitled to health care benefits RCBSNC's payment to providers may be based on an amount other 
than the actual charges, including without limitation, a n  amount per confinement or episode of care, agreed upon schedule of 
fees, or other niethodology as agreed upon by I3CBSNC and the provider. Under certain circumstances, a contractingprovider 
may receive payments from BCBSNC grcater t h a n  the charges lor services provided to an eligible member, or BCBSNC may 
pay less than charges for services, due to negotiatctl contriicts The wcmher is not entitled to receive any portion of the 
payments made under the tcrms of contracts with p ~ ~ o i x l c ~ i  7 Thc r n i d ~ e r ' ~  liability when defined as a percent of charge shall be 
calculated based on the lesser of the rrlloiiml N m i i t n i  or the pi  o i , i r le r  ' s actual charge for coi~eredservices provided to a nien7bc.r. 

Services Received Outside Of North Carolina 
Your ID curdgives y o u  access to participating/)1.r~i/r/~~r.) outside the state of North Carolina through the BlueCrtrd 
program Your I D  ciird tells participatingpto~ljr~~~t \ that you are a rnetnher of BCBSNC By taking part in this program, 
you may receive discounts from out-of-statel.,r.oi.irl.r s who participate in the BlueCard program 
When you obtain licaltli c:trc services through tlie BIucCard program outside the area in  which the BCBSNC network 
opcriites, the amount you pay lolvard such ( o i ~ ' r c d  w r  iwc'j. such 3s t k~hc . t ;b~i~s ,  copciyfnenis or coimtrr?t?c~~, is usually based 
on the lesser of: - . 
This "negotiated price" can be. - . 

The billed charges for your toi:e/.rt/~~er-i~iti,~. or 
Thc negotiated price that the out-of-state I3luc Cross andlor Blue Shield licensee ("Host Blue") passes on to BCBSNC. 

A simple discount which reflecls t h t  actual price paid by  the Host Blue 
An  er;timatcrl price t l i ; t t  factors in expected settIemcnts. withholds. contingent payment arrangements, or other 
nonclainis transactions, with your health carc 17) o i ~ i r l c ~ r  o r  with :I group of provirler,s 
A discount from billed charges lhat rcllects [lie aecragc expected s;ivings with your health care provider or with 
of pr.ovrderr The price t h o t  reflects a;er;ige saviiigs m:iy rcsult in greater variation (more or less) from tlie actual price 
paid than will thc estimated pricc 

. group 

Thc cstiniated or average price milp bc ;~d,justccl i n  t hc  futui -c  to (.urrect for OLCI-  or under-estimation of past prices. 
I+owever, thc iiinount you pay is considerctl ;I fin;il ~ I I C C  
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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. 

- Right -- Of Recovery ~~ Provision ____ 

Immediately upon paying o r  providing any benefit under tltc Plrin, the Plan shall be subrogated to all rights of recovery a 
rneniher has against any party potentially responsible for making any payment to a meniher due to a i~~ernber's injuries, illness or 
condition, to the full extent of benefits provided or to be providcd by the Plan 
In addition, i f a  n~einbcr receives any payment from any potentially responsible party as a result of an injury, illness or 
condition, the Pion has the right to rccovcr from, and be reimbursed by, the nier7rber for all amounts the Plari has paid and will 
pay as a result of that in.jury or illness, up to and including the full amount the t?irtnber receives from all potentially responsible 
parties. The rneniher agi-ees t h a t  if the inoiiber reccivcs any payment from any potentially responsible party as a result of an 
injury or illness, the i~i~ti7ber will serve as a constructive trustee over the funds for the benefit of the Pion. Failure to hold such 
funds in trust will be deemcd a brcach of tlic n7e/nber's fiduciary duty  to the Plriri 
Further, the Plan will automatically have a lien, to the extent of bcnefits advanced, upon any rccovery whether by settlement, 
judgment o r  otherwisc, tha t  a n i e r d w  receives from any third party, any third party's insurer or any other source as a result of 
tltc rneniber's injuries. The licn is i n  tltc amount of' benefits paid by the P h i  for the treatment of the illness, injury or condition 
for which another party is responsible. 
As used throughout this provision, tlic term responsible party nicaiis any party possibly responsible for making any payment to 
a nieiiiher due to a rneniber'r injurics or illness or any insurance coverage including, but not limited to, uninsured motorist 
coverage, underinsurcd motorist coverage, personal umbrella coverage, medical payments coveragc, workcrs' compensation 
coverage, no-fault automobile insuiance coveragc, or any tirst party insurance coverage 
The lien can be filed with or cnforccd against any party who possesses funds or proceeds representing the amount of benefits 
paid by the P l m  including, but not limited to, the rnetnbcr. the 117rtnher'r rcprcscntative or agent, responsible party; responsible 
pal ty's insurer, representative or agent, andlor any other sourcc possessing funds representing the amount of benefits paid by 
the P h n .  
The nieniher- acknowledges [hat tlie P l d s  rccovcry rights arc i+ lirst priority claim against i l l 1  potentially responsible parties and 
are to be paid to tlte Plrin beforc any otlicr claim for the niem5er's damages. 1-he Pkriii shall be entitled to full reimbursement 
first from any potential responsible party paymcnts, even if such payment to tltc Phi  will result in a recovery to the member 
which is insufficient to make the rneriibcr whole or to compensate tlie iiietnber. in part or in whole for the damages sustained. I t  
is further undcrstood t h a t  thc Pltrn will pay all fees associated with counsel i t  hires to rcprescnt its interests related to any 
rccovcry it niay be entitled to, but it  is agreed that thc P h i  is not required to participatc in or pay court costs or attorncy fccs to 
any attorney hired by the r?ie/iiher. 

Thc tcrms of this entire right o f  recovery provision shall apply and the P / m  is entitled to f u l l  recovery rcgardlcss of whether any 
liability for payment is admittcd by a n y  potentially responsiblc party and rcgardless of whether the settlcment or judgment 
received by the incriiber identifics thc mcdical bcnefits the / 'kin provided 1-hc /'/(in i s  entitlcd to recover from any and all 
settlements or judgments, even those designated a s  pain and suff'cring or non-economic d a m a g e s  only. 
The inember acknowlcdgcs that BCRSNC has bccn dclcgatcd authority by the Pkrn Adriii /~ir./ro/or to assert and pursue the right 
o f  subrogation and/or reimbursement on behalf of tlic Pion The m w i h  sliall fully coopcrate with BCBSNC's efforts to 
recover benefitspaid by tlie P h i .  I t  is the duty of the i ~ i e / i i D e /  to notily BCBSNC in writing of the immber 's  intent to pursue a 
claim against any potentially responsible party, within 30 days of the date whcn any notice is given to a n y  party, includingan 
attorney, of tlie intention to pursuc or invcstigatc ;t claim to rccover damages or obtain compensation due to injuries or illness 
sustained by the mi~riiDer The nieniber shall provide all information requested by BCBSNC or  its representative including, but 
n o t  limited to, completing and submit ting any applicittions OJ other lornx or statements as BCBSNC may reasonably request. 
The n7eiiibo. shall do nothing to prcjudice the Pkrn's rccovcry ii~$its :IS herein set forth This includes, but is not limited to, 
refraining from entering into any settlcmcnt or recovery that attempts to reduce, waive, bar o r  exclude the f u l l  cost of all 
bcnefirs provided by the P h n  
I n  the evciit t h a t  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 r ) i e / n / ~ c , /  and the / ' / o j i  agree th;lt the P/rrl7 A h ~ i i i I ~ / r u / ~ r  shall have the sole 
authority and discretion to resolve all disputes refarding the interpiel;ltioii of this provision 
The riierriber agrees that m y  Icgal action or procccding with iespccr to this provision may bc brought in any  court of competent 
jurisdiction as BCBSNC m a y  elect Upon rccciving bencfirs tinder tlic P/(Iu.  the / n d i v r  hereby submits to each such 
jurisdiction, waiving whatever rights may correspond to the t 1 7 r i r 7 / 7 c r  by reason of the r r 7 e / ? i / i e r ' s  Iweseitt or future domicile 
.- Notice - Of Claim 
111e p/r~ll \vi]\ 1tot be liable for paymcnt of bencfits unless proper iiotict: is I'urnished to BCBSNC that t o w r c t l  ~ v r v i ~ c ~ ~  have bee13 
provided to a /ile/7?[)(rr I f  [lie n/c,nrbc,/ filcs [lie C l i l ~ J l i .  written notice must be sivcn to BCBSNC within 18 months alter the 
~ i . t p r ~ & e t , ; ) i ~ [ ~  s tltc C - O I ~ O P ~  r u  vice,, except in the abscncrl of lcgal iapiicity of the ni(v17bcJ~ The notice must bc on ijn approved 
clailn forni and include the data necessary for BCBSNC to drtcrininc bcncfits 



f Case No. 2009-00202 

ADDITIONAL TERMS OF YOUR COVERAGE (cant.) 
STAFF-DR-01-039 
Page 74 of 1661 

- 

Notice Of Benefit Determination 
BCBSNC will provide an explanation of benefits determination to the m w h e r  or the moiiber's authorized representative within 
30 days of receipt ora  notice of claim if' the ivernher has financial liability on the claim other than a ropoyment (unless your Phn 
has chosen to provide an explanation of benefits for additional claims where the member. does not have a financial liability 
other than a copymetit) .  BCBSNC may take an extension of up  to IS  additional days IO complete the benefits determination if 
additional information is needed I f  BCBSNC takes an extension, HCBSNC will notify the inember or the mer7tber's authorized 
representative of the extension and of the information needed. You will then have 90 days to provide thc requested information. 
As soon as BCBSNC receives the requested information, or at the end of the YO days, whichever is earlier, BCBSNC will make 
a decision within 15 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 r77etnber'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, i f  any, in making the benefit 
determination or a statement that i t  will be provided without charge upon request 
If the denial of benefits is based on t 7 ? ~ ~ ~ ; ~ [ / / t 7 ~ ~ ~ , ~ ~ ~ . s ; 1 ~ ~  or e \ p r i / n e n / ~ I  treatment or a similar exclusion or limit, either an 
explanation of the scientific or clinical judgment, applying the terms of" the health benefit plan IO the memher'r medical 
circumstances, or a statement that this will be provided without charge upon request, and 
In the case of a denial of benefits involving ~rrgenr ewe, a description of the expedited review p r o w s  available to such 
claims. 

Upon receipt of a denial of bcncfits, you  have the right to file a grieiwcc with BCBSNC See "Whar I f  You Disagree With A 
Decision?" for more information . 
Limitation Of - Actions 
Since the Pltrii is subject to E R I S A ,  you must only exhaust the first level g r k w m w  review process following the Notice of' Claim 
requirement. Please see "What If You Disagrcc With A Dccision'!" for details regarding the ,priei~~u7ce review process N o  legal 
action may be taken later than three years fi-oni the datc cmvreclseritce~ are ir7cirrrctl However, if  you arc authorized to pursue 
an action in federal court under ERISA,  a n d  y o u  choose to pursue a second lewd grieirrtrte review. the three-yea1 limitation is 
temporarily suspended until that review has been resolved 
coordination Of _____-__._ Benefits (Overlappin-g Covermg5) 
I f  a mmber  is also enrolled in another group health plan, the Plon may coordinate benefits with the other plan. Coordination 
of benefits (COB) means that i fa  ineridxJr is covered by more than one insurance plan, benefits under onc plan are dcterinincd 
before the benefits are determined under the second plan The plan that determines bcnelits first is c;~IIcd tlic primary plan, The 
other plan is called the secondary plan. Bcncfits paid by the secondary plan may be reduced to avoid paying benefits between 
the two phns  that arc greater than the cost of the health care scivice. 
Most group health insurance plans include a COB provision. The rules used to detcrminc which plan is primary and secondary 
are listed in the following chart. The "participant" is the person who is signing up for health insurance covcragc. 
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The plan without COB is 
The plan with COB is 

The plan covering the person a s  a dcpcndcnt is 
The plan covering the person as the participant is 
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Yes 

Yes 
Yes 

Yes 

When a person IS covered by 2 

The plan of the parent whose birthday occurs earlier in Ihc 
calendar year (known as the birthday rule) is 
The plan of the parcnt whose birthday is later in thc calendar 
year is -- 
Note. When the parents have the same birthday, the plan that 

group health plans, and 
One plan does not have 

I 
Yes 

Yes 

Yes 

a COB provision 
The person is the 
participant under one plan 
and a dependent under the 
other 
The person is covered a s  a 
dependent child undcr 
both plans, including when 
parents are divorced or 
separated and share joint 

The person is covcred as a 
dependent child and parents 
arc divorccd o r  separated 
with no court decree for 
covcrage 
The pcrson is covcred as a 
dependent child and 
coveragc is stipulated in a 
court dccrec 

custody covcrcd thc parcnt longer is 
The custodial parent's plan is 
- 

The plan of the spouse of the custodial parent is 
Or, if the custodial parcnt covcrs the child through their 
spouse's plan, the plan of the spouse i s  
The non-cuctodial narent's nlan is 

The pcrson is covered as a 
laid-off or rctircd cmployec 
or that employee's dependent, 
on one of the plans 

Yes 

Yes 
YCS 

YCS 

The pcrson is the participant 
in t m o  activc group health 
plans and none of the rules 
above apply 

The plan of the parent primarily responsible for hcalth coicragc 
under the court dccree is 
The nlan of the other narent is 

YCS 

YCS 
Note: If there is a court dccrce ihat requires a parcnt to assume 
financial responsibility for the child's health care covcragc, and 
BCBSNC has actual knowledgc of tliosc Icrnis of the courr 
decree, benefits undcr that parcnt's health benefit plan arc 

employcc or as that employee's depcndcni 

or the dependent of a laid-off or rctircd cmploycc 
Note: This rule does not apply if i t  results in ;I conllict i n  

Thc plan that covers a person other than as a laid-off or rctirctf 

The plan that covcrs a person as a laid-offor rctircd cinployee 

YCS 

Yes 

YCS 

determining order of benefits 
The plan that has bccn i n  effccr longer is 
The plan that has bccn in cffcct the shorter ~imount of time is 
-- Yes 

Yes 

NOTE: I'ayn'tcnt by BCBSNC undcr thc P h i  takcs into account whcthcr or not thcproilider. is ii particip;tringproi,i~~er I f  
the Plun is the secondary plan, and the u7ernDer uses a participatingproiri~~~~r, thc Pl(117 will coordinate up 10 tlic d /o i iw /  
(inioi(n1 The participatingprollider has agreed to accept the [ / l / ~ l ~ , i ~ [ ~ t / / ~ i ~ ~ r ~ / ? /  as payri~cnt i n  full. 
BCBSNC inay request information about the other plan from the n7c/dwr A prornpr rcply will help DCBSNC process 
payments quickly. There will be no payment until primary covcragc is dctcrmincd I t  is important to rcmcmbcr t h a t  even 
whcn bcnefits arc coordinated with other group hcalth plans. benefits for to1wetl.w 
rcquircincnts, such as prior review and cerriJcurion proccdurcs. 

r i  are still subject t o  prograrn 



DEFINITIONS 

ALLOWED AMOUNT-- the charge that BCBSNC determines is reasonable for corwedservices provided to a inember. This 
may be established in accordancc with an agreement between theproviler 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. Undcr the guidelines, some procedures charged separately by the provider may be combined into one procedure for 
reimbursement purposes. 
A 4  @LANCE - transportation by means of a specially #esigned and equipped vehiclc used only for transporting the sick 
and injured, includcs ground and aircraft. 
AMBULATORY SURGICAL CENTER - a nonhospirol fuciliiy with a n  organized staff of LIoLfors, 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 procedurcs on an oirtprrtierit basis 
b) Provides nursing scrvices and treatment by or under the supervision ot doctors whenever the patient is in the facility 
c) Does not provide inpurient accommodations 
d)  Is not other than incidcntally, a facility used as an office or clinic for the privatc practice of a docior or otherprovider. 
____ BENEFIT PERIOD - the period of time, as stated in the "Summary Of Benefits,'' during which chargcs for coivred.~erikzs 
provided to a inemher must be inczirredin order to be eligible for payment by the Pkm. A charge shall be considered incurredon 
the date the service or supply was provided to a nzeniber. 
BENEFIT PERIOD-M.AX!M UM - the rnaximuni amount of charges for cowrcd service.s in it henqf?/period that will be 
reimbursed on bchalf of a tner?iher while covered under the Plan. 
-- CERTIFICATION -. - the determination by BCBSNC that an admissiont 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 ii?edicall-v 
necessury serviccs and supplies, appropriatencss, health carc setting, level of care and effcctivcncss 
- COINSURANCE-- the sharing of charges by the Plun and the ti7etriber for co~~ercdservices received by a meinber, usually 
stated as a percentage of thc allowetf mnorint. 

~ COMPLICATIONS - . ._ OF PR E G N A N a -  medical conditions whosc diagnoses arc distinct from pregnancy. but w e  
adversely affected or caused by pregnancy, rcsulting in the mother's life being in jeopardy or making the birth of a viablc infanr 
impossible and which rcquire the mothcr to be trcatcd prior to thc full term of the pregnancy (except as otherwise stated bclow), 
including, but not limited to: abruption of placenta, acute nephritis, cardiac deconipcnsation; documented hydramnios, 
eclampsia, ectopic pregnancy, insulin dependent diabetes mellitus; missed abortion; nephrosis; placciita previa, Rh 
scnsitiza tion; severe pre-eclampsia; trophoblastic discasc. toxemia, immcdiatc 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, thrombophlcbitis, and endoinctritis. Emergency cesarean section will bc 
considered eligible for benefit application only when provided i n  the coursc of treatment for those conditions listed above u s  a 
complication of prcgnancy. Common sidc effects of a n  otherwise normal pregnancy, conditions not specifically included in this 
definition, episiotomy rcpair and birth iiijuries are not considered complications of prcgnancy 
.- CONGENITAL . - cxisting a t ,  and usually before, birth referring to conditions that are apparent at birth regaidless of thcir 
causation 
C-O€'AYMENT - the fixcd-dollar amount that is due and payable by the n 7 c ~ i i i D o -  a t  thc time a covered ,sei i~ice is provided 
CQSME:4&- to improve appearance. This docs not include restoration of physiological function resulting from accidental 
injury, trauma or previous trcatinent that would be considered a coivreN'~serif(e. This also does not include I-econstructivc 
mr-gcry to correct tongcwi/ul or developmental anomalies that have rcsulted in functional impairment. 
COVERED SERVICL[S)-- a servicc, drug, supply or cquipmcnt spccificd in this kcncfit bookler for which memher.7 arc 
entitled to bencfits in acfordance with the terms a n d  conditions of thc Plriii 

CREDITABLE COVERAGE - - -  - accepted health insurance covcrage carried prior to BCBSNC covcragc can bc group he;ilth 
insurance, self-funded plans, individual health insurance, public health plan. Children's Health Insurance Progrriin (CHIP), 
Medicare, Mcdicaid, and any other covcrage defined as crcditable covcrage under state or federal law. Creditable covcragc docs 
not include coverage consisting solely of excepted benefits 
CUSTODIAL -_ - -- CARE-- care designed essentially to assist an individual with activities of daily living, with or  wi thout  routine 
nursing c3re and thc supervisory carc ofa  doctor While some skillcd services may be provided, the patient does not requirc 
continuing skillcd scrviccs 24 hours daily The individual is not under specific mcdic;tl. surgical, or psychiatric treatment to 
reduce it physical or mcntal disability to the extciit necessary to enable thc paticnt to live outside cithcr thc institution or the 
home setting with substantial assistancc arid supervision, nor is there rcasonable likelihood that the disability will  bc i-educed to 
that [evcl even with treatment Custodial care includes, but is not liniited 1 0 ,  help in walking, bathing, dressing, feeding, 
preparation of special diets arid supervision over medicarions that could othcrwisc be sclf-administcred Such services and 
supplies are custodial as dctcrniincd by I3CBSNC without regard to the place of service or the proiidet prescribing 01 providing 
thc scrviccs 
DEIjU$l IBL 
pay;tble for the lemaining c o v e r d s e r  v i c e s .  Thc deductible does not include coppci.iwicrirs. f o i w u i m i c  P.  charges in excess OI tile 
d / o i , d  otmrmt, ; iniounls  exceeding any maximum and expenses for nonc.ovcrcd services 

ilie spccificd dollar amount for ccrtain ( o w i d  r c w i i C Y  t h i i l  the 1 ? 7 ~ n i h ~ 1  milst incur before bcricfits a l e  
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DENTAL SERVlCE(S)-- dental care or treatment provided by a dentist or oiherprojessionnlprovirler in the denttsl's office to 
a covered metnber 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 of jurisdiction in which treatment is 
received to provide denla/ services, perform dental sirrger,), or administer anesthetics for dental srrrgery. All services performed 
must be within the scope of' license or certification to be eligible for reimbursement 
DEVELOPMENTAL DYSFUNCTlON - difficulty in acquiring the activitics of daily living including, but not limited 10, 
walking, talking, feeding or dressing oneself or learning in school. Developmental therapies are those to facilitate or promote 
the development of skills, which the meinher has not yet attained. Examples include, but arc not limited to: speech therapy to 
teach a rnember to talk, follow directions or le;irn in school; physical therapy to treat a tnember with low muscle tone or to teach 
a nientber to roll ovcr, sit, walk or use other large muscle skills; occupational therapy to tcach a member the activitics of daily 
living, to use small muscle skills or balance or to assist with behavior or achievcment 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 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 
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. All services performed must be within the scope of 
license or certilication to be eligible for reimbursement 
DURABLE MEDICAL_EQ~UIPMENT- items designated by BCBSNC which can withstand repeated use, are used primarily 
to serve a mcdical purpose, are not useful to a peison in the abscncc of illncss, injury or disease, and are appropriatc for use in 
the patient's home 
EFFECTIVE DATE - thc date on which coverage for a n7crnber begins, according to "When Coverage Begins And Ends " 
EMERGENCY(LEH1- the sudden or unexpected onset of a condition of such severity that a prudent layperson, who 
possesses an average knowlcdge of health and medicine, could reasonably expect the abscncc of immediate medical attention to 
result in any of the following. placing the health of a n  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 or her severe; acute conditions arc examples of emergencies. 
EMERGENCY SERVICES - health care items and sertices furnished or required to scrccn for or treat an e/?iergetic? medical 
condition until the condition is ~s~ubI/rxd, including pre-hospital care and ancillary services routinely available in the emergency 
depa rt ment I 
EMPLI'YER - Duke E.ner_py Corporation or an affiliated company that is participating in the Plot?. 
ERISA - the Employee Ketirenicnt Income Security Act of 1974. 
EXPER I M EN-TTL-- see In i.esrigtr/ionrrl. 
FACILITY SERVICES _-- - (oi,f'rCdJCr~i(.e.T provided and billed by a horpiirrl or 17on/iospitrr/~1tiIii~i. All services performed must 
be within the scope of license 0 1  certification to be eligible for reimbursement 
. .... GRIEVANCE _. - grievanccs include dissatisfaction with a claims denial or any decisions (including an appeal of a 
nor7cerii/icrriion decision), policies or actions related to the availability, delivery or quality of health care services 
- HOLISTIC ______ - . MEDICIN - . . . .. - E - unproven preventive or treatment modalities, generally describctl as alternative, integrative or 
complementary mcdicinc, whether performcd by a physician or any oilier provider 
HOMEBOUNP .. . - a mwiber  who cannot leave thcir home or temporary residence due to a medical condition which requires 
both the assistance of anothu person and the aid of supportive devices or the use of special transportation. A 117en~h~~r is not 
considered homebound solely because the assistance of another person is required to leave the home 
IlOME HEALTH - __ - - - AGENCY.-- - . -. . - a t t o t i l i o s p r r c i / ~ ~ r ~ / r i ~ ~  which is primarily engaged in providing home hcalth care services 
medical o r  therapeutic in  nature, and which 
a) 
b) 
c) 
d)  
e) Is acceptable 10 BCBSNC. 
HOSPICE- a / i ~ ~ i / i [ ~ r p i t r ~ / ~ f ~ - ; / i i ~  that provides mctiically related services to pcrsons who a r e  termin;illy ill. and u h i c h  
a) 
b) 

HOSPI1'AL .. - an accredited institution for the treatment of thc sick that is liccnsed as ;I hospital by the appropriate s1;lte 
agency'in the st;ite where located All scrviccs performcd must be within the scope of liccnse or certification to be eligible for 
reimbursemen t 
IDENTJFICATION -. - CARD l,lD g r d ) - - -  the card issucd to n i ( ~ n i / w ~  upon cnrollnicnt which providcs c,t i ip/o?:r . / / t?7~i i ih(~/  

i den 1 i lica I ion n II in ber s, n ;i ines of t h e nirrnho/ v, ii p pi ic a ble r ~ o p i j ~ /  tc'11 I S  B ndlo r c o i t i  5 io^(rnc e. and key ph o nc n u ni be rs ;in tJ 

addresses 

Provides skilled nursing and other services on a visiting basis in the rttei,?ber',> home, 
Is responsible for supervising the delivery of such services under a plan prescribed by a docior, 
Is accredited and licenscd or ccrtificd in the state where located. 
Is certified for participation I n  the Medicare program. a n d  

Is accredited, licensed or crrtificd in the state where located, 
Is certified lor participation in the Medicare program, and 

c j  I S  acceptable to BCBSNC 

30 



D EF I N IT1 0 NS (cant.) 

Case No. 2009-00202 

Page 78 of 1661 
STAFF-DR-01-039 

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 malelfemale 
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 ho.spira1, docror, other medical practitioner or provider of niedicd services and supplies that 
has been designated as a Blue Optionsprovider by BCBSNC or a provider participating in the BlueCard program 
1NPATIENT' -- pertaining to services received when a inember is admitted to a hospital or rroti/~ospirrr/~rcil;ry 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 niedicrrl cure of the condition, 
disease, illness, or injury 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 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 ofa  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 inconclusivc scientific evidence in peer-reviewed mcdical literature to pcnnit BCBSNC's evaluation 
of the therapeutic value of the scrvice 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 inconclusivc 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 
I fa  service or supply meets one o r  more 01 the critcria, i t  is deemed investigational except for clinical trials as described under 
the Plan Determinations are made solcly by BCBSNC after independent review of scientific data. Opinions of experts in a 
particular field andlor opinions and assessments of nationally rccognizcd rcvicw orgilnizations niay also be considered by 
BCBSNC but are not determinative or co~~clusivc 
____._ LICENSED PRACTICAL ~ NURSE (LPN) - - a nurse who has graduated from a formal practical nursing cducation program 
and is licensed by the appropriate state authority 
LIFETIME MAXIMUM - the maximum miounf of Lovered ser-vims that will be reimbursed on behalf of a tnetnher- while 
covered under the P / m .  
___. MAINTENANCE .. - THERAPY - services that preserve your present level of function or condition and prevcnt regression of 
thar function or condition. Maintenance begins when the goals of the treatment plan have been achieved and/or when no 
further progress is apparent or expected to occur 
MEDICAL . CAREISERVJCES - professional services provided by a docior or other provider for the treatment of an illness or 
injury. 
MEDICAL SUPPLIES ~ - health care materials t h a t  include ostomy supplies, catheters, oxygen and diabetic supplies. 
MEDICALLY NE.-CESSARY (or ME-DI-CAL-NCCCSSITY)-- those Loveredservices or supplies that arc: 
a) 

b) 

c) 
d) 
For medically necess;iry services, BCBSNC may compare the cost-effectiveness of alternative services, settings or supplies when 
determining wliic,h of the services or supplies will be covered and in what setting medic;illy necessary services are eligible for 

-_I__- MEMBER - a n  pcrrrrcipour or tlependent. who is currently entolled in the Plot? and for whom premium Is paid. 
._____--- MENTAL ILL.NE>S- mental disordcrs. psychiatric illnesses, mental conditions and psychiatric conditions (whether organic 
or non-organic, whether of bioloeical, nonbiological, chcmical or nonchcmical origin and irrcspcctivc o f  cause, basis or 
inducelnent). This includes but is not limited IO, psychoses, neurotic disorders, schizophrenic disorders. affective disorders, 
personality disorctcrs, kind psychologiial or beliavioral abnormalities associated with transient or permanent dysfunction of the 
brain or related neurohormonal systems (This i s  intended to include disorders, conditions and illnesses classified on Axcs f and 
11 in the currelit edition 01 the Qiagnosticand- SratistlcalM-anual~f-.Me.nnla1Di_sord.crs of the American Psychiatric Association, 
Washington, DC ) 
NONCERTIFICATION -- ... - ;I determination by BCBSNC that a service covered under thc Pltrti has been rcviewed and docs 
not lneet BCBSN(3's F6qiircnients for i n c , d r c r r /  ) i c ( c s s i / y ,  appropriatcncss, health care setting, level of care or effectiveness or the 
prudenr layperson st;indard lor coverage of c'/nergetic.,J >et vices and, as a result, the requested service is denied, reduced or 
terminated The tfeterniin;t[ion that a I eqt iested service is tyytrimenru/,  rtii,es/iger//a/zcr/ or c orn7eric is consiclcrecl ;I 
nonccrtificatio~i A iionccrtification i s  1101 ;I decision based solely on the fact that the requested servicc is spccifically excluded 
under your benelits 

Provided for the diagnosis, trcatment, cure, or relief of a health condition, illness, injury, or disease, and, except for clinical 
trials as described under the P/rru. not for esyerrrnet~rol, i/ivrsrigrrrionrr/, or C O S ~ ~ I I L  pui poses, 
Necessary for and appropriate to the diagnosis, treatment, cure, or relief of 3 health condition, illness, injury, disease, or its 
symptoms, 
Within gcncrally accepted standards of rnedrcul cure in the community, and 
Not solely for the convenience of the insured, the insured's family, or thept,ovider. 

CO VerdgC.. 
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NONHOSPITAL FACILITY - an institution or entity other than a lrospital that is accredited and licensed or certified in the 
state where located to provide cowredservices and is acceptable to BCBSNC.. All services performed must be within the scope 
of license or certification to be eligible for reimbursement. 
OFFICE VlSlT - tnedicul care, surgery, diagnostic services, short-term rehabiliiative iherapy services and medical supplies 
provided in a provider's office. 
OTHER PROFESSLONAL PROVIDER - a person or entity other than a docior who is accredited and licensed or certified 
in the state wlicre 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 PR0VIDE.R - an institution or entity other than a riocror or liospitczl, which is accredited and licensed or certified in 
the state where located to provide coveredservices and which is acccptablc to BCBSNC All services performed must be within 
the scope of licensc or certification to be eligible for reimbursement. 
OTHER THERAPY_((IES)- the following services and supplies, both hpuiienf and oicfpaiieni. ordered by a docior or other 
provider to promote recovery from an illness, disease or injury when provided by a docior, oiAerprovider or professional 
employed by a provider licensed in the state of practicc. 
a) Cardiac rehabilitative therapy - reconditioning the cardiovascular system tlirougli 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 
(FDA) 
Dialysis treatnients - 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 
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 treatment of disease by x-ray, radium, or radioactive isotopes 
Respiratory therapy - introduction of dry or moist gases i n t o  the lungs for treatmenr purposes 

c) 

d) 

e) 
f) 
OUT-OF-NETWORK - not designated as participating in the Blue Options network, and not certified in 
advance by BCBSNC to be considered as ;n-uefwork. There is no payment for out-of-network covered services 
except as described in this benefit booklet. 
O-UUOF-NETWORK PROVID-EL- a pmvitler that has not bcen tlcsignated as a Blue Optionsproiiitkr by BCBSNC. 
OUTPATI E , -  pertaining to services received from a hospitrrl or notihospiirrlfocilii~ by a meinbar while not an  inpatient. 
OUTPATIENT CLlNlCiSJ - a n  accredited institution/facility associated with or owned by a ho\pirol An outpatient clinic 
may bill for oirtpriiieni visits, including professional services and iincillary services, such as diagnostic tests. These services may 
bc subjcct to the 0 f i t p c ~ t i e t 7 i  Scrviccs benefit All services performed must be within the scope of the professional or facility 
license or certification to be eligiblc for reimbursement 
PARTICIPANT - a person who is eligible for coverage under the Pion and properly enrolled 
_____ PLAN - Duke Energy Medical Plan's Exclusive Provider Organization (EPO) option 
PLAN A D M I N I S T R A m  - Duke Energy Benefits Committee 
~- PLAN SPONSOR - Duke Energy Corporation 
POSITIONAL PL_AGI_OCEPHALY - the asymmetrical shape of an infant's head due to unevcii external pressures on the 
skull in either the prenatal or postnatal environment. This docs not include asymmetry of an infant's head due to premature 
closure of the sutures of the skull 
- PREVENTIVE CARE -- twdiicnl services provided by or upon the direction o fa  docior or otherprovider related to the 
prevention of disease. 
PRIMARY CARE PROVIDER (PCP)- ;in In-tiet~c~otkproi~ii~er who has been designated by BCBSNC as a PCP. 
PRIOR REVIEW ..____ - the consideration of bcnelits for an admission, availability of care, continucd stay, or other services, 
supplies or drugs, based on the information provided and requirements for a determination of /nedIccr/ rreccx~iry of services anti 
supplies, appropriateness, health care setting. o r  level of cure and ell'ectivencss. Prior review results in c~wiJicorion or 
noncert ijicot ion of bene fi t s 
PROSTHETIC APPLIANCES - - -- fixed or rcniovable artificial limbs or other body parts, which replace absent natural ones 
following perinanent loss of the body part 
- PROVIDER - a hocpriml tionhospii(i/ f i r c i / i t~? ,  doc tot. or oi/iu p i  o i ? & r ,  accredited, licensed or certified whcrc required in the 
state of practice, performing within the scope o f  license or certification All services pcrformcd must bc within the scope of 
license or certification to  be eligiblc for reimbursement 
IIEGISTERED N U R S E  - (RN) - - - a nurse who has graduated from a formal program of nursing cducation (diploma school, 
associate degree or baccalaureate program), and is licensed by the appropriate statc authority in the state of practice. 
ROUTINE _. FOOT CARE - hygicnc and prcvcntivc m;tintcnancc such ;IS trimming of corns,  c;illuscs or nails tha t  do not 
usually require the skills of it qualified provider of foot care services 
SEXUAL _______ DYSFUNCTION -. - a n y  of a group of sexual disorders charitcterizcd by inhibition either orsexual desire or of the 
psychopliysiologir~~l changes that usually characterize sexual response Included :trc female sexual arousal disorder, malt 
erectile disordcr and hypoactive sexual desire disorder 



DlEFfNlTIONS (cont.1 

SHORT-TERM REEABILITATIVE THERAPY - services and supplies both inpatient and outpatient, ordered by a docfor 
or otherprovider to promote the recovery of the niember from an illness, disease or injury when provided by a doctor, other 
provider or professional employed by aprovider licensed by the appropriate state authority in the state of practice and sub.ject to 
any licensure or rcgulatory 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, srrrgery, or injury; or certain significant 
physical co/igenita/conditions such as cleft lip and palate; or swallowing disorders related to a specific illness or injury. 

c) 

SKILLEDNURSING FACILITY - a ~ o t i ~ ~ o s p i ~ ~ / ~ a c i l ~ f ~  licensed under state law that provides skilled nursing, 
rehabilitative and related care where professional niedicai services are administered by a registered or licensedpructicd nurse. 
All services performed must be within the scope of license or certification to bc eligible for reimbursement. 
SPECIALIST - a docfor who is recognized by BCBSNC as specializing in an area of niedical practice. 
STABILIZE - to provide rnedicrr/ care that is appropriate to prevent a material deterioration of the tnem6er's condition, 
within reasonable medical certainty. 
SURGERY - the performance of generally accepted operative and cutting procedurcs includJng spccializcd instrumentations, 
endoscopic examinations and other invasive procedures, such as: 
a )  The correction of fractures and dislocations 
b) Usual and related pre-operative 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 anothcr body; thc 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 rzogrry are not considercd transplants. 
URGENT CARE - scrvices 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 impairment, or require a more hazardous treatment. Fever over 101 degrees Fahrenheit, ear infection, sprains, some 
lacerations and dizziness are examples of conditions that would be considered urgcnt 
UTILIZATION MANAGEMENTAU) - a set of formal proccsscs that arc uscd to cvaluatc the /iirdica/nec.e.~,sit)r, quality 
of care, cost-effectiveness and appropriateness of many health care services, including proccdurcs, treatments: medical devices, 
pro viders and facilities. 
WAITING PERIOD - the amount of time that must pass before a tnonber Is eligible to be covered for benefits undcr the 
terms of the P / u n  
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Please provide the following information to the person you have authorized so that we may verify the person’s identity and authority to rBCeive your PHI: 
( i )  your subscriber ID number. (ii) your date of birth, and (iii) subscriber address E--- 

BlueCross Blueshield 
of North Carolina 

BER’S AUTHORIZATION REQUEST FORM 
COMMERCIAL OPERATIONS / IDC 

-. 
You may give Blue Cross and Blue Shield of North Carolina (BCBSNC) written authorizatlon 
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 camplete the information below. Completion of this form will not change the way that BCBSNC communicates 
with members of subscribers. For exampls. wo wi// send ewplanaflon of benefits (E06) stafements to the subscriber. 

MEMBER WHOSE INFORMATlON WILL BE DISCLOSED 

MEMBER’S FIRST NAME MI MEMBER’S LAST NAME 

uFiRIRu lMy,TH, / i  CjA,Y ],, ,, rL , ~ I 
MEMBERS DATE OF BIRTH 

V , O K i ~ , l ~ f E R j j - j - - , - ~  , SU,FilX , 
SUBSCRIBER ID NUMBER mnxU YOUR ID CaRD) 

NOTE: BCBSNC will consider the effective date of this authorization t o  be the date BCBSNC enters this authorization into its 
Commercial Operations business system, typicalty five (5) days following receipt. 
If you would like this authorizrrtion to become effective on a date after BCBSNC - 
enters the authorization into its system, please insert the daie here: fiwb/fln~n n-u 

MOKM DAY YEAR 

I would like this authorization to expire on (enterdate): 0 D/n i-7/n r] 17 r] OR When my policy expires. 

(M RO expiration date is provlded, this authorization will expire twelve (72) months fmm the date of receipt.) 

I understand that I may revoke this authwi+atbn at any time by giving BCBSNC written notice mailed to  the address below. However, if I revoke 
this authorizatjon. I also understand that the revocstkm will affect any a d o n  BCBSNC took in reliance on this authorization before BCE%!SNC 
received my written notice ol revocation. 
I also understand thst BCBSNC will not condition the provisim Ol health plan benefits on this authorization. 
1 also understand that if the persons or wttilks I authorize to receive my PHI are not heatth plans, covered heaW care providers or heam (;ST0 
clearinghouses subject to the Health Insurance Portability and Accountability Ac t  (“HIPAA? or other federal heatth intonnation privacy laws, tt,q 
may m e r  dkclose me PHI and R may no longer be protected by HlPAA or federal health information privacy laws. 

- 

If signed by an individual other than the member: 

%+scribe your authority to act for the member lag- ,  power of anomy, COUJI order, parent of rninw &i/d, etch 

PRINT YOUR F U U  NAME 

-~ . . 
NOTE: Please attach the legal document naming you as the personal representative if you have not previously submitted it io us. 

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

W536 IIW An Independent Lmnsee of the Blue Cross and Blue Sh,uld &sociation 
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SUMMARY OF BENEFITS 

This section provides a suminary of your Blue Options benefits. A more  complete description of your benefits is 
found in ttCoiiered Services.“ General 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 emergency, 
or when in-network provirlcrs 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-ojlnetwork provider. Please see I’ 0i~r-O.f-Netrvnrk 
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 1 Call?” 
Copuyi??etir amounts arc fixed dollar amounts the nieviber must pay for some coveredservices 
Multiple oflice visirs or emergency room visits on the same day may result in multiple copayi~icrizs 
Coirisirrniice percentages shown in this section are the portion of the a l lo~veda~~iou t~ f  that the P h i  covers 
Coinsurunce amounts are based on the nilowed mnount. 

Please note: The list of in-tieriuorkproi~icler.~ may change from time to time, so please verify that the provider is still in 
the Blue Options network befoie receiving care.. 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 Curd or 
in ”Whom Do I Call?” 

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

In-network 

Physician __ ________ Office ~- - Services 
See Outpatient Services for outpatient c h i c  or hosp,ta/-based services. Office visits for the evaluation and 
treatment of obesity are limited to a maximum of four visits per benefit period. 

Off ice Services 
Primary Care Provider 
Specialist 
Includes office surgery, x-rays and lab tests 

$40 copa.yrnent 
$50 copa.yrnen1 

CT Scans, MRls, MRAs and PET Scans 100% 

Preventive Care 
Primary Care Provider $40 copayment 
specialist $50 copayment 
Includes routine physical exams, well baby, well-child care, immunizations, gynecological exams; cervical cancer 
screening, ovarian cancer screening, screening mammograms, calorectal screening, and prostate specific 
antigen tests (PSAs) 

Short-term Rehabilitative Therapies $50 copayrnent 
Chiropractic Services $50 copayrnent 
Benefit period maximums apply to home, office and outpatient settings. 80 visits per benefit period for speech therapy, 
physical/occupational therapy, and chiropractic services combined. 
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In-network 

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 Dysfiinction Services 
Primary Care Provider 
Specialist 

$40 copa,yment 
$50 copayment 

Routine Eye Exam $50 copa,yment 

UCggenCaLe Centers and Emergency Room 
Urgent Care Centers $50 copayment 
Emergency Room Visit $75 copayment 
If  admitted to the hospital from the emergency room, inpatrent hospital benefits apply to all covered services 
provided If held for observation, outpatient benefits apply to all coveredsewices 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 $1 00 copay, then 100% 

Ou tpa tie-n f Se rv i ce s 
Physician Services 100% 
kfospital and Hospital-based Services 100% 
Outpatient Chic Services 100% 

Outpatient lab tests and mammography when performed alone 
Outpatient lab tests and mammography when performed with another service 
Outpatient x-rays, UltraSO[JndS, and other diagnostic tests, Such as EEGs, EKGs 

CT scans, MRls, MRAs and PET scans 
Therapy Services 100% 

Outpatient Diagnostic Services: 
100% 
100% 
100% 

100% 
and pulmonary function tests 

Includes short-term rehabilifatrve therapies and other therapres including dialysis, see "Physician Office Services" 
for visit maximums 

Inp_a~ent-_H_o_spital Setyises 
Physician Services 100% 
Hospital and Hospital-based Services 

Includes maternity delivery, prenatal and post-dellvery care If you are in a hosprtal as an rnpatient at the time you begin 
a new benefit perrod, you may have to meet a new deductible for covered Services from doctors or other professional 
provrders 

$250 per admission 
copayment, then 100% 

Skilled -- - Nursieg Facility 
Maximum of 60 days per benefit period 

100% 
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In-network 

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. 

Lifetime Maximum 
The following maximums apply to the services listed above in the "Summary Of Benefits" unless otherwise noted. 

Lifetime Maximum [Jnlimited 
IJnlimited for all services, except orthotic devices for positional plagiocephaly and substance abuse. 

Penalty For Failure To Obtain CeflijcaJion 
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 revjew 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?" 
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SUMMARY OF BENEFITS (cant.) 

In-network 

Mental Health And Substance Abuse Service? 
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 InpatientlOutpatient Services 
Limited to maximum of 30 days per benefit period. 

Substance Abuse Office Services 
Substance Abuse InpatientIOutpatient Services 
Substance Abuse Benefit Period Maximum 
Substance Abuse Lifetime Maximum 

$50 copayment 

$50 copa,ymeni 
100% 
None 

$1 6,000 

4 0 
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rescriptio rug Program Guide 
an 

m(f?dco" manages your prescription drug benefit for Duke Energy. 
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Prescription Drug Program 
The Duke Energy Medical Plan options include outpatient prescription dnig coverage currently 
administered by Medco Health Solutions, lnc. ("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 c,overage, you can 

* 
0 

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 
IJse online resources at w\w.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 

* 

Medical Plan and Health Care Spending Account 
(Applicnble orrly to active emnployecs) 
The prescription drug program copays do not apply to your Medical Plan deductible 01' coinsurance 
maximum, if applicable. I f  you have enrolled in a Health Care Spending Account (HCSA) and are eligible 
to access MCSA 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 
Option 
(Applicnble oniy to certflin 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 piescript ion 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 ainount of the deductible and the applicable 
copay amount 

For example, i f  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 detIucIible, and the applicable copay aniounl 
for the purchase 0 1  the prescription drug. 

As  you make piescription drug purchases for each covered individual, the receipts you receive can help 
you track your piogress towaid meeting the annual deductible for each person You may also call 
Medc0.s Meinbei Services to detcrinine the portion of the dedurtible that has been satisfied to date 

http://w\w.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 
prescription drug purchases 

FormuIary 
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 
w\\rrv.Medco.com. If you are a fitst time visitor to the site, please take a moment to register. Please have 
your member ID number available. After 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 formulary guide is 
included in your Medco Welcome Kit and you may also call Medco Member Services and request that a 
forinulary guide be mailed to your home. See the prescription drug progiarn summary of benefits for 
more information about applicable copays for generic, preferred brand-name and non-preferred brand- 
name medication. 

Fillling 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 pi escription drug copay 

0 If you don’t identify yourself to the pharmacist as a Medco participantt 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 may be charged a price higher than the negotiated price and the result is a 
liighcr 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 1D card arid are required to pay full price 
for the prescription drug purchase, generally, you have up ro 14 days from the time your prescription 
was purchased to return to the pharmacy, present your Medco 1D 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 pour purchase re-processed. You may he 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 reiniburseinent. 

1 
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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. Under the Medical Plan’s 
piescription drug program, you must use Medco By Mail to receive prescription coveiage 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 IO purchase it  at a paiticipating 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 
phaimacy, you will pay your participating retail pharmacy c o p y  (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 you1 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 piovision is subject 
to change at any time Visit ww.medco.com and click “Price a medication” to find out whether your 
medication is considered a maintenance rnedication and whether i t  is affected by any plan limits. or you 
may call Medco directly for more information 

IJsing Medco By Mail 
The prescription drug program includes Medco By Mail, 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 Energy Portal and at wvvw.rnedco.com, or you may call Medco 
to request a supply of order forms. 
Once you have eslablished your prescription through Rledco By Mail, you can order refills 
online. You will need to enter your member number (from your Medco ID card), enter the 
prescription nurnbcr 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 i t  is mailed to you. 
You may also ask your physician to call 1-888-EASYRXI (1-858-327-9791) for instruclions on 
how to fax the prescription. Remember to give your physician your Member ID and Medco group 
numbers (as shown on your Medco ID cai.d): both numbers will be required for your prescription 
older. 

3.  

4. 

Ifyotii prescription is written for less than a 90-day supply, the prescription will be filled in  accordance 
with [he day supply your physician ordered, but you will pay tlie & Medco Ry Mail copay. If the 
medication is a federal lcsend. maintenance medication, a Medco pharmacist will review rhe 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 may preclude the pharmacist from contacting you directly, such as if the medication 
is a controlled substance, a specialty drug, or a conipounded 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 niedicatioris administered either by you or a healthcare 
professional, and they often require special handling 

Conrlitions and therapies for rvlticli specid@ nierlicotions (ire typiralIv Nsed i~iclude: 
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 
HyperparathyroidisIn 

Immune deficiency 
lnfertility 
insulin-like growth factor therapy 
lron chelation therapy 
Mucopol ysaccharidosis 
Multiple sclerosis 
Neutropenia 
Osteoarthritis 
Osteoporosis 
Pal kinson disease 
Ponipe disease 
Psoriasis 
Pulmonary hypertension 
Respiratory syncytial virus 
Rheumatoid arthritis 

Under your prescription drug program, some specialty medications may no1 be covered at participating 
retail pharniacies or through Mcdeo By Mail. but instead niay only be covered when ordered through 
Accredo Heolfli Groirp. Medco’s specialty care pharmacy Accredo is dedicated to helping you meet the 
particular needs and challenges ot using specialty medications, many of which require injection or special 
handling. Services include. 

e 

e 

0 Refill reminder calls 

loll-free access to specially trained pharmacists 24 hours a day. 7 days a week 
Personalized counseling from our dedicated 1e3m of registered nurses and pharniacists 
Expediled. scheduled dclivery of you1 mediiations at no extra charge 

5 
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0 

0 

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 only 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 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 roverage, call Medco Member Services toll-free at 1-800-987-8361, 
or visit wvw.Medco.com. 

*Medicare Part B coverage will begin only afrer- you have paidyozir Medicare dedimib2e 

Some of the medications and supplies typically covered by Medicare Part B include. 
0 

0 

0 

0 

If you have Medicare Part B coverage. you will be able to t i l l  prescriptions likc these in one of two ways" 

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 i n  situations where the kidneys have completely failed 

Medicare Part B Mail-order Pharmacy-When using inail 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, Mcdco By Mail will transfer your prescription information to one of 
two Medicare Part B participating mail-order pharmacies-Liberty Medical or Accrcdo 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 or 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 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 
wwv.ni edica r-e.gov. 

Medicare Part B Coordination of Benefits piocessing is available and coordinated by the Part 13 
providers The provider will submit rlainis on behalf of the membcr 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 secondap benefit. i f  that is offered (for example. Medicare 
would pay 80% of rhe claim as primary. and the client would pay 20% of the claim as secondary) 

6 

http://wvw.Medco.com
http://r-e.gov


A word about prescriptions covered by Medicare Part 8 
For more details about which medications or supplies are Medicare Part B-eligible and to learn more 
about your Medicare coverage: 
* 
e 

Visit the Medicare website at mv.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 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 phammacist 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-nanic 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 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 physician whether an equivalent generic or pi eferred 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: 
b 

e 

b 

e 
e 

e 

b 

e 

e 

e 

b 

e 

e 

0 

e 

Federal Legend Drugs ’ 

State Restricted Drugs 
Compounded Medications of which at least one ingrcdient is a legend drug 
Insulin 
Needles and Syringes (covered at a SO copay)’) 
Over-[he-Counter (OTC) Diabetic Supplies (lancets. insulin syringes and needles are covered at $0 
copay) 
Oral, Transdermal, Intravaginal and Injcctablc 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 
Synagis/Respigam 
Hemophilia Factors 
Ferrility Agents (l00?40 covered after standard copay. iri, to $2500 per pcrson pcr lifetime, then 
member pays 50% of the cost of the drug) 
Zyban and Chantis (limit of 180 days of therapy per ) e a r  and 360 days o f  therapy per lifetime) 
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e Substance abuse treatments 
Dental Fluoride Products 
Anti  obesity Agents (covered Medco By Mail only) 
Products packaged as greater than a 30 days siipply 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, Aciphes, Zegerid). Refer to twv.Medco.com or call member services at 
1-800-987-8361 for details. 

ispensing Limits 
Q 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 

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

e 

0 

a 

0 

(9 

e 

e 

e 

m 

e 

m 

m 

Q 

e 

Non-Federal Legend Drugs 
Non-systeinic contraceptives, devices 
Smoking Deterrents (except as listed above) 
Nuti itional Supplements 
Ostomy Supplies (covered under the Medical Plan) 
Glucowatch Pt,oducts 
Anti-obesity nieds at retail 
Mifepres 
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 !or cosmetic purposes only 
Allergy Serums 
Biologicals, Iminuniration 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 thc cost is recoverable under any Workers' Compensation or Occupational 
Disease Law 01 any State 01- 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 a n  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 
allows to be operated on its premises, a facility for dispensing pharmaceuticals 
A n y  prescription refilled in rscess of the nunibei of refills specified by the physician, ot any refill 
tiisprnseti afier one yeai li-om the physician's original order 
Charges f o r  tlic administration or hjection of any  drug 

8 
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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 dnig claims to whichever plan you 
choose. For example, i f  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 does coordinate benefits for Medicare Par1 B. Please see section titled 
“Medicare Part B Medications” for more details. 

OW to File a Prescription Drug Program Claim 
When you f i l l  your prescription at a participating retail pharmacy and identifjl 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 dcductible. if any. and the copay. 

I f  you do not identify youiself 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.. 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 reimbursement is 
limited to Metfco’s discounted price less any required deductible and copay. Medco will consider claims 
for payment, provided your prescription claim is filed within 15 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 
ptirchase a prescription medication on January IS, 2009, from a non-participating pharmacy, you must 
file your claim by April IS. 201 0, to receive reimbursement for your expenses. Duke Energy offers new 
Medco prescription parkicipants a 45-day grace period for prescription drug claims purchased at ful l  cost 
i n  situations whcrc the prescription ID card was not used. The grace period allows members to be 
reimbursed at 1 OO%, less the applicable deductible and copay, for paper claims submitted within 4 5  days 
from a participant‘s initial eligibility effective date with Medco. For cxaniple, 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 claiiii 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 
wvw.rn edco.com 

Submit claim forms to: 
hledco Health Solutions, Inc. 

PO Ron 14711 
Lexington, KY 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, 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. The determination period will be suspended on the date Medco sends 
such a notice of missing information, and the detcrmination 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 

e the specific reason or reasons for the adverse tletermiiiation; 

ieference 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 

B 

0 

an csplanatiori of  why such  material or information is necessary; 

8 

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

e 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 
claim. 

When You Have a Complaint or an Appeal 
I f  your claim i s  denied. you may request a ful l  review by Medco within 180 days of the date of the 
adverse benefit determination Your written lettei of appeal should include the following. 

B your name and member ID number, 

your doctor’s name and telephone nuniber, 

the name of the medication; and 

ony additional information lroin you]  pliannacy 01 medical provider that will assist 

B 

s 

B 

Mcdco in completing its ieview of your appeal, such as documents. records. questions or 
coni ni e n ts 

Documcnis, records: written comments. and otliei information in  support o f  your appeal should 
:~c(:ompniiy your request. 1-his information will be considered by Medco i n  reviewing your claim. You 
may request reasonable access to copies 01’ all documents: records, and other information relevant to your 
cl;jim hledco will review youi- claim williout granting any defeience to the initial decision regarding 

IO 
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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 I 1  Royal Ridge Parkwily 

Irving TX 75063 
1-800-987-836 I 

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 ofa  determination on appeal will be provided in writing or electronically and, if an adverse 
determination, will include: 

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 i s  entitled to receive, upon request and free of charge, 

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

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 E,RlSA scction 502(a); 

upon request and free of charge, reasonable access will be provided to copies of any 
internal rule, guideline, protocol or other similar critei ion that was relied upon in making 
the adverse determination regarding your appeal.. 

Second Level Appeal Process 
I f  your claim is denied on appeal. you have a right to bring n 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 15 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” abovc. 

You also have the right to biing 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 alteinative dispute resolution 
options such as mediation One way to find out what may bc available i s  to contact your local L1.S 
Department of Lahor office 

Legal Action 
you have the right to bring a civil action under section .50Z(a) of E.RlSA i f  you are not satisfied with the 
Outcome of the Appeals Procedure. YOU may not initiate a legal action unt i l  you have c,onipleted the first 
and second level appeal processes. No legal action may be brought iiioie than one year following a final 
decision on the claim under the appeal ptocesses I f  a c h i 1  action is not filed within this period, your 
claim will be deemed permanently waived and abandoned, and  you will be precluded from reasserting it. 

1 1  
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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 IO 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 wYw.Medco.com. For nioie detailed information on the Medical Plan, refer to the Duke 
Energy Medical Plan General Information Booklet and BCBSNC Bencfits Booklet sections of this 
Summary Plan Description. The official plan documents govern plan provisions and payment of plan 
benefits. 

http://wYw.Medco.com
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SUMMARY OF PRESCRIPTION DRUG BENEFITS 

$0 
Annual Deductible (per person”) - 
fipplim to retuil pltormacy purcltoses 

Prescription Drug Co-pays 

You must slion~ yozrr Mecicco I D  cord 

Generic 

Preferred Brand 

Non -Prefer red 13 rand 
*There is no annual h& prescription drug 

Mail Order 
(up to a 90-day supply) I Retail Pharmacy 

(up to a 30-day supply) 

$100 

$150 $60 
ductible 
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Medical  Plan Benefits 

Standard Preferred Provider Organization (PPO) option 

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

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

e SECTION 111: Medca Prescription Drug Guide 

SECTION IV: Summary of Prescription Drug Benefits 
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IMPORTANT NOTTCE 

Phis 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, opporttinities to make mid-year election changes, when coverage 
ends and how you and your covered dependents may be able to contintie 
coverage i f  i t  ends. I t  also contains information such as who provides coverage, 
who administers the Medical Plan, who decides claims for benefits, ERISA rights 
and L3uke Energy Coi.poration’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 submil a claim for Medical Plan benefits and other important 
information about your Medical Plan. 

This General Information booklet, together with the Mediral Plan booklets and 
summaries of benefits, is the Suminary 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 esplanation 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, pharniacy, wellness and disease management benefits. 

Based on your location and employee or retiree group, there ate various Medical Plan coverage 
options available, such as exclusive provider organization (EPO), preferred provider organization 
(PPO) and high-deductible health plan (HDHP) options. Jf 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. 

myMR Service Center 

I f  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 ni to 8 00 p in .  Eastern Time fnformation is also available 
through the Your Benefits Resources'" (YBR) Web site at http://resources hewirt codduke-  
energy 

Eligibility 

Eligible Emplayees 

Generally, you arc 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 
systetii as an employee of Duke Energy or an affiliated Duke E.nergy 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 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 if you are hired for a position lor a 
specifically defined time frame, duration of a project (usually one year or less). until services are 
no longer needed. or unt i l  the work goes away. 

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

9 a non-resident alien with no U.S. source income; 

not on a I J S  paytoll of the Company; 

covered by a collective bargaining agreement, unless the collective bargaining 

0 

0 

agreement in effcct esprcssly provides for participation i n  the Mcdical 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, affer 
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 through any means, including an 

0 a temporary employee, a seasonal employee or any othcr 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 Assignnient 

When you are assigned by pour 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 cligibk for the Medical Plan’s special international assignment coverages 
These coverages are described i n  a special booklet and not i n  the Medical Plan‘s General 
Information booklet or the other Medical Plan booklets. 

Eligible Retirees 

if your employment terminates on or afier January I ,  2009: to he 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 

0 be at least age 50 and crediled with at least 5 years of retiree eligibility 
service. 

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

If  your Company employment terminated before January 1 ,  2009, your eligibility for retiree 
coverage is govcrned bv the eligibility rules in effect at that time 

7 
L 
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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 Legacy Duke employee’ who retires on or after January 1,  2006, 
you rnay be eligible to elect coverage for your eligible domestic partner If you are a Legacy 
Duke employee who retired before January 1. 2006, or it you are a Legacy Cinergy ietiree*, you 
are not eligible to elect coverage for your domestic paltrier. Please iefer to the sections Enrolling 
in the Medical Pian - Eligible Relirees and A4id-Year Coverage Cliangges 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 

e your eligible dornestic partner5 

0 your eligible childiren)’ 

Spouse Eligibility 

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

Generally, for Iieallh coverage of a taxpayer’s spouse to be tax-free to the taxpayer, the spouse 
must be recogniz,ed as such under applicable state law, which may include “cornnion law 
rnairiage,” and tlie spouse must meet the federal tax requirement of being a person of the opposite 
sex who i s  the taxpayer‘s husband or wife. 

’ Wlien used in this booklet, the term “Legacy Duke” refers to an individual who ( I )  tcrniinated 
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 E.nergy Corporation. a Nortli 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 lias been designated as having been affiliated with) Duke Energy 
Corporation, a Norh Carolina corporation. immediately prior to such merger.. 
: Wlien used in  this booklet: !he ierni “L.cgacy Cinergy” refers to an  individual who ( 1  ) terminated 
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 
iinmediately prior to such mergrr. ( ;) 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 E,nergy Business Services, LL.C on or afler July I ~ 2008 at a work 
location sucli that lie or she would have been employed by Duke Energy Shared Services, Inc if lie or she 
was hired to work at sucli location imincdiately prior to July 1, 2008 and he or shc is so designated as 
ILegacy Cinergy in  accordance with rules prescribed by tlie Plan Administrator 

See LYigihk Ne/irerr for information regarding eligible retirees’ ability to elect coverage for a domestic 
partner 
* A child of divorced parenis will generally be recognized by Sectioii 152(e) of tlie Interrial Revenue Code 
as a dependent of both parents for purposes of coverage under the Medical Pla~i. 
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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. 

Domestic Partner Eligibility 

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

m 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 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 

m 

e 

m 

domestic partnership with anyone else; and 

Child Eligibility 

Your child is: 

your biological child, or 

9 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 if the 
child has reached age 18 as of the date of adoption or placement for adoption). or 

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

any other child related to you by blood or mairiage or for whom you or your 

conservatorship, or 

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 
parentkhtld relationship. 

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

9 

m Unmarried. and 

Primarily dependent on you for support; and 

Less than age 19 if not a full-time student, or e 

6 .  See l~2i,gih/e Reiir-ees 101 inlormarioii regarding eligible reiirees' ability to elect coverage for a domestic 
partner 

4 
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c L,ess 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 

* 

r 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 i n  
the Medical Plan. 

In addition, your child must meet the lnternal 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 dependent eligibility, such  as, but not limited to, a 
marriage license, divorce decree, birth certificate, court order, adoption papers. 
certificate/affidavit of comnion-law marriage or proof of joint residency. Verification of a 
dependent rhild's full-time student status may be requested at age 19 and each yea1 beyond age 
19 

To continue coveiage 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 You 
may be required periodically to provide evidence of the child's continuing incapacity. 

The application can be obtained by contacting the myHR Service Center 

I f  a Dependent Becomes Ineligible 

I f  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 bc dropped from coverage due to a loss 
of eligibility within 3 1 calendar days of the loss of eligibility When you repon a dependent's 
loss of eligibility within 3 1 calendar days of the loss of eligibility: 

* The dependent's coverage ends at midnight on the last day o f  the month 
in which the dependent loses eligibility for coverage, and 

5 
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0 Changes to your contribution amounts wilt 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. 

D 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 eniollment period or, if earlier, the date you experience 
another work/life 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 worWIife event which allows you to 
change your Medical Plan elections); 

0 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 i n  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 thc month in which eligibility was 
lost if  the individual elects continuation of coverage under COBRA. 

To drop coverage for ineligible dependents, go to the inyHR link on the Duke Energy Portal or 
contact the niylHR 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 YOLI will receive additional information about the online enrollment 
tool whcn you becomc eligible 

I f  you have questions or need assistance in making your Medical Plan elections, contact the 
myl-lR Service Center 

When yoti enroll i n  the Medical Plan as a n  eligible employee. based on the dependent(s) that you 
elet t to co\er. if any. your roverage level will be one of the following 

D Individual Only 

6 
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0 Individual + Spouse/Domestic Partner 

e Individual + Child(ren) 

0 Individual + Family (spouse/domestic 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 entollment.” You will receive information and instructions each fall about annual 
enrollment. 

Other Opportunities to Enroll 

Under the provisions of the I-leatth 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 

You did  not enroll in the Medical Plan, and 

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

0 

0 

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

e The other coverrlge 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 
f~ailtire o f  the individuals to pay contributions on a timely basis or for 
cause (fraudulent or intentional inisrepresentation)..) 

No1 under COBRA and the other coverage terminated as a result o f  ( I )  
loss o f  eligibility (such as loss of eligibility due to legal sepalation, 
divorce, death: termination of‘employment or reduction in the number of 
hours of employment), or ( 2 )  employer contributions toward the other 
coverage end. 

111 any case. the oilier coverage must not have terminated because you tailed to pay timely 
conti,ibutions, or for cause (such as filing fiaudulent claims). 

I f  you need to enioll for coverage under the Medical Plan as a result of one ol these events, such 
as loss of othei cove~agr  01 bccalisr yotr acquire a n  eligible dependent through marriage. birth, 
adoption oi placeinent fol adoption. you must enroll within 31 calendar days o f  the event 

7 
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Otherwise, unless a subsequent worWlife event giving rise to a mid-year election change occurs 
(see Mid-Yenr Coiw-oge C/7nnges), you must wait until the next annual enrollment. 

IfYou 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 automahally 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 dtop 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 

I f  you are an eligible retiree as described in Eligiblr Relirecs, you may elect retiree coverage 
under the Medical Plan when you rctirc When your employment terminates, if you are an 
cligible retiree, you can choose to 

0 Begin Medical Plan coverage immediately or at a later date, or 

0 Decline Medical Plan cowrage. 

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 : 

0 Individual Only; 

e individual + Spouse"; 

0 Individual + Child(ren), o r  

0 Individual + Family (spouse and child(rcn)) 

YOU must make your election within 3 I calendar dais of becoming eligible for retiree coverage. 

When you are eligible I O  enroll as a retiree, you can make your Medical Plan elections using an 
online enrollrnenI tool. You will receive additional infoi,mation about the online enrollnlent tool 
when you become eligible. YOU cat1 also make your Medical Plan elections by contacting the 
mpHR Service Center 

If you have a n y  questions 01 need assislance i n  making your enrollment elections. contact the 
myHR Service Center. 

- 
'? See I</ig;b/r /<e / / /  C Y $  for iiiforina[ion regarding your ability Io elect coverage for a domestic partner. 

S 
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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 you1 termination of employment, or i t  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 eligiblc 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 Duriiig Annzral Enrollnieni and Mid-Year Coverage Changes for additional 
information. 

During Annual En rollmen t 

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 inlorination and instructions each fall about annual 
enrollmcnt 

If You Are Rehired 

If you retire from thc Company as a n  eligible retiree and are later rehired as an eligible active 
employee, you will be eligible for coverage as an active employee. Whcn your employment 
terminates, you may reelect retiree coverage: Iiowever, unless you were represented by IBEW 
1347, IBEW 1393, lJSW 12049, USW 5541-06 or LJWUA. you will not receive additional 
service credit for the time you worked as an  active employee afier your rehit-e date for purposes 
of determining your eligibility for or the amount of any Conipany contribution towards the cost of 
retiree medical coverage, either in the foi ni of subsidized nionthly coverage under the Medical 
Plan or Health Reiinbursernent Account benefits 

Cost of Coverage 

Active Employees 

I f  you are an active employee, you and the Conipany share i n  the cos1 of medical coverage for 
yotirself and your covered dependents. Your contiibution amounr is based on rhe Medical Plan 
coverage option that YOIJ elect and the eligible dependent(s) you choose 10 cover Information 
about contribution amounls is available through the YBR Web site. 

Paying for Covcrage as an Active Employee 

Youi contributions for medical coverage while an crnployee are deducted fiorn your pay on a pre- 
tax basis each pay period. Because your contributions ale taken its deductions on a pre-tas basis. 
they are not sub-ject to federal income, Social Secui it? 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 if the non- 
tobacco user discount applies. 

Non-Tobacco User Discount - Altcrnate 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 i s  medically inadvisable for you to 
attempt to meet thc requirements for the non-tobacco uscr discount), you may still apply to 
receive the discount by providing these two items: 

I ,  A written statement from your (or your covered depcndenr'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 fm the discount, and 
recommending a specific tobacco-cessation prograiii that is appropriate for you 
(or your covered dependent), and 

_ _  7 Either of the following: 

A written statement from the rccommended tobacco-cessation program 
stating that you (or your covered dependent) aw eithei cui-rcntly eni,olled 
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 
dependent) will enroll in the tobacco-cessation pi ograin recommended 
by your (or your dependent's) physician within thc nelt three months 

In order to continue the non-tobacco usel discourit under this ptoc,cdure. a new physician3 
Statement and a new tobacco cessation program's statement will he ieqiiiied each year I n  order 

10 
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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 foi the discount 01 satisfy the alternate piocedure 

If you would like to apply for the non-tobacco user discount under the alternate plocedure. 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 3 I 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 i n  the 
form of subsidized monthly coverage under the Medical Plan or Health Reinlbursement 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 i f  you terminate eniploymeni after satisfying all 
applicable requirements.. Your eligibility Tor Company contributions is governed by the 
eligibility rules in effect at the time ol your date of termination, but ieniains 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 rehiied employees) arid you 
subsequently terminate your employment with the Company as a n  eligible retiree, you will not be 
eligible for a Company contribution toward the cost of retirce medical coverage and will be 
responsible for paying the full cost of any retiree coverage you elect undei the Medical Plan, 
unless you are represented by IBEW 1347, 1BE.W 1.393. USW 12049. USW 5541-06 or UWUA. 
in which case the rulcs directly above for individuals hired before .January I ,  2009 continue to 
apply to you 

If you are rehired on or after January I 2009 and you subsequently terminate your eiiiploynient 
with the Company as an eligible retiree, you will be eligible for a Company contribution towards 
the cost of i,etiree medical coverage only if you satisfied the eligibility requireinents lor 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 [he 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 appl? 
to individuals iepresented by 1BE.W 1347, 1BE.W 1393, lJSW 12049, USW 5541-06 01' UWUA. 
I f  you are i.epresented by one of these unions, the rules directly above for individuals hired before 
January 1, 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. 

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

e Rather than receiving a monthly bill. you may set up an automatic 
withdrawal from your checking o r  savings account for monthly 
contribution payments. 11' you choose this option, a Direcf Dehir 
At~~horizufion must be completed and returned to the myHR Seivice 
Center. 

e If you are receiving annuity payments under a Company-sponsored 
pension plan, you may elect to Iiave 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 myHR Service Center 

Termination of Coverage for Non-Payment 

Your  covcrage will be terminated for non-payrnent if: 
e2 

e2 

e 

you do not make the required payment in full lor 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. 

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 after non-payment is possible i f  you contact the inyHR 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 owcd in arrears a1 the time of a death or coverage cliarige will continue to be billed 
and must he paid. 

When Coverage and Contributions Begin 

When you make your Medical Plan elections as a newly cligible 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 foi 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 Coverape 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 i n  
the gain or loss of eligibility for coverage. Specific infonnation about these "wot Wlife" events 
and allowable mid-year election changes is available through the myHR link located on the Duke 
Energy Portal or by contacting the inyHR Service Center. 

Jf you experience a worMlife event for which changes are allowed. you have 3 1 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 3 1 calendar days of the loss of eligibility, changes to 
your contribution amounts will be made as soon as administratively practicable aficr the date on 
which you provide notice See I/ a Dependenr Becomes lneligible 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/lifi event. 

Below is a list of some worldlife events for which mid-year election changes aie 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 you1 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 

e 'The number o f  your eligible children changes 

you have, or adopt, a child 

you becomc the legal guatdian of a child 

your child gains or loses eligibility for coveiage undcr the Medical Plan 
(for example, your dependent child marries or turns 19 and is not a full- 
time student) 
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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 0 

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 

0 You or your dependent becomes entitled to or loses Medicare or Medicaid' 

You or your dependent loses or gains coverage tinder a group health plan 0 

e There i s  a significant increase or decrease in the cost of coverage under the 
eniployer plan in which your dependent participates 

0 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 worMlife event within 31 calendar days of  the event 

Election Cliange 

Start or increase coverage 

Decrease or stop coverage 
(your elective decrease or 
coverage term ination)* * 

Decrease coverage duo to a 
covered individual becoining 
ineligible for coverage ( fo~  
esample. divorce, child i s  age 
19 and not a full-time 
student)*** 

Coverage 

Coverage changes on the day 
the work/life 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 of 
the month in which the 
individual loses eligibility 
for coverage (Event Date) 

Contributions 

Changes to your contribution 
amounts are effective as soon 
as administratively practicable 
after your Election Date* 
Changes to your contribution 
amounts are effective as soon 
as administratively practicable 
aftei your Election Date* 
Changes to lour contribution 
amounts are effective as soon 
as administiatively practicable 
after your Election Date" 

Court Orders [I a Qualified Medical Child Support Order is issued requiring medical coverage for your 
child, you may change your medical coverage election to provide coverage for your child You may also 
ii>a!<e a11 election change to cancel niedic:al coverage for the child i f  the order requires the child's other 
parent 10 provide cover:ige 
' En~itletnent to Mcdicare or Medicaid. If you, your spouse or any dependent child is enrolled in the 
Medical Plan and suhsequcritlp become entitled lo coverage i n  Part A or Part I3 of Medicare or in Medicaid. 
you map m a k r  an clrction to cancel Medical Plan covcrage for tliat individual 
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Election Change Coverage Contributions 

Situations Impacting; Your CoveraEe 

lf 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 inforination regarding 
your ability to continue coverage under the Medical Plan during an authorized leave 01' 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 Terniii7don cf Covetage .for h'or?-Pnvment 
for a description of what happens when required payments for coverage are not made. 

Hf YQU Become Disabled 

If  you begin receiving disability benefits under the Duke Energy Short-Term Disability Plan OJ 

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 io continue coverage under the Medical 
Plan if you begin receiving disability bcnefits If you begin to bc billed directly for the monthly 
conti ibution for your medical covet age, see Temrnatroti (f Covejuge for .Won-Pcr)/?nent 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 a n  eligible employee and pay an) iequircd 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 i n  an option that coordinates with Medicale. Contact the myHR Service Center for 
additional information regarding the options available to you when you become entitled to 
Medic are. 

If you elect to rerminate 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 iindcr {he Medical Plan unt i l  reaching age 6.5.. 

I f  you and/or a covered dependent enroll in a Medicare prescripiion drug plan for a calendar year, 
you and/or your covcred 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 i n  a Medicare prescription drug plan mid-year Such individuals may be able to enroll 
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fa Medical Plan coverage at the next annual enrollmer 
dropped for the following calendar year. 

i f  Medicare prescription drug coverage is 

Termination of Coverage 

When Coverage Ends 

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

0 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; 

0 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 e 

still eligible) are canceling Medical Plan coverage, oI 

when the Medical Plan is discontinued 0 

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 lakt 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 rhis certificate, the time 
you were covered may be credited toward any pre-existing condition limitations in pour new 
plan, provided you are enrolled in the new plan within 63 days of losing your Medical Plan 
coverage. 

Benefits if You Die 

I f  you die while you and your spouse/doniestic partner are covered under the Medical Plan, your 
surviving spouse/domestic partner may continue Medical Plan coverage by making contribution 
payment arrangements with the myl-IR Service Center I his coverage can be continued unt i l  the 
earliest of your spouse’s remarr iage, your domestic. paflner‘s establishment of‘ a new domestic 
partner relationship, the death of your spouse/doniestic partner and the date that your 
spouseidomestic partner becomes eligible for other coverage (e g , through an employer’s plan or 
Medicare) 

I6 



Case No. 2009-00202 

Page 121 of 1661 
STAFF-DR-01-039 i 

I f  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 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 calendar days of the loss of 
eligibility. See I j 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 3 1 
calendar days of the loss of eligibility. To drop coverage for ineligible dependents, your 
spouse/domestie partner should go to the YBR Web site or contact the my1 IR Service Center. 

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

If you are covered under the Medical Plan and your spouse/doniestic partner is an eligible retiree 
who is covered as your depcndent, your spouse/domestic partner may elect rctiree coverage under 
the Medical Plan at the time of your death. 

I f  You Become Divorced or Your Domestic Partner Relationship Ends 

If you cover a spouse/doniestic partner under the Medical Plan and you become divorced or your  
domestic partner relationship ends, you must drop coverage for your tormer spouse/doniestic 
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 I f  CI Deperideni Becoriies Ineligible for a description of whar happens when you either do or 
do not repori your divorce or the end of your domestic partner relationship within 31 calendar 
days 

To drop coverage for your formcr spouse/domestic partner, go to the myl-lli l ink on the Duke 
Energy Poital or contact the myHR Service Center 

If You Leave the Company 

I f  )‘our employment \ k i t h  the Company terminates. your coverage under the Medical Plan will 
end. unless you elect IO continue coverage under COBRA or as an cligible ierirec 
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See /jYozc Are Rehired for a description of what happens if you are reemployed by the Company 
after your termination of employment. 

COBRA Continuation Coverage 

llnder 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: 

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

a reduction of your work hours. I. 

Continued Coverage for Your Dependents 

Your coveted dependents may continue their coverage under the Medical Plan for up to 36 
months i f  they lose coverage as a iesult of your: 

8 (kat 11, 

e divorce. 

m let mination of domestic partner status, 

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

8 entitlement IO Medicare, or 

Newborn and Adopted Children 

I f  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 
bitth 01 adoprion 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 hluliiple Qiicillfi‘i~ig Events ) 

Bankruptcy Proceeding 

I t  yoit ate a retited employee and you or your eligible dependents lose coverage tesulting from a 
banki i iptty 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 GO 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 myHR Service Center within 30 days 
of the date you are determined by the Social Security Administration to no longer be disabled. 

I f  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.8": 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 firs1 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 
inonths laiei on .January 1, 2010. your eligible dependents would be eligible for continued 
coverage unt i l  the later of. 

36 months following the date you become covered for Medicare - January I .  
2012,or 

18 months following your termination of employment - July I ,  201 1 0 

In this case, your eligible dependents would be eligible for continued coverage until January 1 ,  
201 2 il COBRA continuation coverage is elected. 

Multiple Qualifying Events 

I f  youi dependents n p e i  ience moie 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 fioni 
the date of the first qualifying event 

For example. if you terminate employment, you and  your depcndcnts may be eligible for 18 
months nfconrinucd coverage.. During rhis 18-nionth period, if your dependent child ceases to be 
a dependent under the Medical Plan (a sec.ond qualifying event), your child may be eligible for an 
addilional period of continued coverage This period would not exceed a total of 36 months from 
the datr of your let inination ( h e  first qualiljing event). 
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Procedures to Obtain Continued Coverage 

Both you and the Company have responsibilities i f  qualifying events occ,ur that make you or your 
covered dependents eligible for continued coverage. 

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

0 you become divorced; 

0 your domestic partner relationship ends; 

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

you bccome entitled to Medicare; 

you 01' an eligible dependent is determined to be disabled by the Social Security 

e 

the Medical Plan; 

a 

e 

Administi ation 

For o h -  quali[ying 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 
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 I iglit 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 saint medical coverage you had on 
the clay before your qualifying event. During your COBRA continuation period, any changes to 
the medical coverage o f  similai.ly 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  eniollment to the sanie 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 L O V ~ I  administrative fees Thc contributions are paid on 
an nftci-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 niay refile claims that niay 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 I f  the cost or benefits change in the future for 
active employees, the changes will also affect contirlued coverage under COBRA YOU will be 
notified piiot 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 tcrminates the Medical Plan for all employees; or 

The COBRA participant bec;onies covered under anothei gi oup medical plan (as 

0 

0 

an eniployee or otheiwise) after the election of COBRA c,overage. (If the other 
plan litnits coverage of a pre-existing condition, COBRA coverage niay be 
continued in certain c.ircumstances). 

Pn-e-existing Condition Lhnitation 

I f  you become covered under another group medical plan and are affectod 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, you1 COBRA coverage will 
he t ern1 i na t ed 

Conversion Privilege 

The Medical Plan has no conversion privilege This means that you ale not able to convert your 
coverage under the Medical Plan to an individual policy upon youi teimination 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 Oder ,  
V O ~ J  are required to provide Medical Plan coverage {'or a dependenr 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 time (up to 30 days). detrriinine if the child is 0 

eligible for coverage under the Medical Plan and notily you in writing of the 
decision. 

As appiopriate to the court order, the child will be enrolled lor medical coverage. unless there are 
legal proceedings that dispute the detemination II [lie cotiit order is dispuled. claims processing 
will be delayed unt i l  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, reirnbursement 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 arid 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- 

* 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 

If someone else (other than the provider) files a claim on 

e Review the explanation of benefits when it is returned to you. 

* Never allow another person to seek medical treatment under your identity. 

Provide complete and accurate information on claim toms and any other forms; * 
answer all questions to the best of your knowledge 

You must notify the applicable Claims Administrator if a provider 

Bills you for services or treatment that you have never reccived 

Asks you to sign a blank claim form 

Asks you to undergo tests that 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 chargcs that appcar on a bill or explanation of 
benefits form or if you know of or suspect any illcgal activity, call the applicable Claims 
Administrator at the toll-free number on your 1 D card Al l  calls are strictly ronfidcnrial 

Other Important Inform a ti on 

Plan Sponsor 

Duhe Energy Corporatton is the sole sponsor of the Medical Plan 
telephone number and employer identification number (FIN) are 

The company address. 

Duke Energy Corporation 
526 South Church Street 
Charlotte. NC 28202 
704-594-6200 
E,IN 20-77772 18 
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Jdentification 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-i etirenient 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 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 I5258 

The Company may also provide benefits under the Medical Plari through insurance or from its 
general assets, and may also transfer assets from the 40i(h) retiree account under the Duke 
Enerby Corporation Master Retirement Trust to the Medical Plan to provide benefits for post- 
retirement coverage for non-key employees 

PI an Ad ni in i s t 1-a t o r 

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 01 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 i n  01 obtain coverage 
under, or whetliei an eligible individual is enrolled for participation in 01 coveiage undei, 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 Slreet, ST06 
Charlotte. NC 28285 

Duke Energy Corporation 
400 South Tryon Street. SP06 
Charlotte. NC 28285 

703-594-6200 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 undei the Medical Plan.. The 
Claims Administrators may be contacted at the addrcsscs 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 Corn m it tee 

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 Coipoiation 
Post-Retirement Medical Benefits Trust VEBA 11 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. 

I nves t nien t Con1 m it tee 
General Manager, Long Term Investinents 
Duke Energy Corporation 
526 South Church Street, EC04Z 
Charlotte, NC 28202 

Plan Year 

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

Service o f  L,egaI Process 

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

Vice President, Legal 
139 East Fourth Street - Room 2.5 AT11 
P 0. Box 960 
Cincinnati, OH 4.5201-0960 
(5 13) 4 19-1 85 1 

L.egal process may also be served upon the Medical Plan's triistees. if  applicable, or ripon 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 Eneigy 
that have adopted the Medial  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 Plan: 

e 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 pour Medical Plan options have the authority to decide initial 
claims for Medical Plan benefits, a s  the lnitial 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 foi you1 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 myMR 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 Emrollment Claim is assigned for initial claims to Duke 
E.nergy 1 luman Resources, which is the Jnitial 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 c,laim submission procedures for the Medical Plan as described in this General 
Information booklet and any updating materials 

Initial Claim 

I f  you have an Eligibility 01 Eniollnient Claim, you (or you1 authorized iepresentative) must 
submit a claim iniliation foim This form can be obtained by calling the myl-lK Service Center. 

The c,laini form must be submitted in writing to the address on the form and include 

e A statement that the claim is a "Claim for Eligibilily/Enrollinent" and 
identification of the Medical Plan. 

e Your name. Social Security number. mailing address and daytime telephone 
n uni  ber . 



m A complete description of the claim, including the eligibility/enrollment issue 
presented, 

m Dependent information, if applicable; and 

Any additional information you want considered. ., 
A “Claim for Eligibility/Enrollnient” 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 igibility/enrollment should have occurred. 

The Benefits Determination Review Team will notif) 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. 

I f  more time is needed because necessary infonnation is missing from the request, the notice will 
also specify what information is nceded. 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 repiesentative iesponds to the notice 
You will have 45 days to respond to the request for information. 

Adverse Deterniination 

In the event of an adverse eligibility or eniollment determination, in whole or in part, you (or 
your authorized representative) will be notified of the adverse determination in writing 

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

0 thc specific reason or reasons for the adverse determination; 

ieference 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 

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; 

i f  an internal rule, guideline, protocol or other similar criterion was relied on in 
making the adversc determination, either the specific nile, guideline; protocol or 
orher similar criterion (or a statemcnt that such a rule, guideline, protocol or 
similar criterion was relied upon in making the determination) and  that a copy of 
such rule. guidcline, protocol, or criterion will be provided free of charge upon 
rrquest, and 

if the adverse determination is based on a medical necessity or experimental or 
investigative treatment: cither 3 clinical or scientific csplanation of the 
dcteiminarion. applying the tcrms of the Medical Plan to your medical 
ciicumstances. 01 a siaicinent that  such clinical or scientific csplanation will be 
pi ovided free of charge upon request 
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Appeal of Adverse Determination 

I f  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 Clainis Corninittee within 180 calendar days after receipt of the adverse determination. 

A iequest to the Claims Committee must be submitted in writing to. 

Claims Committee 
Duke Energy Corporation 
400 South Tryon Street, ST06 
Charlotte, NC 2828.5 

When reviewing an adverse determination that has been appealed, any new inforniation that you 
provide that was not available or utilized when the initial deternination 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 iegaidiiig the decision on your claim within 60 days. The determination of 
youi appeal will be in writing and, if adveise, will contain the following. 

0 the specific reasons for the adverse determination of your appeal; 

reference 10 the specific plan provisions on which the determination of your 

a stat~iiient regarding your- right, upon request and free of charge, to access and 

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

0 

appeal is based; 

receive copies of documents. records and  other information relevant to the claim; 
0 

0 

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 similai- criterion ( 0 1  a statement that such a rule, guideline, protocol or 
similar ciiterion \vas relied upon in  making the determination) and that a copy of 
such rule. guideline, protocol, or criterion will be provided fi.ee of charge upon 
I equest; 

e i f  an intcmal rule: guideline, protocol or other similar criterion was relied on in 

e 

i f  the adverse deterinination i s  based on a niedical necessity or experimental or 
investigative treatment, either a clinical or scientific explanation of the 
deteimination. applying the terms of the Medical Plan to your medical 
circuinstances, or a statement that such clinical or scientific explanation will be 
provided flee of charge upon iequest; and 

the statement "You and your plan may have other vnluntary dispute resolution 
options: such ns mediation One way  to find ON what may be available is to 
contact your local IJ S Department of I.ahor Oflice and your state insurance 
iegulatory agenc! ." 

After completing 311 mandatory appcal levels. you have the right to further appeal adverse 
dcterininations by bringins ;I c i v i l  action unilcr ERISA Please refer to the S/ntenrei?i ?fERfSA 
Righlr section belo\\) 
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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 i s  not filed within this 
period, your claim will be deemed permanently waived and abandoned, and you will be precluded 
from reasserting it 

Discretionary Au tliority 

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 [he Initial Claim Administrators' and Denied Claim 
Reviewers' decisions, intei prerations and factual determinations controlling. Requests for 
information regarding individual claims, or review o f 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 claini on review. 

Right to Change or Terminate the Medical Plan 

Duke Energy resetves the right to amend or terminate the Medical Plan in any respect and at any 
time. For example, the M e d i d  Plan may be discontinued in part or in  its entirety, or what the 
Medical Plan or Medical Plan option Covers 01' what benefits i t  provides may be changed. Cost 
sharing between the Company arid covered individuals is also subject to change, which may 
include initiating ot increasing contributions iequired of employees, retirees, other former 
employees and their dependents. 

Hie amendment or termination of the Medical Plat1 may affect the benefits or benefit coverage 
not only o f  active employees (and their dependents), but also of for mer active employees who 
retired, became disabled, died or whose Company employment has otherwise terminated (and 
their dependents), and also of any covered pcrsoii \vho began receiving benefit coverage or 
paymerits p h r  to the amendment or termination I f  such a termination or amendment occurs, 
affected participants will be notilied Thc right to amend or terminate the Medical Plan may be 
exercised by the Board 0 1  Ditecrors. or its authorized delegates, and any amendment shall be in 
writing 

111 the everit of a complete teiniination of the Medical Plan, eligible claims for Medical Plan 
benefits will be paid by the Ilukc Eiieig?; Coiporation Welfare Benefits Trust VEBA I ,  the Duke 
Energy Corporation Post-Retirement Medical Benefits 1'1-ust VEBA I 1  and/or the Duke Emergy 
Corporation Masrcr Rerircmcnt Trust - 401 (11) Account. as applicable, to the extent that funds are 
available 
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Statement of RiPhts 

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 Inforination About Your Plan and Benefits 

r 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 Scrics) filed by the Medical Plan 
with thc 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 la\\ to furnish each petson under the Medical Plan 
with a copy of this summary financial reporl. 

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

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

0 obtain a copy of the Medical Plan's procedures for determining a qiialified 
medical child support order (QMCSO) 

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 cvcnt. You 
or your dependents may have to pay for such coverage. Review this sumtnary 
plan description and the documents governing the Medical Plan on the rules 
governing your federal continuation coverage rights. 

r reduction or elimination of exclusionary periods of coverage for preexisting 
conditions under your group health plan.. if you have creditable coverage from 
another plan. You should be piovided a ccrtificatc of creditable coverage, free of 
charge, from your group health plan or henlth insurance issuer when you lose 
coverage under the plan. when you become eniitled to elect federal continuation 
coverage, when your federal continuation coverage ceases. if you i'equest i t  
before losing coverage. or if you request i t  up to 74 months after losing coverage. 
Without evidence of creditable covet age, you may be subject 10 a preexisting 
condition esclusion for 12 months ( 18 niontlis foi late cnrollees) after your 
cniollment date i n  your coverage 

* Additionally. the Conlpan): extends coiitinuatioii o!coveia$e under COHHA lo covered dnniestic partners 
i f  [hey lose eligibility for coverage iii  certain situslions 

29 
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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 opeiation 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 inay fire you or otherwise discriminate against you in any 
way to prevent you from obtaining a welfare benefit or exercising your rights undei ERlSA 

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 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 enlorce 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 matcrials were  not sent because of reasons beyond the 
control of the Plan Adniinistrator. If you have a claini for benefits which is denied or ignored, in 
whole or in part, you may file suit in a sratc or federal court once yoti have exhausted the Mcdical 
Plan's c l a i m  procedures. 

In addition, if you disagree with the Medical I'lan's decision or lack thereof conc;erning the 
qualified status of a medical child support order, you may file suit in federal court. If i t  should 
happen that plan fiduciaries misuse the Medical Plan's money, or if  you are discriminated against 
for asserting your rights, you may seck assistance from the U S. Department o f  Labor, or you may 
file suit i n  a federal court The court will decide who should pay court costs and legal fecs. I f  
you are successful, the court niay order the person you have sued to pay these costs and fees If  
you lose, the court may ordei you to pay these costs and fces. for example il '  i t  finds your claim is 
frivolous. 

Assistance with Your Questions 

lf you have any cluestions about your plan, you should contact the Plan Administrator. If you 
have any questions about this statement or about your rights undcr E,RISA, or if  you need 
assistance in obtaining documents from the Plan Administrator, you should contact the nearest 
office of the Employee Benefits Security Administrarion, I1 S Department of Labor listed in  your 
telephone directory or the Division of' Technical Assistance and Inquiries, E,niplopce Bcnctits 
Security Adniinistration, U.S. Department 01' L,abor, 200 Constitution Avenuc N W . Washington. 
D.C. 2021 0. You may also obtain ceirain publications about your rights and iesponsihilities 
under ERISA by calling the publications hotline of t he  E.mployee Renefih Secuiiry 
Administration 

Keep Us Informed 

I t  is your responsihility to make sure that your benefits records arc corrcct and that thc personal 
information needed to administer your benefits is curlent Promptl) review any confii rnation and  
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other benefit statements carefully, and immediately advise the myJ-1R 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 31 calendar days of the worldlife 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 lluman 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 o f  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 i n  benefit newsletteis, 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 Plnn) Blue Cross and Blue 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 i n  this booklet is an employee health benefit plan, subject to the 
Employec Retirement Income Security Act of 1974 (ERISA) atid 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 Ph7 document, 
the PIm document will control. 

Blue Cross and Blue Shield of North Carolina is an independent licensee of the Blue Cross and 
Blue Shield Association. 



OPTIONS’“ Duke Energy Medical Plan 

Quick Reference - Toll Free Phone Numbers, Web Site and Addresses fo 

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

Member Services Web Site 
www.bcbsnc.com/mem bersldu ke-energy 

BCBSNC Customer Service 

S a m-8 p m , Monday-Friday, except holidays 

Certification 

1-888-554-3202 

1-800-214-4844 

Magellan Behavioral Health 
1-800-359-2422 

Blue Card@ PPO l’rogram 
1-800-810-BLl_TE (2583) 

Medical Claims Filing: 
BCBSNC Claims Department 

PO Box 35 
Durham. NC 27702-0035 

AddlRemove Someone From Your Policy 

c 
5’ 
P T  
w s E 

To find a network provider by location or specialty, 

to administer your benefits, 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 B 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. 

0 

c3 
CD 
=3 

To request certification for out-of-network 
inpatient services 

For mental health and substance abuse inpatient and 
outpatient pre-certification. Note: You do not need 
certification for office visits. 

To find a participating provider 

Mail completed medical claims to this address. 

Contact Duke Energy’s myHR Service Center at 
1 -8S8-465- 1 300 

Your plan for better health’: b c b s n c .  corn 
k 
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Duke Enerav Medical Plan e OPTIONSsM 

Tips for Getting the Most 
ealth Care 

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 10 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 i t  w i l l  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 
(WWW.bcbsnc.cOni/members/(juke-energy), toll 1i ee Customer Service line ( I  -888-554-3202) 

Your plan for better health" b c b s n c . c o m  
4 

http://bcbsnc.com
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Duke Energy Medical Plan 0 PTI 0 N SSM 

MEMBER RIGHTS AND RESPONSIBILITIES 
A S  a Blue Cross and Blue Sliiekd ofNorth Carolilia member, you have the riglit to: 

Receive, upon request, information about Blue Options including its services, doctors, a benefit booklet, 
benefit sunimary and directory of in-network providers 
Receive courteous service from RCBSNC 
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-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 \vi11 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 oiganization or the care i t  provides 
Make recommendations regarding the organization's members' rights and responsibilities policies 

A s  n BIiie Cvo.ss nnil Blue Sliield of North Carolinn rrienibrr, you lime the revponvibilit-v 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 01" medical records authorization form. 
Read your Blue Options benefit booklet and all other Blue Options member niaterials 
Call BCBSNC Customer Services if you have a question or do not understand the material provided by 
BCRSNC 
Follow the course of treatment prescribed by your doctor. I f  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. I f  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 heal111 care 
Be considerate and courteous to Blue Options providers, their stafl'and BCBSNC representatives 
Notify your employer and BCBSNC if  you have any other group coverage 
Notify y o u r  group administrator of a n y  changes regarding dependenls a n d  marital status 
Protect your ID card from unauthorized use. 

Your plan for better health"." b c b s n c . c o m  

rt 

http://bcbsnc.com
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Welcome to Blue Cross and Blue Shield of Nor th  Carolina‘s Blue Options plan! 
As a nietnber of the Blue Options plan, you  will enjoy quality health care f rom a network of health care providers 
and easy access to specinlisrs. You also have the freedom to choose health care providers who d o  not participate in 
the Blue Options network. 
You niay receive, upon request: information about Blue Options, its services and doctors, including this benefit 
booklet with a benefit summary, and a diicclory of it?-no[ivork proviclers. 
- How To Use ~. Your ~ Blue .- . -. . . Options . - __ -. . -. Benefit .- - __. Booklet - . - 
This benefit booklet provides important information about your  benefits and can help you understand how to  
maxinize them Please read i t  carefully.. 
i f  you are trying to determine whether coverage will be provided for n specific service, you may want to review all Of 
the following: - ”Summary of Benefits” to get a n  overview of your specific benefits; such as dediictihle, coinsurance and 

maximum amounts 
“Covered Services” to get more detailed information about what is covered and what is excluded from coverage - “Utilization klmayetnet~t” for important information about when prior review and cert@cution are required - “What Is Not Covered?” to see general exclusions from coverage. 

I f  you still have questions, you can call BCUSNC Customer Services at the number listed on your ID Curd or in 
”Whom Do I Call?” and get further information. 
As you read this bencfit booklet, keep in  mind that a n y  wortl you see in italics (iralirs) is a defined term and will 
appear in ”Definitions” at the end oJ this benefit booklet. 
You will also want to review the !allowing sections of this benefit booklet: 

. 
N-otke For Non-English Speaking Me-gAe~s 
This benclit booklet contains a summary in English of y o u r  rights and benefits undei the Plan. If you have difficulty 
understanding any part o l  this benefit booklet, contact BCBSNC Ciistomcr Service to obtain assistance. 
AVlSO PARA AFIFILIA DOS QlJE NO HABLAN JNG12ES 
Este manual de beneficios contiene un  restlinen en ing1i.s de sus clerechos y bencficios que le ofrcce el Plun.. Si usled 
tiene dific.ultad en enrender alguna seccibn de este manual. por favor Ilanie al BCBSNC Customer Service para 
rec i bi r a y u d a.  

”E-Iow Blue Options Works” explains the coverage levels available to you 
”What If You Disagree With A Decision?” explains the rights ;~vajlable to you  when BCBSNC makes a decision 
alld YOU do I lOt  agree. 
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BCBSNC . - __ - Web -. - Site 
TO view your claims, get Plarz information, claim forms, health and wellness information, find a docfor, change your 
address, and request new I D  cards, visit the BCBSNC Web site: www.bcbsnc.coni/members/~uke-ener~y 
BCBSNC Customer Service 
For  questions about your benefits o r  claims, I D  curd requests, or to voice a complaint: 
BCBSNC Customer Service . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  
Mental ___ Health -_ And Substance Abuse . Services ... - 

Companies who have signed contracts with BCBSNC administcr thesc benefits. You must contact these vendors 
directly and request prior review for inpatient and oirtpntieiit services, except for qflicicr visit services and in 
emergr?zcics. In  the case of an etizcrgetzcy, please notify the vendor a s  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: 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1-877-477-2424 (toll free) JIealthLine Blue . . . . . . . . . . . . . . . . . . . . . . . . .  

UMR. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  I -800-523-.3578 (toll free) 
Prior .... Review .. 

Some services require prior rei'ieiv and cer~t!'jicarion by BCBSNC. The list of these services may change from time to 
time. Please visit the BCBSNC Web site at  n\r.w.bcbsnc.com/n~embers/du~e-energy or call BCBSNC Customer 
Service at the number listed above for  current information about which services require prior revieit,.. See 
"Prospective ReviewlPrior RelJkllj" in  " Ufi~~zorion MunqPnicwr" for information about the review process. To 
request prior review, call: 

1-888-554-3202 (toll free) 

COBRA-Adm inistrator 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1-800-2 14-4844 (toll free) 
Mtwibers . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1-877-258-3334 (toll free) 
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-- HOW E OPTIONS WORKS r 
Blue Options gives you the freed0111 to choose any provider - the main difference will be the cost to you. 
Here's a simple look at how i t  works: 

Whenever you need care, 
you have a choice. If you visit an: 

7-7 

provider: provider: 

I I 
You receive in-network 

coverage available 
benefits, the highest level of 

I 
No referrals needed I-.-.i 

I 
N o  claim form needed 

~ 

1 
The in-network provider is 
responsible for obtaining i certipcation 

You receive out-oj-nenvork 
benefits* -- you will share 

more of the cost of your care 

I 
No referrals needed 

1 
You may be required to 

submit a claim form 

I 
You will be responsible for 

obtaining cerr@xitioii 
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help assure that benefits are paid at  the correct benefit level by calling BCRSNC before receiving care from an 
ozct-qf-net work provider. 

In-Network Benefits ~- 

In-network providers are health care professionals and facilities that have contracted with BCBSNC, or providers 
participating in the BlueCard P P O  program. 67-izet1uork providers agree to limit chai ges for coi1ered.service.l- to the 
alloived amozozt. If the billed amount is greater than the ulloived ainouiit, you are not responsible for the difference. 
You pay Only the applicable copuj~i?ieizt or coir?suruiice, and noncovered expenses. Your iii-mt work provider is 
required to use the Blue Options network hospitui where he/she practices, unless that hospitul cannot provide the 
services you need. 
Your ID curd gives you access to participatingproilirkers outside the state of North Carolina through the Bluecard 
P P O  program. Your I D  curd tells participatingProiJiLkerS that you are a ineniber of BCBSNC. When you use a 
provider participating in the local Blue Cross or Blue Shield Plan'sprovirkv network, benefits are provided at the 
in-nerwork copnyi~ier?t or coitzsiiraiice. 
You are not required to obtain any refel rals to see an in-ncrivork provider Iii-nerivork-provic~ers will file claims for 
you. I t  is the meinher's responsibility to request prior review when necessary. Prior review is not required for an 
ei,iergeiicjt. 
The list of ii?-nerwork provitiers may change from time to time. In-iietivork pr0vickr.r are listed on the RCRSNC Web 
site at ,vww.bcbsnc.com/members/~uke-energy or call BCBSNC Customer Service at  the number listed in "Whoni Do 
I Call?" Please note that deiitisfs and orthodontists do not participate in the provirfer network. 
+t-Of-getwork Benefits 
With the Blue Options plan, you may choose to receive covered service.c froin an  o~rt-of-iietit~or./i proi*ic/er - providers 
not designated as a Blue Options provider by BCBSNC. When you see a n  our-of-ncril-ork provider, you may be 
responsible for paying any charges over the alloiwd umounr i n  addition to your  cop(rjwieri~~ or toinsrirc~ncr, 
noncovered expenses and cei-tijicrrrioii penalty, if any. BCBSNC encourages you to discuss the cost of services with 
oirr-qf-i7erivork provfrkers before receiving care so you will be aware of your total financial responsibility 
You are not required to obtain any referrals to see a n  ort~-oj-ueiii~orlc prvvirker. You may have to pay the 
our-qf-nerivork provider in fu l l  and submit a claim form to BCBSNC if the oiit-qfirirrit~rk proifi'der does not bill 
BCBSNC directly for services. 
Oiir-oJ-nefwork providers, unlike in-iiefivork providers, are not obligated by contract I O  request prior revieii, by 
BCBSNC. If you go to an ouf-cf-izetwork provider or receive care outside of North Carolina, i t  is your responsibility 
to request or  ensure that your provider requestsprior review by I3CBSNC Failure to request prior revieit, and obtain 
cerrifiration may result in a partial or full denial of benefits. Before receiving the set-vice, you  may want to verify 
with BCBSNC that certifi:cutio)r has been obtained. See "Prospective ReviewlPrioi. Review" in "Urilircrtioiz 
Munugemeiit" for additional information Prior review is not required for a n  eniergcncy. 
Out-Of-Network __ Benefit .- Exceptions -- 

In  an eiiiergeiicy, in situations where iii-iieiivork providers are not ieasonably available as determined by RCBSNC's 
access to care standards. or i n  continuity of care situations, ouf-o/-irerivvrk benefits will be paid a t  youi in-iierivork 
copuyt~ient or coii~si~ruiice and will be based on the billed amount However, you may be responsiblc 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 claini with RCBSNC. 
For Inore inforiiiation, see "t?i??er.geizc)J Care," "Continuity of Care" in "Utilizutiorz hf~ri?ugeri?ei?f," and for  
information about BCBSNC's access to care standards, see the BCBSNC Web site at 
www.bchs~~c.com/members/~uke-el,ergy I f  you believe an iu-nc~friior/i pro1Yclc.r is not reasonably available, you ctiti 
lielp ~1ssu1-e that bendits are paid at the correct benefit level by calling BCBSNC before receiving care from a n  
out -of-networli pro d e r  

The Role Of A Primary Care Provider (PCP) Or Specialii 
I t  is important for y o u  to maintain a relationship with ii PCP, who will help you manage your health and help you 
nialte decisions about pour  health care 11' you change PCP.5. be sure to have your medical records transferred, 
especially immunization records, lo providc your  new docror. with your medical history You should pal-ticipale 
actively i n  all decisions related to your health carc and  discuss all treatment options with your 1ic;ilIh care pr(?iii(/p, 
regardless of cost or benefit coverage. Pc'Ps are trained to deal with 21 broad range o f  health care issues and call 

help y o u  to determine when you need a rpec/o/isf~ 

4 
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Please visit the BCBSNC Web site a t  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 that the provider is in the 
network belore receiving care. 
If your PCP or specialist leaves the BCBSNC provider network and they are currently treating you for an ongoing 
special condition, see "Continuity Of Care" in "Utilization Managemenr " 
lI1embers with serious or chronic disabling or life-threatening conditions may be allowed to select the speciolisr 
treating this condition as their PCP. The selected specialist would be responsible for providing and coordinating the 
member's primary and specialty care. The selection of a specialisr under these circumstances 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 specioli.sf cannot appropriately coordinate the meniber's primary and specialty 
care. To make this request or i f  you would like the professional qualifications of your PCP or in-netivork specialist, 
you may call RCBSNC Customer Service at the number given in "Whom Do I Call?' 
Carry Your Identification Card 
Your  ID card identifies you as a Blue Options t,ierriber. If any information on your ID cord is incorrect or i f  y o u  
need additional cards, please visit the BCBSNC Web site at ww~v.bcbsnc.coni/rnenibers/duke-energy or call BCBSNC 
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. 

Call the provi&r's office and identify yourself as a Blue Options member. Please ask the receptionist whether the 
provirler's office is irospirnl-owned or operated or provides hospilul- based services. Your niedicul seri1ice.s may be 
covered under Uurpafienr Services benefit. Your provider directory will also help you make this determination. 
Provider directories are available through the BCBSNC Web site at www.bcbsnc.com/members/duke-energy or by 
calling BCBSNC Customer Service a t  the number given in "Whom Do 1 Call?" If you need nonemergency 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, I.lealthLine Blue, for assistance. 
I f  you cannot keep a n  appointment, call the provider's office as soon a s  possible. Charges lor missed appointments, 
wliichproi~i~ler~ may requite as pari of their routine practice, are not covered. 

You may call a HcalthLine Blue nurse to assist you with medical questions, oiler 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 at 
www.bcbsnc.com/members/duke-energy to search a library of cut-rent health topics, scnd secure messages to the 
I-lealthline Blue nurses, learn about symptoms and medications and use tools that guide you through important 
health care decisions. See the number listed i n  "Whom Do I Call?" to speak 10 a HealthL.ine Blue nurse 

When you file a claim, mail the coinpleted claim form lor all metlicril services, including mental health and substance 
abuse services, to 
BCBSNC 
Clainis Depar tmen t  
PO Box 3.5 
Durham: NC 27702-0035 
Mail claims i n  time to be receivcd within I5 months of the date the servicc was provided. Claims not received within 
15 months from the service date will not be covered: except in  the absence of legal capacity of the m e d w r ~  
Y O U  m a y  obtain a claiin lortn, including international claim forms, by \kiting the BCBSNC Web site a t  
~v,vw.bcbsnc.com/nicnibers/duke-energy or calling BCBSNC Customer Sewice a t  the number listed in  "Whom Do 1 
Cali'!" For help filing a claim, call BCBSNC Customer Service or write to'  

RC 13s N C 
Cusioiner Sei vices 
PO Box 2291 
Durham, NC 17702-2291 

Making ____- An Appointment 

HealthLine ~ Blue 

How To File A Claim .__ 
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Blue Options covers only those services that are medically necessary. Also keep in mind as yoii read this section: 
Certain services requirepriov 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  requiringpvior revieto. Also see "Prospective 
ReviewlPvior Revierv" in " IJtilization Mrrnagenient" for information about the review process, and visit the 
BCBSNC Web site at  wwrv.bcbsnc.com/members/duke-energy or call BCBSNC Customer Service to ask whether a 
specific service requires prior review and cevtijicatioa. 
Exclusions and limitations apply to your coverage. Service-specific exclusions are stated along with the benefit 
description in "Covered Services." Excliisions 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 merlically necessary and eligible 
for coverage, investigational or experirnetrtal, or requires prior review and certijication by BCBSNC. RCBSNC 
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/members/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 oflice visii or house call is coveled with a copayt??ent, except as otherwise noted in this 
benefit booklet. Some providers may receive i t e m  such as supplies or drugs from third parties. In these cases, you 
may be billed directly by the supplier. Benefit payments lor these services will be based on the type of supplier and 
how the seivices are billed. 
The Plari also provides benefits for six nutritional visits per benefit period. Your benefits cover a total of six visits to 
an in- or oiit-of-network provider. If you see an in-liet~vork provider. any applicable copuyinerri, coirwzrrrrnre or 
deditctihle is waived for these six visits. If you go to an oirt-of-neiwork provider. deditcribfe and coitisiiraiice will 

A copayiiictii will not apply if you only receive sei vices, such as allergy shots or other injections, and are  not charged 
for an qffi'ce vi,tii, 
Certain diagnostic imaging procedures, such as CT scans and MRls,  are subject to coimzirance and  any applicable 
dediictible, and may require prior review and cerii/icutioir or services will not be covered. 
Some doctors or other provirlmr niay practice in  outpa~ietrr clitiic~ or provide hospiial-based services in their offices. 
These services are covered as Uuiputient Services and are listed as Oiitpafierzt C h i c  Services in "Summary Of 
Benefits." The ptovider search on the BCBSNC Web site at www.bcbsnc.conilniemberslduke-energy indicares which 
providers will collect r/ehtcribk and coinszrrrrr7cc, or you can  call BCBSNC Customer Service a t  the number listed in 
"Whom Do I Call?" for this information. 

.. _.____._. -- 

apply. 

Office Services Exclusion . Services in free-standing surgical facilities, independent laboratories, therapy facilities or oziiputieni /7osp;10/ 
departmen ts. 

Preventive Care 
The Plm covers prevetriii~c curt' services that can help you stay safe and healthy. 

Routine Physical Examinations 
One routine physical examination and relared diagnostic services per bviq'il period will be covered for each 
inenibcr age two and older. 
Well-Baby And Well-Child Care 
These scwices are covered foi cach tner~iber u p  to 24 months of age including periodic assessincnts and 
immtinjzatjons. Benefits arc limited 10 si,\ well-baby visits for nieinbers through 12 months old and three 
well-child visits for incrnher.~ 13 months to 24 months old. 
Immunizations 
The fu l l  series of standard iinmunizations recommcnded by the Centers for Disease Control and Prevention 
(c;nC) ancl the Amel-ican Academy of FLiinily Physicians (AAFP)  is covered 
Cove I etf i m m u n i za I i on s i ncl u de t h c f ol I ow in p : 

* Polio . Hepatitis A and 13 
Tetanus, diphtheria, per,tussis (Td/Tdap) HiB 

6 



Measles-Mumps-Rubella (MMR) Muman papillomavirus vaccine 
Influenza Chicken pox 
Pneumococcal vaccine 0 Rotavirus 
Shingles . Meningococcal vaccine (available in- and arrr-qf-t~etlllork). 
Immunizations Exclusions 

Immunizations required for occupational hazard 
0 Immunizations 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-nehwk and oirt-oj-netivork: 

Gynecological Exam And Cervical Cancer Screening 
The cervical cancer screening benefit includes the cxamination and laboratory tests for early detection and 
screening of cervical cancer, and ciocror'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 iiieinbers 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 feinalc 17ie)iiher is considered "at risk" if she: - 

Screening Mammograms 
Beginning at age 3.5, one screening niaminogram will be covcrcd per 1i.male nwinher per calendar year, along 
with a doctor's interpretation of the results. More frequent OT earlier inammograms will bc covered as 
recommended by a ctocror when a female trieniher is considered a t  risk for breast cancer. 
A female mendm is "at risk" if shc: 
e 

. - 
Colorectal Screening 
Colorectal cancer examinations and laboratory tests for cancer are covered for any symptomatic or 
asymptomatic r?renihcr who is at least SO years of age, or is less than 50 years of age and a t  high risk lor 
colorectal cancer. Increased/high risk individuals are those who havc a higher potential of developing colon 
cancer because of a pcrsonal or family history of certain inlestin;tl disorders. Some of these procedures arc 
considered s~rrgrr,~, such as colonoscopy and sigmoidoscopy, and others are considered lab tesls. such as 
fIemoccul t screenings. 
The provider search on the BCBSNC Web site a t  www.bcbsnc.comlmemberslduke-energy can help you find 
office-based provklers or call RCRSNC Customer Service ilt  the number listed in "Whom Do I Call?" for t]ijs 
inlormst\ion 
Prostate Screening 
One prostate specific. antigen (PSA) tcst or a n  equivalent scrological test will be covered per male tiicmber per 
calendar year Additional PSA tests will be covered if recommended by a doctor. 

Has a family history with a t  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 canccr syndrome 

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

. Diagnostic-Services - _____ - - -. - - 
Diagnostic protrcdurcs such ;IS laboratory studies, radiology serviccs and other diagnostic testing which may 
include electroencephalograms ( EEGs). e1cc~rocardiogr;trris ( ECCk). Doppler scans and pulmonary lunclion tests 
(PFTs), help your  ttocror find the cause and  eslcnt ol your condition in order to plan for your care. 
Certain diagnostic imaging procedurcs. such as  CT scans and MRIs, inay require prior rcvieii and [~wI / ic i1 t fo~~ or 
sci,\,ices will not be covered 

7 
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COVERED SERVICES (cont.) 

Your docror 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. 
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 Plrrn covers one scientifically proven and approved bone mass measurement for the diagnosis and 
evaluation of osteoporosis or low bone mass during any 2.3-month period for certain qualified individuals only. 
Additional follow-up bone mass measurement tests will be covered i f  nietiicrrlly necessnrj,. Qualified individuals 
include tnembers who have any one of the following conditions: 

- 
Primary hyperparathyroidism - - History of low-trauma fractures 

See Oictpatient 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 effect of commonly accepted osteoporosis drug therapies 

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

-. Emergency __.~. ~ Care 
The  Pluti provides benefits for etnergency 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 ei7iergencies 

Placing the health of a n  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 etnergenc!;, you should seek cafe  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 i n  handling 
life-threatening ernergencies. I f  you are U I I S L I T ~  if your condition is an et77ergeuc!;, you can call Heal thl ine Blue; 
and a Neal thLhe Blue nurse will provide information and support [hat may save you an unnecessary trip 10 [he 
emcrgcncy room. 
Prior review is not required for eiriergency services Your visit to rhe emergency room will be covered if your 
condition meets the definition of a n  eniergeticy 
If YOU go to an emergency room for treatment of a n  et?iergcncy, your  coin.siirmce will be the same, whether you 
tise a n  fn-neriijork or orrr-of-n~r~i~ork provider Whcn you receive these services from an oirr-of-ner~i;ork provi&r, 
benefits are based on the billed amount. However you may be responsible for charges billed separately by the 
proiiirker which are not eligiblc for additional rcimbursement. and you may be required to pay the entire bill at 
the time of service, and file n claim with I3CBSNC:. 
Prior ro~icrr? and ceriijicorion by BCBSNC are required for inprkwi hospitalization and other selected services 
following et7ieig~’ncy lei viceT (including screening and stabilization) in  order to avoid a penalty. You may need 
to transfer to a n  in-t7erworli liospirol once Y O L I ~  condition has been Sliihili?ed in order to continue receiving 
in-ncr~vork benefits 
Care Following Emergency Services 
In  order to receive ii~-nerii:or.k benefits for follow-up care related to the rr77erget~,v (such as ojjfice vfsir,y or 
therapy once you lei1 the emergency room or were discharged liom the ho.,pirnl), you must use i t i - n e t i i ~ ~ r k  
pro)iidpr,s, Follow-up care related to the c n i ~ r y e n o ~  condilion is not considercd an rn~er,yenc); and will be treated 
the same as a normal health care benefit 
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COVER€D SERVICES (cant.) i 
- Urg-ent Care 
The Plari also provides benefits for urgent care services. When you need urgent cure, call your PCP, a specialist or 
go to a n  urgent careprovider. If you are not sure if your condition requires urgent care, you can call HealthLine 
Blue. 
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 member 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 inetnhers. A copaynient may apply for the office visit to diagnose pregnancy. I f  a rn~niber changes 
prosiders during pregnancy, terminates coverage during pregnancy, or the pregnancy does not result in delivery, 
one or more copaynients may be charged for pre-natal services depending upon how the services are billed by 
the provirlcr 

Statement Of Rights 1Jnder 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-hoi~r (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 Izome hcalrh visit for post-delivery follow-up care 
if  received within 72 hours of discharge. In order to avoid a penalty, prior- review and certijication are required 
for tripatienr stays extending beyond 48 hours following a vaginal delivery or 96 hours  following ii cesarean 
section. For information on cerfification, contact BCBSNC Customer Service at the number listed in "Whom 
Do 1 Call?" 

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

Complications Of Pregnancy 
Benefits for cotnplictitions ojpregnuncy are available to all reinale tnenihers including dependent children Please 
see "Delinitions" for an  explanation of coniplicutions ufppr-egnnncy. 

Newborn Care 
Ir;pi~iieni newborn care of a well baby is covered under the mother's maternity benefits described above only 
(litring the first 48 hours after a vaginal delivery or 96 hours after delivery by cesarean section This inpatietit 
newborn care (well baby) requires only one heriefirperiocf dedcrctible for both mother and baby.. Benefits also 
incltide newboi n hearing screening ordered by a doctor to determine the presence of permanent hearing loss. 
For :idditional coverage of the newborn, whether inpmtieiit (sick baby) or oidfpuiicxf, the newborn must be 
enrolled for c o v e r a g  as a dependent child within .31 days of the birth. At this time, the baby must meet the 
individual bcricjii period derlirctihle if  applicable, and prior review and cc~r~$cu~Ioii are required 10 avoid a 
pena I t s  
infertility And Sexual Dysfunction Services 
Beiiefits are pi ovided for certain services related to the diagnosis. trentment and  correction of any underlying 
C;I L I S ~ S  of i t ! /orz// i / j :  and ~ . w d  rfysjin~iion for all t n e ~ i i h e r ~  except dependent children. 
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- COVERED SERVICES (cant.) I 
Sterilization 
This benefit is available for all members except dependent children. Sterilization includes female tubal ligation 
and male vasectomy. 
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 nieans of conception, including, but not limited to, artificial insemination, in-vitro fertilization 
(IVF), ovum or embryo placement, intracytoplasmic sperm insemination (ICSl), and gamete intrafallopian 
tube placeinent (GIFT) and associated services 

4 Donor eggs and sperm - Surrogate mothers 
Care or treatment of the following: 
- termination of pregnancy 
- contraceptive devices 
- reversal of sterilization 
- 

Treatment for injcrriliry or reduced fertility that results from a prior sterilization procedure or when 
itgferli1it.v or reduced fertility is the result of a normal physiological change sirch as menopause. 

irgferrility und .resrird ily~fiinction for dependent children. 
Elective abortion 

Facility Services 

- Oulporierir serviccs received i n  a hosj?itul, a hospital-based facility or an outpalienr clinic. 
Inpnrient hosprrnl services. If you are admitted before the effec/ise dute, benefits will not be available for services 
received prior to the c$ecrive dure. Prior review must be requested and ccrtijcation must be obtained in advance 
from BCBSNC to avoid a penalty, except for maternity deliveries and ernergencies. See "Maternity Care" and 
"Et~iergenc-y Carc I' 

Surgical services received in an uiiihiiluIory surgical center 
Cover.edAetvice.s received in a skillecinirrsing facility. Prior review must be requested and cer~rifiicniioir must  be 
obtained in  adv;ince from BCBSNC to avoid a penalty. Sltill~~cii7ursi~ilg~fuc~ilir~ services are Iimitcd to a 
combined iti-ficviiw.k and oril-of-neliootk day maximum per benci.fir period. See "Summary of Rendits. " 

Ambulance Services 
The Plun covers services i n  a ground ar~d~ul rnce  traveling: . . Between hospitol.~ . 
when such a facility is the closest one that  can provide coiwedservices appropriate to your condition. Benefits 
mag also be provided for ainhulanice services from a hospiral or skilled nrirsirigfaciliry to a riienibw's home when 

The Pli1rl covers services in an air un~bulrince traveling from the site of an enrergency to a hospital when such a 
lacility is the closcst one that  cz~n provide coiwed ser~~ices appropriate to your condition and ground 
transportalion is not medically appropriate due to the severity of the illness or the pick-up point is inaccessible 
by land Noneniergency a i r  oriibrilaricc services require pr-ior rei+eiv and cerr~iicotion or  services will not be 
covered 

- - 

Other seqv_ices 

From a riierriber'y home or scene of an accident or ernergency to a hospital 

Between a /ro.\yi(uI a n d  a skilled nzir-~ii~y,/ncilir~~ 

n1eriit ullv IleceA sut-y" 

Ambulance Service Exclusion 
. No benefits are provided primarily lor the convenience of travel. 

Blood 
The Pkrn covers the cost of transfusions of blood, plasma, blood plasma expanders and other fluids injected illto 
the bloodstream Bencfits arc provided Tor the cost of storing a nietnber's own blood only when i1 is stored and 
~iseil for ;t prcviouslg xheduled procedure. 

Blood Exclusion - (Thal-ges lor ihc collecrion or obtainment of blood or blood products fIom a blond donor: including the 
r ~ ~ c ~ ~ ~ ~ / ? c ~ ~ .  11,  the c;ise of autologous blood donation. 

10 
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Clinical Trials 
The Plan provides benefits for participation in clinical trials phases 11,111, and IV. Coverage is provided only 
for n?edicully necessury 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 iireiirher 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 medit:ally indicated and preferable for that member compared to 
non.~iizi~escigatioiial alternatives. In addition, the trial must: 

lnvolve 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 
Non-health care services, such as scrvices provided for data collection and analysis 
h71,estis~tioiial drugs and devices and services that are not for the direct clinical management of the 
pa tien t. 

0 

- 

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

Accidental irljury of the natural teeth. jaw, cheeks, lips, tongue, roofand floor of the mouth 
Coiigeiiircil deformity. including clel't lip and cleJi palate 
Disease due to infection or tumor, including tumors. cysts and exostosis 
Tcniporoinnnclibiiliirjoint (TMJ) disease, including splinting and use of intra-oral prosr/iclic nppliarzces to 
reposition the bones. Surgical bunelits for TMJ disease are limited to surgery performed on the 
temporoniandiDular joint 1fTM.I is caused by malocclusion, then benefits are provided for surgical 
correction of nialocclusion if '  surgical management of the TMJ is tiieilically necessury. Please have your 
prolitlet contact BCRSNC before receiving treatment for TMJ. 

. 

- Impacted wisdom teeth 
The Plwz provides benelirs for extractions, crowns: bridges, and dentures for treatment of disease due to 
infection or tumor.  For treatment of iongeiiirtrl deformity including cleft lip and cleft palate, benefits may be 
provided for dentures and orthodontic brnccs used to treat tlie condition. 
When any of the conditions listed above require surgical correction, benefits for surgery will be subject to 
iiieriical tzcce.Tyify review to examine whethcr OI not the condition resulted i n  f~inctional impairnienl~ Examples 
of fiinctional impairment include a n  impairment that affects speech or the ability to eat, or injury to  soft tissue 
of the mouth. 
In  special cases, benefits ai-e only provided for anesthesia and facility charges related to ciental procedures 
performed in  a Iios/>iri// or iiiiibtrlutor~~ s r q i c o /  c-ciirer. This benefit is only available to dependent children below 
(he age of  nine years, persons wi th  serious ~nenta l  or physicnl conditions and persons with signihcant behavioral 
problems The ircating pJoi'itlcr must certily that the patient's age, condition or problem requires hospjtalization 
or gencral anesthesia i n  order- 10 safely and effectively perform the procedure. Other clei7trd .rervices, including 
[he charge for sL/rpt-)..  ;ire n t o t  coveicd unless specifically covered by the Plm. Prior- rei*icw: and cerf~/icu~ioij 
required 01- services will no1 be covered, iinless ireatrnent is for an er~ ierge iq~ .  

Dental Treatment Excluded Under Your Medical Benefit 
i n j u r y  relaied IC, chewing 01 biting 
Preventive dental care. diagnosis or trcatniunt of or related to the teeth or gums 
For diseasc due to infection or tumoi 
- Denial imphiits 
- Treaimcnt lor periodontal disease 
- 
- Orthodonlic braics 

. . 

Dental I ooi m i  in impli~nts or 1001 ciin:ils 
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- For TM.I disease: 
- Dental implants 
- Treatment for periodontal disease 
- 
- 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 rlirruhle ii?c~tlit.crl eqiiipmerzt and supplies required lor operation of equipment when 
prescribed by a doctor. Equipment may be purchased or rented at the discretion of the Plan. The P l m  provides 
benefits for repair or replaccincnt of the covered equipment.. Benefits will end when i t  is determined that the 
equipment is no longer medictillj~ 1 7 ~ ~ c e . s ~ u ~ j ~ .  Certain rlirrahk iiiedical equipment requires prior review and 
certijiccitioii 01 seivices will not be covered. 

Durable Medical Equipment Ex c I u s io n s 
0 Appliances that serve no medical purpose or that are prirnarily for comfort or convenience 

Repair or ieplacement of equipmcnt due to abuse or desire for new equipment 
Rental or purchase of ~vhcclchairs, hospital type beds, oxygen equipment (Including oxygen), ~nsulIn 
pumps, Glucowatch and Autosensors, nebuli7ers and supplies related to the use of nebulizers and other 
diu able nie~/iical eqitipnieirr, subject to the following: 
- The  equipment miisr be prescribed by a physician and needed in the treatmen1 OS 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 
necessary to restore  he 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 siandard models, as determined by RCBSNC; 
The  P h  wil l  pay benefits, ildctcrinined to be n7etlicrr/lj~ tiecessnry, for ONE of the following: a 
man u a 1 w heelc h a i r , a in o t oi-ized wheelchair ~ or mot or  ized scoot er . 

BCBSNC will pay benefits for rhe replacement of any rli~rnble ineclicnl eqi~ipnie.nt subject to the proof of change 
in a medical condition or that  the cqtiipment is no longer usable or  repail-able. 
Eye Exams 
The Pluii provides covcrage for one routine comprehensive eye examination per heizefir period Diagnosis and 
treatlment of inedical condi~ions of the eye, and drugs administered for purposes other than for a visual 
examination, are not considered to be part o l a  routine eye exani and are subject to the benefits, limitations and 
exclusions of' the Y l ~ i i .  

- 
- 

Eye Exams Exclusion 
Fitting for contact  lenses. glusses 01- other hardware. 

Home Health Care 
Home /ie(ilt/i care services. such ;IS professional serviccs of 21 r.egistered iiirrse ( R N )  or licen.sr~ilprciericol iirjrse 
( L P N )  for visits totaliny 8 hours ;I day. arc covered by the P/rri? when the tmwiher is /ror~ieboiri7ddue to illness or 
injury ] l o i i w  heulth c~i re  requires p i o r  r-eiYnv and ~-er-tificurion or services will not be covered 

Home Health Care Exclusions . Honiemaker scrviccs. such ;is cooking and housckccping 
Dictitjan selvices or meals . Services t h a t  ai-e provided by a close relative or a member of your household. 

Home Infusion Therapy Services 
Holne infusion thci.npy is covered for the :tdministration of pwsc-riptioii c l i u g ~  directly into a body organ or 
c;i v i  {y or vi ;i I n t 1 a vcn o I I  s . in I r i3 pi n ;I 1. i 11 I r ;I m usc u 1 a r. sit bc u t :I n co cis 0 r e pi d u ra I ro 11 t es. under a pl a n prcscr i be(j 
L y  ;I ~/octor.. These Services rntisf be provided under the supervision of an  RIV or L.PAi. Home infusion therapy 
jequjrespiior r c ~ i c ~ i ~  nntl c i  ~ r J i c c i t i c ~ i i  o r  services will not be covered. 



Hospice Services 
* Your coverage provides benefits for hospice services for care of a terminally i l l  inernher 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 docfor that provides an integrated set 
of services and supplies designed lo give comfort, pain relief and support to terminally il l  patients and their 
families.. 
Hospice Services Exclusion 

Homemaker services, such as cooking, housekeeping, food or meals. 
Medical Supplies 
Coverage is provided for irieriicul supplies such as ostomy supplies, catheters, oxygen and diabetic pump and 
pump supplies (needles, syringes, teststrips are covered under the pharmacy plan). To obtain irredical 
supplidequipment,  please find a provider on the BCBSNC Web site at www.bcbsnc.comlmernbers/duke-energy or 
call BCBSNC Customer Seivice. 

Medical Supplies Exclusion 
. MedicalsLippli'es 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 eliminate motion of a weak or 
diseased body part, are covered if n~en'icolly iiecessnry and prescribed by a provider. Foot orthotics may be 
covered only when custom molded to the patient. Charges for custom built orthopedic shoes when n7edicnl!y 
necessary must be prescribed by a doctor and limited to two (2) pairs per calendar year. Orthotic devices for 
correction of ~~osiiiorinlplr/giocc~~/inl~v, including dynamic orthotic cranioplasty (DOC) bands and soft helmets, 
are sub.ject to a benefit l imi t .  

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

Private Duty Nursing 
The P / m  provides benefits for  1 ? 7 ~ d f ~ i ( . ~ I l y  r ~ ~ c r ~ ~ m y  private duty cervices of ;in R N  or L P N  when ordered by your 
doctor. Prior t esicw niust be requested and cettrfitafioti Inus(  be obtained or services will not be covered. These 
services are always subject to the h/uc / ibIe  and coir:I1sziroiice, regardless of location of service. 

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

Prosthetic Appliances 
The P l m  provides benefits for the purchase, fitting, adjustments, repairs, and replacement ofprostlzeric 
~pp l imces .  The ytosthetic upplimces must replace all or part of a body part or its function. ?-he type of 
prosthetic U , 9 / J h I l C C  will be based on the functional level of the nieiiiber. Therapeutic contact lenses may be 
covered when ~ised 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 n/r,gv-y Certain / ~ r o . ~ ~ / i e ~ I " c  ripplirrnces 
require prior reirie,v and cert!/iccition or services will not be covered 

Prosthetic Appliances Exclusions 
. Dental appliances except when riicr/icu//j~ riece,ssar)i for the treatment or temporomandibular ,joint 

disease 
Cosi?iciit improvements, such as  implantation of hair follicles and skin tone enhancements 
Lenses for keratoconus or any other eye procedure cxcept as specifically covered under the Pkii1. 

- . 
Surg&ai-Benef its 
Surgical benefits by a professional or facility p i o i : i h  011 a n  inputiei7t or  or/tpoticrit basis. including prc-operatjve 
and post-operative care and carc ol'complicntions, are cobered Surgical benefits include diagnos!ic mrgery, such as 
biopsies, sigmoidoscopies a n d  colonoscopies, and reconstructive . s i / rpr i '  performed to correct ( olrgrniral defects 
that iesult in liinctional impairment of newborn, adoptive and foster children. 
Certain surgical prot:edures, including those that are potentially c o ~ n i ~ ~ / i c ,  ieqiiire prior i o i w i v  and cc~tr/Iturlo?7 or 
services will not be covered 
Multiple surgical procedures perlorrned on [he same date 01 service and/or during t h e  s;iine patient encounter, may 
not be eligible for separate reiniburscinent. For information aborit coveragc of multiple surgical procedures, please 
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refer to BCBSNC's inedical policies, which are on the BCBSNC Web site at www.bcbsnc.comlmemberslduke-energy, 
o r  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 doctor and administered by or under the supervision of a doctor other than the attending surgeon 
or assistant at .surgery. Separale 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 Pluii provides for the rollowing services related 
to mastectomy surgery: - 
0 

Please note that the decision to discharge the patient following mastcctomy x i rge iy  is made by thc attending 
physician in consultation with the patienl.. 
The benefits described above are subject to the same c/ehrctihkr, copuyme/~t 01 C O ~ ~ I ~ Y N I I C ' P  and limitations as 
applied to other incdical and surgical benefits provided under the P h i ? .  

Reconstruction of the breast on which the mastectomy has been pcrlbrmed 
Surgery and reconstruction of the nondiseased breast to produce a symmetrical appearance without regard 
to the lapse of time betwccn the mastectomy and the rcconstructivc siwgery 
Prostheses and physical complications of all stages ol' the mastectomy, including lymphedemas. 

IkKGP!.?? 
The  Plun provides coverage for the following therapy services to promote the recovcry ol' a rr.re/iibet from a n  illness, 
disease or  injury. A doctor or o~herprofessior~alpro~~i~k.r must order these services. 

Short-Term Rehabilitative Therapies 
The following therapies are covered only for treatment of conditions that are expected 10 result in significant 
clinical iniprovement i n  a nrenrber's condition: 

- Speech thcrapy. 
Benefits are limited to a combined in-/ie/ir~ork and out-c?/-rrertvoil(~r/i he/W/ l l  pel i d  visit niaxinium for thc  following 
categories o f  therapies: occupational and/or physical therapy, speech therapy, chiropractic services o r  any 
combination of these therapics These visit limits apply in all places of service cxcept inpriiwr (c  g . outpnrienr, 
olIice and home) regardless of the type of provi(ker (chiropractors, other (lectors. physical therapists). .S/wrt-rerm 
iehubilitcrtive rl7~rupy received while a n  i n ~ ~ a t i e n t  is not included i n  the ho7c./ir period ~ U . \ ~ I I ~ W I I  

Other Therapies 
The Phi? covers: . Cardiac rehabilitation therapy . Pulmonary and respiratory therapy . Dialysis treatment . Chernotlieiapy, inclutfing intravenous chcmothe~-apy. For bone marrow or pcriphcral blood stein cell 

transplirn IS, see " Tiunsplun [s." 

Occupational therapy andlor 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 rci+w and certificotion, based on meeting the 
American Sociely 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, toileling, 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 
adniinister 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 1x1s been specifically trained to interacl with the 
autistic patient and certilied by a licensed medical provider as capable of working with rhe child. (This 
benefit is payable up to .8.50,000 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 lo 
$5,000 during the lifetime of the patient.) 

Therapy Exclusions 
Cognitive therapy . Speech therapy for stammering or stuttering 

___...._ Transplants 
The P l m  provides benefits for t r c ~ n s p l ~ ~ i ~ ~ s ~  including hospiral and prolessional services for covered tratzsp/oiir 
procedures The Plan provides care management for trar7s~~lant services and will hclp you find a hospiral or Blue 
Quality Center for Transplants that provides the r r a q h n t  services required Travel and lodging expcnses may be 
reimbursed, based on BCBSNC guidelines that are available upon request from a ~ I . N I I . S ~ / U I I I  coordinator. 
For a list of covered transplants, call BCBSNC Customer Service at the number listed in “Whom Do I Call?” to 
speak with a n-msplunt coordinator and requesr piior review Cerrifict~tion must  be obtained in advance from 
BCBSNC for all tr.ai~splant-rela ted services in order to assure coverage of these services. 
If a li-ansplnnt is provided from a living donor to the recipient nwvtber. who will receive the ~runsp lm~:  . Benefits are provided Tor, reasonable and necessary services related to the search for a donor up 10 ;I inasiniiim 

of $10,000 per iru17sp/unt~ However, othcr costs related to evaluation and  procurement are covered up I O  the 
recipient niember’s coverage limit 
Both the recipient and the donor are entitled to benefits of this coverage when the recipient is a l i lPl77/?(’1~,  

Benefits provided to the donor will be charged against the recipient’s coverage, if they don’t have coverage for 
same elsewhere. 

. 

Some transp/unt services are i17i~csriyutiotzril and not covered for some or all conditions or illnesses Please see 
”Definitions” lor an ex p la n ti I i on of in wsr /got 101io/ 

Transplants EXCliJSiOnS . 
. 
. . 

The purchase price of the organ or tissue i f  a n y  organ or tissue is sold rather t h a n  dbnated to the iecipiel.rt 
meniher 
The  procurement of organs, tissue. bone marrow or pcripheral blood stein cells or any othcr donor services 
i f  the recipient is not 21 tmwibcr  
‘liNi1splrii7r.~, including high close chc.mo~herapy, considercd P Y / X I . ~ I I I ~ I I I U /  or iiii:e.vrigLir,olici/ 
Services for or related to the transpl;\ntation of animal or artificial organs or tissues. 
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~ _ _ _ _ _ _ _ _ _  Mental Health And S u b s t a n c e e s e  Services 
The Plan provides benefits for the treatment by a of meatal illness and substance abuse by a hospilul, doctor 01' o t k r  
provider. Your coverage for in-iiefwork iiipatienl and oulputient services is coordinated through Magellarl Behavioral 
Health. 
Separate visit limits and benefit maximums may apply and are combined for in- and our-of-nerivork services See 
information on oflice visit benefit maximums below. 

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

Evaluation and diagnosis 
Medically necessary biofeedback and neuropsychological testing 
Individual and family counseling 
Group  therapy. 

The following rules apply to mental health oflice visi[ benefit niaxiniunis: 

Outpatient Services 
Covered outputiet'nl services when provided in a mental health or substance abiisc treatment facility include: 

Each service listed in this section under office visi! services 
Partial-daylnight hospitaliLation services (minimum 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). 

lnpatienf Services 
Covered inpaiietit treatment services also include: 

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 a n  o//;ce 
visi1 will count as one visit. 

Each service listed in this scction under qffi'ce vicif services 
Semi-private room and board 
Detoxification to treat substance abuse. 

Please note benefits for iiipuric~nr and outpatienr i?iedicrrl cure are limited to one visit per day 
How To Access Mental Health And Substance Abuse Services 
Prior i.evieit: by Magellan Behavioral Health is not required for ojfke visit services, or for services froin a n  
o~ri-qf-i~erii~ork proi~ider which will be paid at the our-of-nerivork benefit level. Although prfor i.evieiv is not 
required for eiiiergency situations, please notify Magellan Behavioral Health of your inpatienr admission as soon 
as reasonably possible. In addition, if y o u  choose to receive nonemergency iripufient or oufporienr services froin 
a11 in-izerivork provider without requesting prior review and receiving certijicorion from Magellan Behavioral 
Health, you  will receive coverage at  the our-of-neiivork benefit level and will be responsible for the difference 
between the ullowed atnour~i and the provider's ful l  charge.. 
When you need iiipciiient or otrrputien/ t reatinent, call a Magellan Behavioral Flealth customer service 
representative a t  the number listed in "Whom Do I Call?" The Magellan Behavioral Health customer service 
representative will refer you to an appropriate iti-izerwot li prosider and give you information about prior revieii, 
and cert$cittion req tiircments. 
Mental Health And Substance Abuse Services Exclusions And Limitations - Psychoan a lysis 

Counseling with relatives about a patient with tnentc~l ilka.ss, alcoholism, drug addiction or chemical 
dependency 
Itipuiient confinements that are primarily intended as a change of environment 
Mental health services received in residential treatment facilities 
h4ental health coi.prpf/.seriijTpI. are subject to the inedical rlrhrc/ihle a n d  apply toward the medical 
c~ i t~~ i~rc i i i ce  i ~ ~ u ~ i i i i i i n i  
Substance abuse coiier-ecl.seti,ice~\ are siib,jcct to the medical ricidi~ctihle and d o  not apply toward thc iiie~jil;:]] 
L O l I I . S 1 i ~ " U i l L  e I I I c I s ~ l I 1 L 1 I 1 1  

- 
. 
. 

1 6 
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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, T o  understand all of the exclusions that apply, read 
"Covered Services," "Summary Of Benefits" and "What Is No t  Covered?" In addition, the Plurz does not cover 
services, supplies, drugs or charges for: - 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 Pluii 
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 o f a n  employer, a mutual benefit association, labor 
union, trust or similar person or group 
Dates of service received prior to the inei?iber's effective 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 a medical doctor 
Administrative charges billed by a provider: including charges for telephone consullalions~ failure to keep ii 

scheduled visit, completion of claim forms, obtaining medical records, and late payments 
Costs in excess o f  the al la~t~ed  uniormt for services usually provided by one doctor, when those sei-vices are provided 
by multiple ri0croi.c. or riieriiciil cure provided by more than one ~loctor. for treatment of the same condition 

Claims not submitled to BCRSNC within 18 months of the date  the charge was incurred, except in the absence o f  
legal capacity of the riieriiber 
Contraceptives, including oral and injectable coritraceptives, contraceptive devices and long-term rcvcrsi ble 
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 or your employer. 
Convenience items such as. but not limited to, devices and equipment used for environtnental 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 ,siirger,v for 
psychological or emotional i'casons, except as specifically covered by the Plan 
Services received either before or after the coverage period of the PIuri, regardless of when the treated condition 
occurred, and regardless of whether the care is a continuation of care received prior to the termination 
Cri.stor/jaicare designed essentially to assist an individual with activities of daily living, wi th  o r  without routine 
nursing care and the supervisory care ora docior 

D 
Denraiservices provided in a /~o.s~~iiui, except as specifically covered by the Plutt, when a h a z a r d ~ u s  condition exists 
at the Same time. o r  covered oral \urget;v services ai-e required at the same time as a result of a bodily injury, Dental 
care. dentures, (]ental impl;ints, oral orthotic devices, palatal expanders and orthodontics except as specifically 
covered by ihe Plarr. 
The  following drugs: 

- 

C 

Prescripiioii drugs except as specifically covered by the Plaii 
In,jections by a hcaltli care professional of injectable prescriptioii drugs which can be self-adininistered: unless 
medical superbision is required 
Clojiiiphene (e g ~ Clomid), nienotropins (e g , Repronex) or O t h e r  drugs associated with conccplion by artificial 
means 
E\-1"tit17enroldru~s 01- a n y  drug not approved by the Food and DI ug Administiatinn (FDA) for the app1ic:able 
di;lgnosis or t i  eatinent. However, this exclusion does not apply to  /7rescripiioii h g s  used in covered phases I ] ,  

. 

. 
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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 .service.s in the case of an emergericy 
Services that would not be necessary if a noncovered service had not been received, except for en7ergency services in 
the case of an C J ~ ~ Y ~ E I I C ~  

The following equipment: 

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

F 
Rou~iize foot care that is palliative or cosi?ielic. 

G 
Genetic testing, except for high risk patients when the theiapcutic or diagnostic course would be determined by [he 
outcome of the testing 

Hearing aids or examinations for the fitting of hearing aids except as specifically covered by the P l m  
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. Inporienr 
admissions primarily for the purpose of receiving therapy services, except when the admission is a continuation of 
treatment following care at a n  inpurriai~ facility for an illness or accident requiring therapy. 
Irzvestigational services in nature or obsolete, including any service, drugs, procedure or treatment directly related to 
an inves1igntior7al treatment, except as specilkally covered by the Plrm 

services provided and billed by a lactation consultant 

Services o I- s t i  p pl i es tl eemed not nierlical/y nece wwy 

Any treatment or regimen, medical or surgical, for [he purpose of reducing or controlling the weight of a I I I P ~ H & ~  0 1  

for treatnient of obesity, except for surgical treatment of morbid obesity, or as specifically covered by the Plun 

P 
Care or services from a p t o d e t .  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 

T 

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 
Provides and bills for services Irom a licensed hca l~h  care professional who is in training . . 1s a i i ier i ihrr ’s  immediate fan i i ly .  
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R 
T h e  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 Plan 

Services or supplies that are: 
Not  performed by or upon the direction of a doctor or orher provider 
Available to a iireniher without charge. 

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

T 
The following types of therapy: 
. 
- Muintenmice therapy 

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

The following vision scrviccs: . 

S 

Music therapy, remedial reading, recreational or activity therapy, 311 forms of special education and supplies or 
equipment used similarly 

V 

Radial keratotomy and other refractivc eye S L I ~ ~ C I : ~ ,  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 prcmium 
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 o r  contact lenses, except as specifically covered in ' *Pro~t i ic~ic  Applimices" 
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 01 ally are excluded. 
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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 arc concurrent revicws. 
BCBSNC will communicate concurrent review decisions to the hospiral or other facility within three business days alter 
BCBSNC receives all necessary information but no later than IS days after the request. If BCBSNC does not provide 
cerr$cn1iori of a health care service, BCBSNC will notify you, your Irospirnf.~ or other facility's U M  department a n d  your 
provider. Written confirmation of the decision will also be sent to your home by U.S.. mail. 
For concurrent reviews, the P h i  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 revicw 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 o r  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 
treatrnent ends, BCBSNC 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 rcvicws the coverage of health care services after you rcceivc them (retrospective reviews). Retrospective review 
may iiiclude a revicw to dctcnnine i f  services received in an emergency setting qualify as an etn~'rgen~.v. BCBSNC will make all 
retrospective review decisions and notify you of its decision within a rcasonable time but no later than 30 days from the date 
BCBSNC rcceivcd the rcquest When the dccision 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 bascd on inedrcal rietessiiy and whether the service 
received was ii benefit under this Plutz.. BCBSNC 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 to make a dccision. You will then have 90 days to providc the requested information As soon as 
UCBSNC receives the requested information, o r  a t  the end of the 90 days, whichever is earlier, BCBSNC will make a decision 
within 15 days Services that were approved in advance by BCBSNC will not be subject to denial for riier~rcrrliiccc~~rsir~~ once the 
claini is received, unless the certification was based on a material misrepresentation about your health condition or you wcre not 
eligible for these services under the Plan due to termination o f  coverage or nonpayment o f  premitinis All other services may bc 
subject to retrospccrive review and could be denied for rnetficnl tiecessily or for a benefit timiration or exclusion. 

M ~ r i i b ~ ~ r s  with complicated and/or chronic medical needs may, solely at the option of RCBSNC, be cligible for care 
management services Carc management (or case management) encourages riwnihers with complicated or chronic medical 
needs, their providers, and the P h i ,  to work together to meet the individual's health needs and promote quality outcomes. To 
accomplish this, rr7oi7her-s cnrollcd in or eligible for care management programs may be contacted by BCBSNC or by a 
reprcseiitative of BCBSNC The P l m  is not obligated to provide the samc benefits or services to a ii7onhc~r at a later date or i o  
any other ~ v ? 7 b e t  Inrorniation about these services can be obtained by contacting an in-rierwod< PCP or i ~ - r i c > / i ~ ~ r k  speLicili,sr 
or by calling BCBSNC Customer Service. 

Q???MaP.?9.?InE!! 

C ont inu ity-Of. cars 
Continuity ofc:ire is B process t h a t  allows 1 7 1 ~ ~ 1 n h e r ~  with ongoing special conditions IO continue rccciving care from an 
o i r r - " / - i 7 ~ r i i : o r / ~  prari&r, whcn the r77ernher's emplojw changes plans or whcn their provider is no longer in the Blue Options 
network. I f  your  PCY or specidis/ leaves the BCBSNCprovider network and they are currently trcating you for :in ongoing 
special condition thi tr  mccts RCBSNC continuity of care criteria, BCBSNC will notify you 30 days before the provider's 
rei iiiination, iis Ions its BCBSNC receives timely notification from the provider To be eligible for continuity of care. the i~iember 
must be rtctivcly being seen by the oirr-oJ-rzeric~orliprovir/er for an ongoing special condition and the p t  oiw/c7r must agrce to abide 
by rhe P / d s  requirements for continuity of care. An ongoing special condition means. . ill tlic c;isc of ;in acute illncss, a condition t h a t  is scrious enough to require m~iic-nl corc or ~rcatmcnt to avoid a reasonable 

possibility of death or permanent harm, - in  the case of ;i chronic illness or condition, a disease or condition that is life-threatening, tlcgencrarivc, or tlisabling, and 
requires r i i d i c o /  (me or trcatmcnt over ii prolongcd period of time; - i n  the citse ofprcgnancy, thc second and third trimesters of pregnancy, - i n  the (.;ise of :I ierniin;iI illness, a n  inclividual has ;I mcdical prognosis that tlic tii?rr7~~e~'\ life espcc1;lncy i s  six munths 01 

Icss 
Thc ~~llowcd ti;tnsirioiial pcriod shall exrcntl up to 90 days, as dcrerniincti by thc providpt,,  cxccpt in thc ciises of. . scheduled w ~ ~ ~ r  1, organ tr~insplantation, or inptrrio?r care which shall cstentl through the datc of discharge ;ind 

post-disc h;ir_rc foiiO\t~-up care or oilicr rripi/ien/ care occurring wi th in  90 days o f  the d a t c  of (1isch;irCc. and 
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Continuity of care rcqucsts 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 inetnber's in-network benefit levcl. Continuity of 
carc will not be providcd 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 1 Call?" for 
additional inforrnation 

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 
treatment of the terminal illness. 

__ Further Review Of Utilization -. Management Decisions 
I f  you  receive a izotrcerljficotion as part of the prior review process, you have the right to request that the P/an review the 
decision through thc grie1lcinc.e process. Rcfer to "What if You Disagree With A Decision?" 

For IIM and the first lcvcl griei!mce review for it7ppciJienl and outpatient mcntal health and substancc abuse services, Magellan 
Behavioral Health is responsible. Claims determinations and second level grievance review are provided by RCBSNC. 

In an effort to allow for continuous quality improvement, BCRSNC 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 rnernbers. They 
also hclp BCBSNC keep pace with the ever-advancing medical field. Before implementing any new or reviscd policies, 
BCBSNC reviews professionally supported scientific literature as well as state and federal guideljnes, regulations, 
recommendations, and requirements BCBSNC thcn seeks additional input fromprovirlers who know the needs of the patients 
they scrve 

Delegated Utilization Management ~ 

-~ Evaluating New Techno1og.y ~ .... 
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In addition to the UM program, the Plan offcrs a grievance procedure for members. Grievances include dissatisfaction with a 
claims dcnial or any decisions (including an appeal of a noncerrificalion 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 griemnce process. The grievunce proccss is voluntary and may be rcquested by the member or an 
authorized rcprcscntative acting on the riieriiber'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" (i.,e", the 
authorizcd rcpresentative 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, tlicrc arc specified time frames for filing a grieva,.ce and for notifying you or your provider of the 
decision The review must be requested in writing, within 180 days of a denial of benefit coverage (the initial claini denial or the 
first level grietwnce revicw decision). 
Any request for revicw should includc: 

Employee's ID number - Patient's name 

Steps To Follow In The Grievance Process 

Employcc's mine 
Any other information that may be helpful for the review. 

The nature of the grievance 

To request a form IO submit a request for review, visit the BCBSNC Web site at www.bcbsnc.comlmembers/dukc-energy or call 
BCBSNC Customer Service at the number listed in "Whom Do 1 Call?" 
All correspondence related to ;I rcquesi for ii review through BCBSNC's grievunce process should be sent to: 
BCBSNC 
Customer Services 
PO Box 2291 
Durham, NC 27702-2291 
In addition. members may also receive assisiance with g+vr/nces from the Managed Care Patient Assistance Program by 
contacting: 
Managed Care Patient Assistancc Program 
9001 Mail Service Ccntcr 
Ralcigli: NC 27699-3001 
Tel: (919) 733-6272 
Tel (toll free in NC). 1-866-867-6272 
Email. MCPA@iicdoj gov 
Following such request for icview, a review will be conductcd by BCBSNC, by someone who is neither the individual who 
made the original claims dcnial that is the subject of the gr icvut~ce~ nor the subordinatc of such individual. The denial of the 
initial (:laiin will not have a n  effect on the revicw I f  a claims dcnial is bascd on medical judgment, including dctcrrninations 
wiih rcspcct t o  whcther ;I p;trticulai treatmeni, druz or other iiem is euperinienfal. izve.srigorio/in/, or not tiietlicnl/y neces.wry or 
appropriate, NCBSNC shall consult with il hcalih care professional wiih an appropriate level of training and expertise in the 
field of incdicine involved (as detcrmincd by BCBSNCj who was not involved in the initial claims denial and who is not a 
subordinatc of any such individual 

First Level Grievance Review 
BCBSNC will provide you with thc namc, address and phunc number of thc grievotzce coordinator within three business 
days aficr receipt of il review rcqucst I3CRSNC will also give you instructions on how to submit writtcn matcrials. For 
griei'(ri/ca.r concerning quality o f  health care. a n  acknowlcdgenient will be sent by BCBSNC within five business days. 
Although you are nor allowed to attend ;I first level gripvurice review, BCBSNC asks that you send all of the written 
rnatcrial you feel is necessary i o  make i l  dccision l3CBSNC will use the material provided in the rcqucst for rcvicw, along 
wit11 other available information. to reach ii dccision. YOU will be notified in clear wlittcn terms of thc decision, within a 
reason:ible time but no later t h a n  30 days Iron1 thc date BCBSNC rcceivcd the request You may then request all 
inform;ttion t h a i  w;ts relcvant to the review 
Second Level Grievance Review 
Since il1e P/mi is subject to ERISA,  ihc first lcvel s ~ i c v o / i c ~ ,  revicw is the only level that you must complcte before you can 
pursue your g~ievtri7c.e i n  a n  action in federal court 
Otherwise, i f  you arc dissatisficd with ihe tirst level g r r c i ' m ~ e  ieview dccision. you have the right to a second level g / i e v m (  e 
r.evic*w Second lcvel g r i c i ~ r i i c c r  arc noi allowcd lor benefits or services thiii are clearly cxcludcd by this bcnefit booklet or 
qualiiy of care conipl;iints Within icii bt~siness days after UCUSNC rcccives your rcqucst for a second lcvcl pi i c ~ v o n c . ~ ~  
ieview, the following inforniat ion will be giwn i o  you. - Nilme, address and tclcplione nurnbcr of ilic X I  i c J i l i / i ( c '  roordinaror . .A, statcineiit of your rights, inc:luding the  right io. 
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I. 

- 
- 
- 
- 
- 

request and rzceivc from BCBSNC all information that applies to your case 
attend thc second level grievunce review meeting 
present your case to the review panel 
submit supporting material before and at the rcvicw meeting 
ask questions of any mcmber of the review panel 
be assisted or represented by a person of your choosing, including a family member, an employer representative, or 
a n  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 experts, will be held within 45 days after BCBSNC receives a second level grievunce review 
request. You will receive notice of the meeting date and location at least 15 days before the meeting. You have the riglit 10 a 
full review of your grievance 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 or nonexpedited) shall be wholly or partially denied at either the first level grievance or the 
second level grievance revicw. a written notice shall be provided to the meviber worded in an understandable manner and 
shall set forth: 

The specific rcason(s) for the denial 
Reference to the specific the PIm provisions on which the decision is based 
A statement that the / l ? P n ? b f Y  is entitled to receive, upon request and without charge, rcasonablc access to, and copies 
of, all documents, records and other information ielevant to the n7nnbcr's claim for benefits 
llapplicablc. a statement describing a n y  voluntary appcals proccdurcs and the nie/nber'.r right io rcceive information 
aboui the procedures iis well as the 17icri~her"'s right to bring a civil action under Scction 502(a) of ERISA following an 
adverse deteimination upon review 
A copy of any internal rule, guidclinc. protocol or other similar crircria relied on in making the decision or a statement 
that such specific rule. guidcline: protocol. or other similar crircria was relied upon i n  making the decision and that this 
will be provided without cliargc upon request 
I f  the decision is based on r,iedirrr/tiere'isi:~~ or e>\p~>);/tien/u/ trcatnient or a similar exclusion or limit, either an 
explanation of the scieniific or clinical judgineni for the determination, applying the terms of the Plun to the nieinber's 
riicdic:il circunistaiiccs, or a statcmcnt that such cxplnnaiion will be provided without charge upon request; and 
The following staiemcnt. "You may have other voluntary alternative dispute resolution options, such as mediation. 
One way to find out what may be available is to contiact your local IJ S Department of Labor Office and your State 
insurance regulatory agency." 

0 . 
- 
- 
- 

Expedited Review 
You have the right to ii more rapid or expedited review of ii denial of coverage if a delay. (i) would reasonably appear to 
seriously jcopartlize your or your dcpcndent's life. hcalth or ability to regain maximum function, or (ii) i n  the opinion of 
your provider, would subject you or your dependent to severe pain that cannot be adequately managed without the 
requestcd care or treatment You  can rcqucst an cxpedited second level review even if you did not request that the initial 
review be expeditcd An expedited review may be initiated by c;alling BCBSNC Customer Service at the number given in 
'Whom Do 1 Call?" An expedited review will i a k c  place in  consultation with 3 medical doctor All of the sameconditions 
for a first level or second level grievontc review apply to an expedited review, except that the review meeting will takc place 
through il confelcnce call or through written communication DCBSNC will communicate the decision by phone to you 
and yourpr,ovidcr. as soon as possible, taking inio account the nicdical circumstances, but no latcr than 72 hours after 
receiving thc request A written decision will be cominunicaicd within four days after receiving the request for the expedited 
appeal Information initially given by telcphonc must also be given in  writing. 
After requesting an expedited review, the PIun will remain responsible for covered hcalth care services you are receiving 
until you have been notified of thc rcvicw decision 
Cor respondence rclated to a request lor ii rcvicw throuSIi tlrc / ' / w i ' v  ,griciwric~e~ process should be sent 1 0 .  

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

_ _  Deleg?!!?! AF?Pe_alS 
Magellan Behavioral Health is responsiblc for thc lirsi I c \ ~ l  griritrncc, review lor inpu/ivn/  and o ~ / / p r / / k n ~  menial health and 
substance abuse services Please lorw:ird written yr i c , i . o / rc  t i ) .  

M agell;a n Behavioral 1-1 ca I t  h 
Appeals Dcpartment 
PO Bos I619 
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Second level grievance review for inpnrrenr and oirtpatient mental health and substance abuse services is provided by BCBSNC 
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A discount from billed charges that reflects the average expected savings with your health 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 tlie estimated price 

The estimated or average price may be adjusted in the future to correct for over- or under-estimation of past prices. 
However, tlie amount you pay is considered a final price. 
Should any state cnact a law that mandates liability calculation methods that differ from thc usual BlucCard 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 - ___ 
lmmediatcly upon paying or providing any benefit undcr the Plim, tlie Plun sliall be subrogatcd to all rights of recovery a 
nrember has against any party potentially responsible for making any payment to a tiieniber due to  a nieitihzr’.~ injuries, illness or 
condition, to the full cxtent of benefits providcd or to be provided by the Plon. 
In addition, if a meniber receives any payment from any potentially responsiblc party as a result of an injury, illness or 
condition, the P l m  has the right to recover fiom, and be reimbursed by, the riiernher for all amounts the Plrm has paid and will 
pay as a result of that in,jury or illness, up to and including the full amount the r~~ernher rcceives from all potentially responsible 
parties The rnarnber agrees that if thc riieniber rcceivcs any payment from any potentially rcsponsiblc party as a rcsult of an 
in,jury or illness, the 177eniber will serve as a constructive trustee over the funds lor the benefit of the /‘/cui. I’ailure to hold such 
funds in trust will be deerncd a breach or the tnetnber‘s fiduciary duty to the Plun. 
Further, the Plim will automatically have a lien, to the cxtent of bcncfits advanced, upon any rccovcry whcthcr by scttlcment, 
judgnicnt or otherwise, that a niernber rcceivcs from any third party, any third party’s insurcr or any other source 3s a result of 
the mwber’s  injuries. The lien is in the amount of bcncfits paid by the Plirn for the treatment of tlic illncss, iiijury or condition 
for which another party is responsible. 
As used throughout this provision, the term responsibleparty means any party possibly rcsponsiblc for making any payment to 
a /netnber due to a wramber’s injuries or illness or any insurance coveragc Including, but not limited to, uninsurcd motorist 
coverage, underinsured niotorist coverage, personal umbrella coveragc, niedical payments coveragc, W O I  kers’ cornpensa tion 
coverage, no-fault automobile insurance coverage, or any first party insurance coverage 
The lien can be filed with or cnforced against any party who possesses funds or proceeds representing the amount ofbcnefits 
paid by the P k ~ n  including, but riot limited to, the metiher; the nieniher’s representative or agent, responsible party; responsible 
pal ty’s insurer. representative or agent; and/or any other source possessing funds representing the amount of bcnelits paid by 
the Plan 
The nieirrber acknowledges that the P k m ~ ~  rccovery rights are a first priority claim apinsr all potcntially responsible parries and 
arc to be paid to the Plrin before any other claim for the riie/iibcr’.s damages. The Pknz shall bc cntirled to full reimbursement 
first from any potential responsible party payments, cven if such paynicnt I O  the Plrin will result in a recovcry to  tlic nientbrr 
which is insufficient to make the nietnber whole or to compcnsate the rneri7hei in part or in whole lor tlie damages sustained I t  
is further undcrstood that the Plan will pay all fees xssociated with counsel i t  hires to represent its intcrests related to any 
recovery i t  may be entitled to, but i t  is agreed that the Plun is not required to participate in or pa!; court costs or attorney fees to 
any attorney hired by the niarnher. 
The terms of this entire right of recovery provision shall apply and the Pkin is entitled to full recovei-y regardless of whcther any 
liability for payment is admitted by any potentially responsible party and regardless of whcthcr the settlcmcnt or judgment 
received by the tneniber identifies the medical benefits tlic Plan provided The Plrrr7 is entitlcd to rccovcr f rom any and all 
settleni~nts or judgments, cven those designated as pain and suffering or non-cconomic damages only. 
The n7cw7her acknowledges that BCBSNC has been delegated authority by the Plun Adniitzis~riiror to asserI a n d  pursue the righi 
of subrogation and/or reimbursement on behalf of the Plrrn. The nirnih~r shall fully coopernie with BCBSNC’s cfforts to 
recover bcnefits paid by the P h i  I t  is the duty of tlic nieniber to notify BCBSNC in writing ofthe tncwiher’~ intent to pursue ;I 
claiin against any potentially responsible party, within 30 days of the date when any notice is givcn to any party. including an 
attorney, of the intcntion to pursue or investigate a clitim to recover damages or obtain compensation duc to injuries or illness 
sustai11cd by rhc t7ie1)iber. Thc tnernber s1i;ill provide all information rcqucstcd by BCBSNC or its reprcscnrative including, but 
not limited to, completing and submitting any applications or other forms or statcmcnts ;IS BCBSNC may reasonably rcqucst 
The urc~tiiher shall do nothing to prejudice the Yk,n’.s recovcry rights as hercin set forth This includcs, but is not liniired to, 
refr;iinj1ig from cntcring into any settlenicnt o r  recovery t h a t  ettcmpts to reducc, waivc. bar or cxcludc the h i l l  cost 01 a11 
bcncfits provided by the Pkrn 
In the event that any claim is made tha t  any part of this right of recovery provision is ambiguous or qucstions arise conccriiing 
the meaning or intent of any of its tCr‘mS, the rnernhar and the P k ~ n  agrcc thal [hc / ’ / f ~ n  f f d n ? h 5 r ! f 1 f o r  shall havc the solc 
authority and discretion to resolve all disputes regarding tlie interpretation of this provision. 
The t l l L ~ l ? h C ~ ”  ;igrccs that any legal action or proceeding with rcspcct to this provision m u y  bc brought in  ;uiy court of conipetcjit 
jiirisrfiction as BCBSNC may clcct Upon rcceiving bcnelits undcr tlic P h n ,  tlic n i ~ w i h 7 r  hcieby submits to each such 
jui-isdi(:tioil, wiiving wliaievcr rights may corrcspond to the nicwibu by re;rson of thc n i e n h j ’ x  present or luturc domicilc 
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ITIONAL TERMS OF YOUR COVERAGE(cont.) 

Notice Of Claim 
The Plnn will not be liable for payment of benefits unless proper notice is furnished to BCBSNC that covered.services have been 
provided to a tnetnber. I f  the member tiles the claim, written notice must be given to BCBSNC within 18 months aftcr the 
metnber iizcurs the covered wrvicr, except in the absence of legal capacity of the r77ernber The notice must be on an approved 
claim form and include tlie data necessary for BCBSNC to determine benefits. 

BCBSNC will provide an explanation of bcnefits determination to the rneii~her or the ti~ernber's authorized representative within 
30 days of receipt of a notice of claim if  the t)iet?iber has financial liability on the claim other than a ~ o p q m e r 7 1  (unlcss your P h  
tias chosen to provide an explanation of benefits for additional claims where the metnber does not have a financial liability 
other than a coplryrnenr). 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 extension, BCBSNC will notify the nretnber or the t u e r d w ' s  auihorized 
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 thc end of the 90 days, whichever is earlier, BCBSNC will make 
a decision within IS  days. 
Such notice will bc worded in an understandable manner and will include: - 

Notice Of Benefit Determination 

The specific reason(s) for the denial of benefits 
Reference to the bcnefit 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 
infomiation is needed 
A description of the review procedures and the time limits applicable to such procedures, including the n?embrr's right to 
bring a civil action under Scction 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 
deterinination or a statement that i t  will be provided without charge upon request 
I f  tlic denial of benefits is based on trrcdicnlnecessir~i or e.uperimetiru/ treatment or ;1 similar exclusion or limit, either an 
explanation of the scientific or clinical judgment, applying the terms of the health benefit plan to the r77en7ber's medical 
circumstances, or a statement that this will be providcd without charge upon request; and 
I n  the case of a denial 0 1  benefits involving 7rrger7r cure. a description ol'the expedited rcview process available to such 
claims. 

- 

IJpon receipt of a denial of benefits, you have the right to file a gri~3vnnce with BCBSNC See "What I f  You Disagree With A 
Decision?" for more i n forma t ion. 

Lirnitatip_c-EAc!ks 
Since the P / m  is subjcjcct to E H f S A ,  you must only exhaust t h e  frrst level grievancr review process lollowing the Norice of Claim 
requirement Please see "What I f  You Disagree With A Decision'?" for details regarding the grieiwice review process No legal 
action may be taken later than three years from the date co iwe t l se r i kxs  are incurred 1-lowevcr, i f  you are authorized to pursue 
an action in federal court under ERISA, and you choose to pursue a second level grievotrce review, the three-year limitation is 
temporarily suspended until that review has been resolved 

~ Coordination _.___..._.____ Of Benefits _ _ _ _ ~ - -  (Overlapping - Coverage) - 
I f  a r~iemhcr is also enrolletl in  another group health plan, the PIrrrz may coordinate benefits with the other plan Coordination 
of benefits (COB) mcans that if a niotrber is covered by more than one insurance plan, benefits under one plan are detcrmined 
bcforc the benefits are determined under the second plan Thc plan that dctermines bcncrjts first is called the primary plan The 
other plan is called the secondary plan, Bcncfits paid by the sccondary plan may be reduced to avoid paying benefits between 
tlie two plans that are greater than the cost of the health care service. 
Most group health insurance plans includc a COB provision. 'The rulcs uscd to determine which plan is primary and secondary 
are lisrecj in the lollowing chart The "participant" is the person who is signing up for health insurance coverage 
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P T h  en 
youp health plans, and 

t COB provision 

jarticipant under one plan 

h e  plan does not have 

The person is the 

The plan w i t l i o u ~ O B  is 

The plan covering the person as tlie participant is 
The plan with COB is 

The plan covering the person as a dependent is 

Primary 

Yes 

Yes 

ind a dependent under the 
)ther 
The person is covered as a 
Jependent child under 
30th plans, including when 

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

The plan of the parent whose birthday occurs earlier in the 
calendai year (known as the birthday rule) IS  

-The plan of the parent whose birthday IS later in the calendar 

Yes 

The plan of the other parent is 
Note. If there is a court decree that requires a parent to assume I Yes 

year is ~areii ts  are divorced or 

The person is covered as a 

:ustody 
The person is covered as a 
jependent child and parents 

with no court decree for 
ire divorced or separated 

Yes 

covcrcd the parent longer is 
The custodial parent's plan is 
The plan of the spouse of the custodial parent is 

spousc's plan, the plan of the spouse is 

Yes 

Yes Or, if the custodial parcnt covers the child through their 

laid-off or retired employee 
or that eniployce's dependent. 

or the dependent of a laid-off or retired employee 
Note This rule does not apply if i t  results in a conflict in 

employee or as that employee's dependent 
The plan that covers a person as a laid-off or retired employee I 

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

.. 
determining order of benefits 
The plan that has been in effect longer is 
Thc  plan that has been i n  effect the shorter amount of time is 

Yes 

Secondary 

Yes 

Yes 

-- 
Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

NOTE: Payment by BCBSNC under the Pkrn takes into account whether or not theptovider is a participatingproi~i~ei If 
the P / m  is the sccondary pian, and the nicinbcr uses a participatingy,.o~if/er, the Plrm will coordinate up to the nNoived 
~tnozui/. The participatingpr-o1,ir~ef,- has agreed to accept tlie fi/lon:edaiiiozr)lr as payment in full. 
BCBSNC may request information about the other plan from the nwmber A prompt reply will help BCBSNC process 
paylnents quickly There will be no payment until primary coverage is deterniincd. i t  is important to remember that even 
when benefits arc coordinated \ k i t h  other group health plans, benefits for coveredservices ale still subjec.t 1 0  program 
rcquircnicnts, such as prioi, r w w w  and cerl$cuiioii procedures. 
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ALLOWED AMOUNT - the charge that BCBSNC deteimines is reasonable for cowredservices provided to a inember. This 
may be established in accordance with an agreement between theprovider and BCBSNC. I n  the case ofproviders that have 1lot 
entered into an agreement with BCBSNC, the allowcd amount will be the lesser of the provider's actual charge or a reasonable 
charge established by BCBSNC using ii methodology that is applied to coinparableprosidrrs 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 hy means of a specially dcsigned and equipped vehicle used only for transporting the sick 
and injured, includes ground and aircraft 
AMBULATORY SURGICAL CENTER - a nonhospi irr /~~/ci / ; t~ with an organized staff of doctoi~s, 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 ourparietlr basis 
b) Provides nursing services and treatment by or under the supervision ofcloctors whenever the patient is in the facility 
c) DOCS not provide inpatieill accommodations 
d)  Is not other than incidentally, a facility used a s  an office or clinic for the private practice of a doctor or otherprovider 
-~ BENEFIT - __ __ PERIOD - the pcriod of time, as stated in  the "Summary Of Benefits," during which charges for corwedservices 
provided to a member must be inczrrred in order to be eligible for payment by thc Plan. A charge shall be considered inciowd on 
the date the service or supply was provided to a inernher. 
BENEFIT .-~__ PERIOD M A X l M l J M  - thc maxiniuni amount of charges for corww/services in a Deriefii period that will be 
reimbursed on behalf of a 1 ~ ~ 7 b e r  while covered under the Phn.  
___ CE,RTJFlCATlON - the determination by BCBSNC that an admission, availability of carc: continued stay, or other services, 
supplies or drugs have been reviewed and. based on the information provided, satisfy BCBSNC's requirements for medicu//y 
~iecessciry services and supplies, appropriatencss, health carc setting, level of care and effectiveness. 
CO1NSURANC.K- . - the sharing of charges by tlic Plrui and the /netvber Tor c o i w d  services received by a tmwzber, usually 
stated as a percentage of the a//oitied u t i ~ o ~ ~ n i .  
___ COJNSUKANCE . - ~  - MAXIMUM ~ __ -- the maximum amount ofcoiiisiirrrtm that a tmwiher is obligated to pay for coiwed.rcrr~ices 
per betzefii period. 
-. COMP1,ICATIONS -- - OF P R E G N - A K Y  - medical conditions whose diagnoses are distinct from pregnancy, but are 
adversely affected or caused by pregnancy, rcsulting in the mother's life being in jeopardy or making the birth of a viable infant 
impossible and which requirc the mother to be treated prior to the full term of the pregnancy (except as otherwise stated below), 
including, hut nor limited IO: abrupt ion of placenta; acute nephritis; cardiac decompensation; documented hydramnios; 
eclampsia: ectopic pregnancy; insulin dcpcndent diabetes mellitus; misscd abortion, nephrosis; placenta previa; R h  
sensitization; severe prc-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, thrornbophlcbitis, and endometritis, Etnergency cesarean section will be 
considcred eligible for benefit application only wlicn provided in the coursc of treatment for those conditions listed above as a 
coinplication of pregnancy. Coinrnon side dfccts of an otherwise normal pregnancy, conditions not specifically included in this 
definition: episiotomy repair and birth injuries are not considered complications of pregnancy. 
- CONGENITA-I- existing at. and usually bcforc, birth referring to conditions that are apparent at  birth regardlcss of their 
causation 
C0PAYMENT.- -- the fixed-dollar amount that is due and payable by the tm~t77ber at the time a corvreciset r ~ i v  is provided 
- COSMETIC . - to improve appearance This does not include restoration of physiological function rcsulting from accidental 
injury, trauma or previous trcatment that would be considered a L~o~eret/set.i~ice. 'This also docs not include reconstructive 

rrect Cc1/7geliird or devclopmental anomalies that have resulted in functional impairmcnt. 
. SERVJCE(S) . _____~. . . .~ - ;I service, drug, supply OJ equipment specified in  this benefit booklet for which t,ret7~bers are 

entitled to benefits in  accordance with thc ternis and conditions of the P l m  
CR-ED1~ABL.E CO.VEIIAGE - acceptcd hcalth insurance coverage carried prior to BCBSNC coverage can be group health 
insurance, self-funded plans. individual health insurance, public hcalth plan. Children's Health Insurance Program (CHIP), 
Medicare, Medicaid, a n d  a n y  other covcragc defined as creditable cover.age under stiite or federal law. Creditable coverage (Joes 
not include coverage consisting solely of exccpted benefits 
CIJS7~ODlAL __ CARK- .- care dcsigned csscntially to assist a17 individual with activities of daily living, with o r  without routine 
nursing care and thc supcrvimry caw ol'a doc io1 While some skilled services may be provided. the patient docs not require 
contiiiuing skilled services 24 hours dai ly  Thc individual is not under specific medical. surgical. or psychiatric treatment to 
reduce a physicitl or mental disability to the txtcnt necessary to eiieblc the patient to live outsidc either the institution or the 
horne setting with substantial assistance and supervision, nor is there reasonnbk likeliliootl that thc disability will bc reduced to 
that level even with treatment Custodial cart incluclcs, but is not limited to. help in walking, bathing, dressing. feeding, 
preparation of spccial diets and supcrvision over medications that could otherwise bc self-administered. Such services and 
supplies arc custodial ;is dctcrmincd by BCRSNC witlioiit rcgat-0 to the plnce of scrvice or tlic provider prescribing or providing 
the services 
L > ~ ~ u C T l l & ~ - - -   he specified dol1;ir i i1i10~11t  Cot ccrtain ( o i v r c d  SL'I ~ ' r c o s  t h a t  the tnetnLwr must incur bcforc benefits are 
piiy;ib& for the remaining COI'CJ cd w I.I( L'S The deductiblc docs not includc ~ o p ~ / r t i ~ c ~ ~ / s ,  c oin\wotice, chilrgcs in excess of the 
~ / / / ~ i , . ~ [ / [ / f i ? ~ ~ / ~ t i i ,  amounts esccediiig a n y  niasirnuin and  cspenscs for noncovered scr\ ices 



D EF I N IT1 0 NS (cont.,j 

DENTAL SERVICE(S) - dental care or treatment provided by a dentisf or otherprofessionalprovider in the detzti,ds oflice to 
a covered mmrber 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 liccnsed and qualified under the law of jurisdiction in which treatment is 
received to provide iientnl services, 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. 
DEVELOTMENTAL 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 thosc 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 meiiiher to talk, follow directions or learn in school; physical therapy to treat a trrembrr with low muscle tone or to teach 
a rireniber to roll over, sit, walk or use other large muscle skills; occupational therapy to teach a rnernher 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 of dentistry, a doctor ofpodiatry, a docror of chiropractic, a 
doctor of optometry, or a doctor of psychology who must be licensed or certified in the statc of practice and has a doctorate 
degree in psychology and a t  least two yearsclinical 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, rcgularly charge and collect fccs as a personal right, subject to any 
licensure or rcgulatory limitation as to location, manner or scope of practice. All scrvices pcrformcd must be within the scope of 
license or certification to bc eligible for reimbursement. 
DURABLE M-EaCAL EQUIPM.ENT-- itenis designated by BCBSNC which can withstand repeated use, are used primarily 
to scrvc a mcdical purpose, are not useful to a person i n  the absence of illness, injury o r  disease, and are appropriate For use in 
the patient’s home. 
EFFECTIVE DATE - the date on which coverage for a rirerirber begins, according to “When Coverage Begins And Ends.” 
E.M-ERGENCY(lESJ- the suddcn or unexpected onset ofa  condition of such sevcrity that a prudent layperson, who 
possesses an average knowledge of hcalth and medicine, could reasonably cxpcct the absence of immcdiate medical attention to 
result in any of the following. placing the health of an individual or with respect to a pregnant woman, the hcalth of the 
pregnant woman or her unborn child in serious jcopardy, 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 injurics, shock, and other severe, acutc conditions Lire examples of emergencics. 
~ EMERGENCY ~ SEKVICES - health care items and services furnishcd or required to screen for or treat an etnergency mcdical 
condition until the condition is stcddirecl, including prc-hospital care and ancillary services routinely available in the eniergency 
department 
E.MPLOYER - Duke Energy Corporation or an affiliated company that is participating in t h c  P h 7 .  
ERISA - the Employee Retirement lncome Sccurity Act of 1974 
EXPER 1 MENTAL . - sce Invesrigotionii/ 
I-z.ACILITY SERVlCES - coveredservices provided and billed by a h s p i r d  or t7ori/,o.sp.pitirlJirci/ic~~ All services performed must 
be within the scope of license or ccrtification IO be cligiblc for reimbursement. 
GRIEVANCE - grievances include dissatisfaction with a claims denial or any decisions (including an appeal of a 
norzcert[ficii/ion decision): policies or actions related to the availability, dclivery or quality of health care services 
HOLISTIC MEDICI-Ne- unproven prevcntivc or trcatnient modalitics, generally described as alternative. integrative or 
complementary medicine, whether pcrfornied by a physician o r  any orherproiv’der 
HOMEBOUND- a niernber who cannot leave their home o r  temporary rcsidencc due to a medical condition which requires 
both the assistance ofanothcr person and the aid of supportive devices or the use of special transportation. A riietiibet is not 
considered homebound solely because rhe assistance of anothcr person is required to leave the home 
. HOME _-___ IHEALTH AGENCY - - a r i o r 7 ~ i ~ . s p ; r ~ ~ ~ ~ / ~ / ~ ~ / ~ ,  which is primarily engagcd in  providing home health c;tre services 
medical or therapeutic i n  nature, and which. 
a) 
b) 
c )  
d) 
e) Is acceptable to BCBSNC. 
___._. HOSPICE . -- -- a norr/iorpi/cr//ilci/ir?; that providcs rncdically rclated services to persons who arc terminally i l l ,  and which. 
a) 
b j  
c) Is acccptablc to RCBSNC 
. HOSPITAL.-- ~- an accrcdited institution for thc trcatnicnt of the sick that is licensed a s  a hospital by the appropriatc state 
agency in  the state whcrc located All scrvices perfornicd must bc within tlic scope ollirensc or certification to be cli_pible f o r  
reimbursemen t 
IQDEN3 I !!CI/4Tl~ON CARP.(  1.D card) - the card issucd to r i r m h ~ r  \ upon cnrollmcnt which provitlcs ~ r ~ , / ~ ~ f / ~ c r / r ~ 7 [ ~ r ? , / ~ [ , ~  
identification nunibers, nanics of the ~ , i o r i i / i e r \ .  applicable ~opui~mcr i /~~  andlor ( o / r i . \ i i r i r / i < o ,  a n d  k e y  phone numbers and 
addrcsscs 

Provides skilled nursing and othcr services on a visiting basis in  the rrierrzber’s home, 
Is rcsponsiblc for supervising thc dclivcry o f  such services under a plan prcscribcd by ;t clocror. 
Is accrcdited and licensed or certified in thc state whcrc locatcd, 
Is certilied for participation i n  thc Medicare progwn,  a n d  

Is acci-edited, licensed or certified in the state where located, 
Is certificd for participation i n  the Mcdicarc program, and 
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INCURRED - the date on which a rnember 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 malelfeniale 
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 hnspiinl, ciocior, other medical practitioner or provider of incdiccrlservices and supplies that 
has been dcsignated as a Blue Optionsprovirier by BCBSNC or a provider participating in the BlueCard program. 
______ INPATIENT - pertaining to services received when a rneinber is admitted to a hospiiu/ o r  nonhospiiul,/czcilii~ as a registered 
bed patient for whom a room and board charge is made. 
- - ~ _ _ _  lNVEST1GATlONA~~X-PERIMENTAL) - the usc of a service or supply including, but not limited to, treatment, 
proccdure, facility, equipment, drug, or d e k e  that BCBSNC does not recognize as standard niedicol cure of the condition, 
disease, illness, or injury being treated. The following criteria are the basis for BCBSNC's determination that a service o r  supply 
is investigational: 
a) Scrviccs 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 ofa  specified condition.. Any approval that is granted as an interim step 
in thc regulatory process is not a substitute for final or unrcstrictcd niarkct approval. 

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

c) There is inconclusive evidence that the service or supply has a beneficial cffect on health outcomes 
tl) The service or supply undcr consideration is not as  beneficial as any est;iblished altcrnativcs 
c) 'There is insufficient information or inconclusive scientific evidence that, when utilized in a non-invcstigational setting, the 

service o r  supply 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, i t  is deemed invcstigational except for clinical trials as described under 
the P h i  Determinations arc made solcly by BCBSNC after indcpendcnt revicw of scicntific data Opinions of cxpcrts in a 
particular field and/or opinions and assessnients of nationally recognized review organizations may also be considered by 
DCBSNC but are not determinative or conclusive. 
LICENSED PRACTICAL NURSE (LPN) - a nurse who has graduated from a formal practical nursing education program 
and is liccnscd by the appropriate statc authority. 
_I.._____ LIFETIME MAXlMUM __ - the maximum amount of covetdservicer that will be reimbursed on behalf of a r?7r.niber while 
covcretl untlcr the P k m  
-~ MAINTENANCE TH ERAPX- services that preserve your present level of function or condition and prevent regression of 
that function or condition. Maintcnancc begins when thc goals of the trcatmcnt plan havc bccn acliicvcd andlor whcn no 
furiher piogress is apparent or expectcd to occur 
MEgl<AlL C&R&/SERXCES-- professional services provided by a tlocior oi olher proigitkler for the treatment of a n  illness or 
injury. 
MEDICAL S U P P L , l E ~ ~ -  health carc materials that include ostomy supplics, cathctcrs, oxygcn and diabetic supplies 
Me-DKA.L,LY NECESSARY (or MEDEAL.NECESSITY) - those coiwedseriu'ces or supplies that arc. 
a) 

b) 

c) 
(1) 
For medically necessary services, BCBSNC may compare the cost-cffcctivcncss of altcrnativc scrvices, settings or supplies when 
deteiii1ining which o f  the services or supplies will be covered and in what setting medically necessary services are eligible lor 
coverage. 
MEMBER - an p r r f [  pu7r or dependent, who is currently enrolled in  the PIun and for whom premium is paid 
MEN I"ALI&N-ESS- mental disorders. psychiatric illnesses, mental conditions and psycliiarric conditions (whether organic 
or non-organic. whether of biological, nonbiological, chemical or nonchcniical origin and irrespective of cause, basis or 
induccnicnt). This inclitdes, but is not limited to, psychoses, ncurotic disorders, schizophrenic disorders, affective disorders, 
pcrs0n;tli;y cfisordcrs, cind psychological or bchwioral bnormalities associated wiih transient or pcrrn:inent dysfunction of the 
brain or ~-elatcd neuroliormonal systems (This is intendcd to include disorders, conditions and illnesses clzissilied on Axes I and 
11 in ilic current cdition oftlic Diagnostic and Statistical Manual  of Mcn!r!l Djsorclers ofthc American Psychiatric Association, 
Washington, DC ) 
N ~ N C ~ I ~ ~ ~ l ~ I ~ ~ ~ T 1 ~ ~ ~ -  a determination by UCBSNC that a service covcied under the Pknr h a s  been ieviewed and docs 
n o t nicct BC B SN C' s req u i rcmen t s for i iwdir o/ tieces 5 

prudent layperson standrirtl for coverage of erncrgenc 
icrnii n;i t ed ']-lie dct c rm ina t i  on t hilt ;I recluesled scrvi 
~ion[.ertilication A nonccrtification is not a clccision based solcly on the fact that t h e  rcquestctl scrbice is spccificallp exclu(Jcd 
u n d cr your be ne fi t s 

Provided for thc diagnosis, treatment, cure, or relief. of a health condition, illness, injury, or disease, and, except for clinical 
trials as describcd undcr the Pknri, not for e~puirnen[u/, itiiJesiigr/iionol, or cosriielic purposes, 
Necessary for and appropriatc to thc diagnosis, trcatment, curc, or rclicf of a health condition, illness, injury: disease, o r  its 
symptoms: 
Within generally accepted standards of tnet/ i~u/ cure in the community, arid 
Not solcly for the convenicnce of the insured, the insured's family, or the proiwler 

appropriateness. health care setting, level of caie or cffcctiveness or [lie 
ervices and, as a result, (lie requested service is denied, rcduced or 
s r i p e r i r n e / i / d ,  inwtrigurioric// o r  otrt7c'rii is consitlcrcd :i 
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NONHOSPITAL FACILITX- an institution or entity other than a hospilul 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 - nietlicrrl tare, sirrgery, diagnostic services, shorr-term rehabiliiative iherap): services and niedical 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 PROVIDER - an institution or entity other than a doctor or hospiial, 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.. 
071-1 E R  ~ THERAPY(lE9.- __ ____ the following services and supplies, both inpntient and ourpaiient, ordered by a docror or ofher 
provider to promote recovery from an illness, disease o r  injury when provided by a docror, otherprovider or professional 
employed by a provider licensed in the state of practice.. 
a) 

b) 

Cardiac rehabilitative therapy - reconditioning the cardiovascular system through exercise, education, counseling and 
be ha v i ora 1 c h a n gc 
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 
(FDA)  
Dialysis treatments - the trcatineiit of acute renal failure or chronic irreversible renal insufficiency for removal of waste 
materitils from the body t o  include hemodialysis or peritoneal 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 gases into the lungs for treatment purposes. 

c) 

d) 

e) 
I) 
Q)T;QF,NETWORK - not designated as participating in the Blue Options network, and not certified in advance by 
BCBSNC to bc considered a s  w ~ e t i v o r k ~  Payment for out-of-network coveredservices is described in this benefit booklet as  
out-of-network benefits or out-ol-network benefit levels. 
O U T - O ~ ~ ~ N ~ ~ I W O ~ R - ~  PROVIDER-- a provider that has not been designated as  a Blue Optionsprovider by BCBSNC. 
OUzP-AJl-E-NZ- pertaining to serviccs received from a hospital or tzorri~o.~pitnl/~~cili/~~ by a nzeniber while not an inputienr. 
~ ~ ~ T ~ A T l ~ N ~ l ~ ~ ~ ~ ~ ~ l ~ N l ~ ( S ~ -  an accredited institution/Frlcility associated with or owned by a /zu,>piii// An outpatient clinic 
may bill for orrrptrriwr visiis, including professional services and ancillary services, such as diagnostic tests. These services mily 
be subject to ihc Oic/pciricvzr Services bcnefit. All services performed must be within the scope of thc professional or Pacility 
license or certification to be cligiblc for reimbursement 
PARTICIPANT - a person who is eligible for coverage under the Plrm and properly enrolled 
___ PLAN - Duke Energy Medical Plan’s Preferred Provider Organization (PPO) option. 
PLAN ADMINIS~II~A1‘0!< -- Duke Energy Benefits Committee. 
PLAN-Sl’~0NSQR - Duke Energy Corporation 
P_OSI-PIC)NAL PLAGIOCEPH-ALY -. the asymmetrical shape of an infant’s head clue to uneven cxternal pressures on the 
skull i n  ciihcr t h c  prenatal or postnatal environment. This does not include asymmetry of an infant’s head due to premature 
closure of the sutures of ihe skull 
.. PR&Vg.NTIVE ._ C A R E  - / i 7 d i t u /  wrviccs provided by or upon the direction of a cfocror or  orherprovider related to the 
prevention of discase 
PR1MAR.Y CAI<? I’IIOVIDEK (I’Cl’) - an in-netivork provider who has been designaicd by BCBSNC a s  a PCP 
PR!ol<~RE,Vl EW - the consideration of benefits for an admission, availabiliiy of care, continued stay, or other services, 
supplies or drugs. b;isccl on the inforniation provided and requirements for a determination of /i7c.rlrccr/,7cce.s~-i/,; of services and 
supplies, approprjalencss, healih care setting, or level of care and effectiveness. Prior rcvicw results in cc~rifjkition or 
no~ i to~ i / i c  0 1 1 0 1 7  01 benelits 
J~!~O~TI-1ETIC~~APPL.IANCES - fixed or removable artificial limbs or other body parrs, which replace absent natural ones 
tollowing pcrniantwt loss of i h c  body part 
Pli0VlDER - ii  ho~pi/(r / ,  ~ 7 ~ ~ ~ 1 / 1 ~ ~ \ / ~ i r ~ / / ~ r ~ i / i / ~ ~ ,  (/UL  or, or o//wrprovider. accredited, licensetl or certified where required in the 
stiile of pr;iclice. perforniin_c v+iihin the scope of license or certification All services performed must be within the scope of 
liceiise or- certificaiion i o  bc cligiblc for reimbursement. 
REGISTERED NURSE ( P N )  - ii nurse who has graduated from a fo in ia l  program 01 nursing education (diploma scliooi, 
;issoci;itc tlegrce or bxcalaureatc prograin), and is licensed by the appropriate state authority in the state of practice 
l<OlJT]NE 1‘001- CARE - hygiene and prevcntive maintenance such as trimming of corns. calluses OJ nails t1i;it do not 
usual ly  require thc skills of ;I quiilificd proi’iclt~r of fool Care services. 
SEXUAL. DYSf- IJNC-I I O N  -- ;in\’ of a group of sexual disorders characterized by inhibition either of sexual desire or of the 
psyc~iop]iysiological c.hanges th ; i i  usually characterize sexual response Included ;ire female sexuiil arousal disorder, male 
crcciilc disordci i ind  Iiypoiiciive scxu;il desire disorder 
SI-IORI.-TERM R El-IAU1LITATIVE Tl-IERAJ~-- services and supplies both i17put icw/  and mrpu/i(wr” ordered by a C / O L / O ,  

or o / / w I . ~ /  O I ; ~  i o  pi omoic tlic I-ccovei y of thc mrmbet from an  illness. disease or injury when provitlecf by ii doc I O I ,   or/^^^^ 
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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 coiistructive activities designed and jldapted 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) PliysIcal 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 tlierapy - treatment for the restoration of speech iinpaircd by disease, swger.y, or injury; o r  certain significant 
physical tongo7irul conditions such as cleft lip and palate; or swallowing disorders related to a specific illness or injury. 

c) 

SKILLED NURSING FACILITY - a i~oi~ho~pi~r~l/ucil iry licensed under state law that provides skilled nursing, 
rehabilitative and related care where professional nzedicul services are administered by a registered or licrnsedpructicul nurse 
All services pcrlormed must be within the scope of license or certification to be eligible for reimbursement. 
SPECIALIST - a doctoi who is recognized by BCBSNC as specializing in an area of medical practice.. 
-. STABILIZE - to provide im~litrnl cure that is appropriate to prevent a material deterioration of the mvnber's condition, 
within reasonable medical certainty. 
S B G E X Y  - the performance of generally acccpted operative and cutting procedures including specialized instrumentations, 
endoscopic examinations and other invasive procedures, such as: 
a )  The corrcction of fractures and dislocations 
b) Usual and related pre-operative and post-operative care 
c) Other procedures 3s reasonablc 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 rernoval ~ n d  return into the same body o r  transfer into another body of bone marrow or 
peripheral blood stem cells Grafting procedures associated with reconstructive srrrger,y are not considered transplants. 
URGENT'CAR E - services provided for ;I condition lhat occurs suddenly and unexpectedly, requiring prompt diagnosis or 
treatment: sw:h t h a t  in Ihc absence of irnmediatc care the individual could reasonably be expected to suffer chronic illness, 
prolonged impairment, or require a more hazardous treatment Fever over 101 degrecs Fahrenheit, ear infection, sprains, some 
lacerations iind dizziiiess itre examples of  conditions that would be considered urgent. 
- UTILIZATION ____. - ... MAl\!AGfiblHN_T_(UM_) - ;i set o l  formal processes that are used to evaluate the i~~edicali~eces.rify. quality 

ess and appropriateness of many health care services, including procedures, treatments, medical devices, 

WAITING-I'li1il~O-Q - the amount of time that must pass before a meinher is eligible to be covered for benefits under the 
terms of the /'h7 
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This section provides a summary of your Blue Options benefits. A more complete description of your benefits is 
found in "CoveredServicer." General cxclusions may a h o  apply - please see "What IS No t  Covered?" As YOU 
review the "Summary Of Benefits" chart, keep in mind: 

Services subject to a copuyineni are  not subject to dedirctible and coinsirrunce 
Copuymenl amounts are fixed dollar amounts the ~?ret?7her must pay for some covered services 
Multiple ?/]ice visirs or emergency room visits on the same day may result in multiple copayrnents 
Coinsurunce percentages shown in this section are the portion of the nilowed arnoirnt that the Plan covers 
Deductible and coinsurunce amounts are based on the rillowed unioiitii 
Services applied to the rkdxrible also count toward any visit or day maximums 
To receive in-nerivork benefits. you must receive care from a Blue Options i~i-nef,vorkprovif~er.. However, in an 
eniergeitcy, or when in-network providers are not reasonably available as determined by BCBSNC's access to care 
standards, you may also receive in-tietwork benefits for care from an orrt-uJ~tietwork provider. Please see 
"O//t-Of-Netlvor/i Benefits" and "Emergency Services" for additional information. Access to care standards are 
available on the BCBSNC Web site at www.bcbsnc.com/memhers/duke-energy or by calling BCRSNC Customer 
Service at the number listed on your ID Curd or in "Whom Do I Call'?" 
If you see an ozit-o/-netwotk provitler. you will receive our-of-network benefits unless otherwise approved by 
BCBSNC 

Please note: The list of in-network prou'u'ers may change from time to time. so please verify that the provider is still in 
Ihe Blue Options network befoore ieceiving care. Find a ptovidet on the RCBSNC Web site at 
www.bcbsnc.com/menibers/duke-energy or call BCBSNC Customer Servicc at the nuinber listed OR your ID card or 
in "Whom Do I Call?" 

SPECIAL. NOTICE IF YOU CHOOSE A N  OlJT-OF-NETWORK PROVIDER 

NOTICE.: Your actual expenses for cowred service7 may exceed the slated coinnrrunce percentage or 
copuytmnr amount becausc ac tua l  provider- charges may not be used to determine the Plun's and tm)nber's 
payment obligations. For our-clf-nciivor-k benefits, you may be required to  pay for charges over the allowed 
u~?rounr, in  addition to any C O J > U ~ t l l m ~  or coitis~iroiice amount 

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

In-network Out-of-network - 

Physician Office Sspices 
See 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 vlsits per benefit period 
Off ice Services 
Primary Care Provider $40 copayment 60% after deductible 
Specialist $50 copayment 60% after deducbble 
Includes office surgery, x-rays and lab tests 

CT Scans,  MRls, MRAs and PET Scans 80% after deductible 60% after deductible 

Preventive Care 
Primary Care Provider 
Specialist 

$40 copayment 60% after deductible 
$50 copayment 60% after deductible 

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) 
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MARY OF BENEFITS (cont.) i 
Out-of-network 

L__ 

In-network 

w s i c i a n  Off - ice ~ - - _ _ _ _ _  Services (con’t) 

Short-term Rehabilitative Therapies $50 copayment 60% after deductible 
Chiropractic Services $50 copayment 60% after deductible 
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% 60% after deductible 
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 60% after deductible 
$50 copayment 60% after deductible 

Routine Eye Exam $50 copa ymen t 60% after deductible 

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 

80% after deductible 80% after deductible 

~~ - 

Ambulatory Surgical CenEr 80% after deductible 60% after deductible 

Qgtpa tien! Semi ces 
Physician Services 
Hospital and Hospital-based Services 
Outpatient Clinic Services 

80% after deductible 
80% after deductible 
80% after deductible 

60% after deductible 
60% after deductible 
60% after deductible 

Outpatient Diagnostic Services: 
Outpatient lab tests and mammography, when 100% 60% after deductible 
performed alone 
Outpatient lab tests and mammography, when 60% after deductible 80% after deductible 
performed with another service 
Outpatient x-rays, ultrasounds, and other 
diagnostic tests, silch as EEGs, EKGs and 

80% after deductible 60% after deductible 

pulmonary function tests 
CT scans, MRls, MRAs and PET scans 60% after deductible 
Therapy Services 80% after deductible 60% after deductible 
Includes short-term rehabilitative therapies and other therapies including dialysis, see Physician Office Services 
for visit maximums 

80% after deductible 
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SUMMARY OF BENEFITS (cant) 

In-network Out-o f-network - 
Inpatient - - - - ~  Hospital _ _ _ ~ _ _ _ _  Services 
Physician Services 80% after deductible 60% after deductible 
Hospital and Haspital-based Services 80% after deductible 60% 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 benefitperjod, you may have to meet a new deductible for covered services from doctors or otherprofessional 
providers. 

Skilled Nursing Facility 80% after deductible 60% 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 80% after deductible 6Oy0 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 M a x i m ~ m  
The following deductibles and maximums apply to the services listed above in the "Summary Of Benefits" unless 
otherwise noted 

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

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

mental health and substance abuse Services 

Coinsurance Maximum 
Individual, per benefit period $2,500 
Family, per benefit period $5,000 
Charges for the following do not apply to the benefit period coinsurance maximum: . mental health and substance abuse services. 

$1,000 
$3,000 

$5,000 
$10,000 
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in-network Out-of-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 ReviewIPrior 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 "Wham 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?" 

$50 copayment 60% after deductible Mental Health Office Services 
Combined in- and out-of-network limit of 30 office visits per benefit period. 

80% after deductible 60% after deductible Mental Health InpatientlOutpatient Services 
Combined in- and out-of-network limit of 30 days per benefit period. 

Substance Abuse Office Services $50 copayment 60% after deductible 
Substance Abuse InpatientlOutpatient Services 80% after deductible 60% after deductible 
Substance Abuse Benefit Period Maximum 
Substance Abuse Lifetime Maximum $'16,000 

None 
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rescriptio rug Program Guide 
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d%%!e<~~os manages ~ Q U Y  prescription drug benefit for Duke Energy. 



Prescription Drug Program 
The Duke Energy Medical Plan options include outpatient prescription drug coverage currently 
administered by Medco Wealth 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: 
9 

* 
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 w\w.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 
(Applicuble only lo mtive employee.v) 
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 presci iption 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 I-ICSA automatic reimbursement feature 

&ail Prescription Drug Program Deductible for Catastrophic Coverage 
0 p t i on 
(Applictrhle oiiiy lo certnin retirees) 
If you are enrolled in the Medical Plan’s Catastrophic B c,overage option, each c.overed 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 you are 
purchasing.When you reach the point where the amount of a prescription drug purchase will allow you to 
meet your annual derluctible. you will pay the remaining amount of the deductible and the applicable 
c o p y  amount. 

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 ihe prescription drug 

A s  you make prescription drug purchases for each covered individual, the receipts you receive can help 
you track your progress towaid incetinp the annual deductible for each person You may also call 
Medco’s Membet 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. 

Fo rrn u I a ry 
Your prescription drug program includes a tiered formulary. A formulary is a list of cornnionly 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, preferrcd brand-name or 
non-prcferred 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 
ww 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. Aftei you log in. click “L,earn about formularies” in the “Prescriptions 
& benefits” section. Search for a specific drug to determine if i t  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 progtam 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 pharinac,y 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. 

1 f  you don‘t identify yourself to the pharmacist as a Medco participant, or if you go 10 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 tlie 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 may be charged a price higher rhan tlie negotialed price and the result is a 
higher cost prescription 10 you. 
If you make a prescription drug purchasc at a participating retail phannacy 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 phannacy: presenr your Medco ID card and ask the pharmacist to 
submit the order using the original dispensing date. Please confirm that at the time yoti inake your 
puichase that you can return to have your purchase re-processed You may be entitled to a refund f’or 
the difference between the full price and your  applicable deductible and copay. This process will 
eliminate your need 10 submit a paper claim io Medco for reirnbursement. 
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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. Undet the Medical Plan’s 
prescription drug program, you must use Medco By Mail to receive prescription coverage benefiis for 
your maintenance medication purchases Here’s how it works 

* Beginning with the 4 I h  retail fill of a covered maintenance medication, you will pay the entire cost of 
that maintenance medication if you continue to purchase i t  at a participating retail pharmacy 
llowever, 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 

0 

The list of maintenance medicatioiis that are addressed by the Retail Retill Allowance provision is subject 
to change at any time. Visit www.medco.com and click “Price a mcdication” to find out whether your 
medication is considered a maintenance medication and whether i t  i s  affected by any plan limits. or you 
may call Mcdco directly for more information 

Using Medco By Mail 
The picscription drug program includes Medco By Mail, a home delivery pharmacy service, which offers 
a greater discount on the cost of maintenance medication and a largei supply (up to a 90-day supply) per 
prescription. Refer to the Retail Refill Allowance section above lor 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, ifappropriate. 

2. Mail your prescription, along with an order forin and the required copay, to Medco. Order forms 
are available online on the Duke Energy I’ortal and at wvw.rnedco.coniI or you may call Medco 
to request a supply of order forins. 
Once you have established your prescription through Medco By Mail, you can order refills 
online. You will need to enter your ineniber number (from your Medco ID card), enter the 
prescription number for the medication you wish to refill and vcrify your address. A detailed 
summary of your order, including costs, will he available for viewing online Similar information 
will be included with your prescription when i t  is mailed to you. 
You may also ask your physician to call 1-888-EASYRXI (1-888-327-9791) f o r  instructions on 
how to fax the prescription Remember to give your physician your Meinber ID and Medco group 
numbers (as shown on your Metlco ID card). both numbers will be required for yous prescription 
oi der 

3. 

4. 

II’yoiii prescription is written for lsss than a 90-day supply. the prcscc‘iprion will be filled i n  accordance 
wit]] the day supply your physician ordered, but you will pay the & Medco By Mail copay I f  the 
medication is a federal legend. maintcnanre medication. a Medco phai macist will review the prescription 

4 

http://www.medco.com
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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 froin 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 either by you or a healthcare 
prolessionat, and they often require special handling 

Conr1itiotr.s mrl  titerupirs, for whidt sprciolty medicutions (ire typicallv used ittclttde: 
Age-related macular degeneration 0 Immune deficiency 
Alpha-I proteinase deficiency Infertility 
A ne m i a Insulin-like growth factor therapy 
A n t i - i n fec t i ve therapy 
As t t i  ma Mucopolysaccharidosis 
Cancer 0 Multiple sclerosis 
Cystic fibrosis Neutropenia 
Deep vein thrombosis 0 Osteoarthritis 
Fabry disease Osteoporosis 
Caucher disease Parkinson disease 
Growth hormone deficiency 0 Poinpe disease 
I-leniophilia Psoriasis 
Hepatitis C Pulmonary hypertension 
Hereditary tyrosinemia Respiratory syncytial virus 
HIV m Rheumatoid arthritis 
H y perparathyroidisin 

0 iron chelation therapy 

Under your pwscription drug progi am, some specialty medications may t u > /  be covered at participating 
retail pharmacies or through Medco By Mail, but instead may only be covered when ordered through 
Accrcdo IIeizltlr 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" 

0 

* 
0 

Toll-free ac,cess to specially trained pharmacists 24 hours a day, 7 days a week 
Personalized counseling from our dedicated team o f  tegisteied nurses and pharmacists 
Eypedited. scheduled delivery of your medications 31 no extra charge 
Refill reminder calls 
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Q 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 
(Applicnhle only io Medicare Pnrt B ertrollees) 
I f  you are eligible for Medicare Part B coverage and use a participating Medicare Part B retail pharmacy, 
you may nor 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 
inl'ormation about Medicare Part B coverage, call Medco Member Services toll-free at 1-800-987-8361 ~ 

or visit wiw.Medco.com. 

*Medicare Pari B coverage will begin otdy ajier you have paid yoin- hcfedicare deductible 

Some of the medications and supplies typically covered by Medicare Part B include: 
0 

* 
e 

B 

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

If you h a w  Mcdicate Part B coverage, you will be able to f i l l  prescriptions like these in one of two ways: 

Medicare Par t  J3 Mail-order  Pharmacy-When using mail order lor your medication or supply 
needs, you will initially send your prescription to Medco By Mail. Then, depending on the type of 
medication ot supply requested, Medco By Mail will transfer your prescription information to one of 
two Medicar,e Part B pat.ticipating mail-order pharmacies-Liberty Medical or Accl-edo Health 
Group. Medco's specialty care pharmacy. Both L,iberty and Accredo have extensive experience with 
Medicarc Part 13 and will support the dispensing and billing ofyour 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 Pait R 
medications and supplies directly lo you and provide instructions for obtaining refills 
Medicare Par t  H 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 
locale ;I irtail phatniacy that is a Medicare Part B provider, visit the Medicare website at 
\ . \7M~.nirdicare.~o~i .  

0 

Medicare Pait B Cooidination of Benefits piocessing is available and coordinated by the Part B 
providers 
priniary Once payment is received from Medicare, the Pail B provider will submit a secondary claini to 
I\/lcdco and thc claim nil1 process under the secondary benefit, if that i s  offered (l'or example, Medicare 
would pay XO% of  [he c la im as priniaiy. and the client would pay 20% of the claim as secondary). 

I he provide! will submit claims on behalf of the member to Medicare for processing as 

6 

http://wiw.Medco.com
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A word about prescriptions covered by Medicare Part B 
For more details about which tnedications or supplies are Medicare Part B-eligible and to learn inore 
about your Medicare coverage: 

* 
Visit the Medicare website at mv.medicare.gov~ 
Call Medicare Customer Service at 1 800 MEDICARE ( 1  800 G33-4227). 

Drug Utilization Reviews 
Drug utilization reviews may help you p a i d  against drug interaction problems that can occur. for 
example, when mcdications 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 i f  you or your covered 
faniily members take several mcdications or see more than one physician. If there is a question about your 
prescription, a registered pharmacist niay contact youi physician before dispensing the medication to 
discuss any alternatives and recommendations You will be notified of any change in your prescribed 
medication Your dortor makes the final decision on all of your prescription medications 

Generic Drugs 
For prescription niedications, 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 may prescribe a medication as “dispense as written” when a 
preferred brand-name or genei ic equivalent drug is available. As part of your prescriptiorl drug program, 
the pharmacist may discuss with your physician whether an equivalent generic or preferred brand-name 
drug might be appropriatc for you. The final dccision on your medication always rests with you and your 
physician, even if that decision results in  a higher cost io you for your prescription medication 

Covered Expenses 
The following are coveied expunses unless listed as an  exclusion below 
e 

e 

e 

0 

e 

e 

e 

0 

e 

e 

e 

0 

0 

Federal L,egcnd DI ugs 
State Restricted Drugs 
Compounded Medications of which at lcast onc ingredient is a legend drug 
1 nsul i I1 
Needles and  Syringes (covered at 3 $0 copay) 
Over-the-Counter (OTC) Diabetic Supplies (lancets, insulin syringes and needles are covered at $0 
copaq j 
Oral, Transdcrnial, 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) 
1 n ha I e r /2 ss i s t i ng Devices 
Peak flow incters 
Synagis/Rcspigaiii 
H enioph i I i a Factors 
Feitility Agents (I007’0 covered after standard copay. UF to $2500 per person per lifetime, then 
member pays 50Y0 of the COS! 01’ {lie drug) 
Zyban and Chantis ( l imit  of 180 days of therapy per year and 360 days of therapy per lifetime) 
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* Substance abuse treatments 
0 Dental Fluoride Products 
* 
0 

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

Coverage limits for Certain Medications 
Your prescription drug program may have certain coverage lintits. For example, some quantities may be 
limited or some prescriptions require a coverage review. Exainples of drugs with limitations or requiring 
coveiage review are Provigil, Human Growth Hormones, Impotency Products. and Proton Pump 
Inhibitors (Prevacid, Protonix. Aciphes, Zegerid). Refer to www Medco coin or call member services at 
1-800-987-8361 for details 

Dispensing Liniits 
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 ietail pharmacy and up to a 90-day 
supply through Medco By Mail 
Thalomid limited to a 28 clay supply at both retail and Medco By Mail 0 

Excluded Expenses 
The following are cscluded fiom coverage unless specifically listed as a benefit under ”Covered 
Expenses.” 

Non-Federal Legend Drugs 
Non-systemic contraceptives, devices 
Smoking Deterients (except as listed above) 
Nutritional Supplements 
Ostomy Supplies (covered under the Medical Plan) 
Glucowatch PI oducts 
Anti-obesity meds at ietail 
Mifeprex 
Therapeutic devices or appliances (including Diabetic Pumps and supplies, which are covered as a 
rriedical 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 “Cautioii-liiiiited by Federal law to investigational use.“ or esperiniental drugs, even 
tllough a charge is niade to the individual 
Medication for which the cost is recoverahle under a n y  Workers’ Compensation or Occuparional 
Disease Lau  or any State or Governtnental Agency, or medicacion f t ~ ~ i s h e d  by any other Drug or 
Medical Service for w1iii.h no charge is inadc i o  the member 
Medicalion which is to be taken by 0 1  administered I O  an inclividual, in whole or in part. while he or 
she is a patient in a licensed hospitalt lest home. sanitariuliit 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 dispensii”g pharniaceuticals 
Any  piescription refilled in excess of the niiniber of refills specified by the physician, 01 any refill 
dispensed after one year f r o m  the physician’s original order 
Cttargcs lo[. t h e  administration or injrction of any drug 

R 
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Coordination of Benefits for the Prescription Drug Program 
IJnder the pi escription 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 covcrage under another plan, you may submit your prescription drug claims to whichever plan you 
choose. For example. i f  your spouseldomestic partner’s medical plan does not cover prescription drugs or 
requires a deductible and coinsurance, you may want to m e  your Medco ID Caid, instead of-your 
spouse/doinestic partner’s plan. to obtain your prescriptions 

Please Note: Medco does coordinate benefits for Medicare Part B. Please see section titled 
“Medicare Part R 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 youi 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 is a Mcdco participant, or if you do not use a 
participating pharmacy, you will need to file a claim for reimbursement of your prcscription drug 
expenses through Medco. When yoti submit your claim: attach your original receipts and mail your claim 
to the address shown on the form A n  original receipt should show tlie 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 reimbursement 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 IS months from the date of service. Claims 
filed after 15 months from the date ofsei-vice will not be considered for payment. For example, i f  you 
purchase a prescription medication on January 15. 2009, from a non-participating pharmacy. you must 
file your claim by April 15. 20 I O ?  to receive reimburscmcnt for your expenses Duke Energy offers new 
Medco prescription participants a 45-day grace period for prcscription drug claims purchascd at full cost 
in situations where the prescription ID card was not uscd.. The grace period allows mcinbers to b e  
reimbursed at I OO%, less  he applicable deductible and copay. for paper claims submitted within 45 days 
from a participant‘s initial eligibiliry effective date with Medco. For example. a participant who‘s initial 
effective date with Medco is lanuary I ,  2009 would have 45 days (until Febiiiary 14, 7009) 10 submit a 
papel’ claim for medications purchased at full cost (no prescription ID Lard 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.corn 

Submit claim forins to: 
Medco Health Solutions, lac.  

PO Box 1471 I 
Lxsinglon, KY 40512 
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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 deteiinination due to matters beyond Medco's 
control, it will notify you or your iepresentative 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 tlie date Medco sends 
such a notice of missing information, and tlie determination period wit1 resunie on the date you or your 
representative responds to the iiotice. You will have 45 days to respond to tlie request for information 

Notice of Adverse Determination 
I n  the event o f  an adverse benefit determination, in whole or i n  part, you (or your authorized 
representative) will be notified of the adverse deteiinination 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. 

m the specific reason or reasons for the adverse determination; 

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

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

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

0 

an  explanation of why such material or information is iiecessaiy, 

D 

applicable, including a statement of a claimant's rights to hring a civil action under 
section S02(a) of ERISA following an adverse benefit determination on appeal; and 

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 detei mination regarding your 
claim. 

When You Have a Complaint or an Appeal 
I f  your claim is denied, you may requrst a full review by Medco within 180 days of the date of the 
adverse benefit determination. Your written letter of appeal should include the folloc\ing- 

m 

m 

your  name and member 1D number; 

your doctor's name and telephone number; 

0  he name of the medication, and 

any additional information from your pharmacy 01' medical provider Ilia1 will assist D 

Medco in coinpleting its review of your appeal, such as documents. iccnrds. questions or 
c om men Is. 

Doc;uments, iecords, written comments, and other information in support o f  your appeal should 
a[:company your request. This information will be considered by Medco in rcvicwing your claim You 
may request rcasonable access to copies of all documcnts. records. arid otlicr information rclcvant to your 
claini. Medco will revicw your claim without ganting any delercnce io tho inirial clcrision rcprding 

10 
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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 1 I Royal Ridge Parkway 

Irving TX 75063 
1 -8OO-!M7-836 1 

Medco will notify you of i ts  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 oti appeal will be provided i n  writing or electronically and, if an adverse 
deterniination, will include: 

e 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 flee of chaige, leasonable access will be provided to copies of any 

0 

e 

reasonable access to and copies of all documents. records. and other relcvant informalion; 

a 

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

a 

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

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 inforniation 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 I5 days of 
your request for a second review. Every notice of a deterniination on appeal will be provided i n  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 satistied with 
the  decision on review You or Duke Energy may have other voluntary alrernative dispute resolution 
options such as mediation. One way to find out what may  be available is to contact your local US 
Department of Labor office 

Legal Action 
You have the right to bring a civil action under section 502(aj of ERISA i f  you are not satisfied with the 
outcome of the Appeals Procedure You may not initiate a legal action until you have completed the fitst 
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 deemed permanently waived and abandoned, and you will be precluded from reassening i t  
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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 prograin 
includes the full power and discretion to interpret prescription drug program provisions and to make 
factual determinations, with Medco’s decisions, interprctations and factual detei ininations 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 inlorrnation regarding the appeals process. 

This is a guide of covered expenses and expenses not covered ~ i i d e r  the prescription drug program For 
mare information about applicable deductibles, copays and plan limits, please call Medco Member 
Services or visit wV,w.Medco.com. For more detailed information on the Medical Plan. refer to the Duke 
Energy Medical Plan General Inforniation Booklet and BCBSNC Benefits Booklet sections of this 
Summary Plan Description The official plan documents govern plan provisions and payment of plan 
benefits 

http://wV,w.Medco.com
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Generic 
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SUMMARY OF PRESCRIPTION DRUG BENEFITS 
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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 Enerbgy Medical Plait 
Gerternl Irt forinntion 



IMPORTANT NOTICE 

This General Inforination booklet for The Duke E,nergy Medical Plan (“Medical 
Plan”) provides inforination 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 i t  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 sumniaries of benefits describe your 
Medical Plan benefits, applicable deductible, co-pay and co-insurance 
inforination. how io sub mi^ 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 administralors 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 ~ n y H R  Service 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 Resources‘“ (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 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: 

0 Regular employee, or 

0 F ixed-t erin 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 if you are hired for a position for a 
specifically defined time frame, duration of a project (usually one year or less). unt i l  services are 
no longer needed, or until the work goes away. 

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

0 a non-resident alien with no II S source income. 

e not on a U S payioll of the Company, 

covered by a collectivc bargaining agreement, unless the collective bargaining 0 

agreement i n  effect expressly ptovides for participation i n  the Medical Plan (a 
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copy of your applicable collective bargaining agreement can be obtained Prom 
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 no! eligible for 
benefits is conslrued to mean that the individual is not eligible to participate in 
the Medical Plan); or 

regular employee or fixed-term employee 

* who has waived eligibility through any means, including an 

e a temporary employee, a seasonal employee or any other employee who is not a 

In some circumstances, an individual who provides services to the Company under an agreement 
that idcntifies 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 “eniployee” 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 IJ S. for a peiiod 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 U S domestic assignment. 

Instead, you will be eligible for the Medical Plan‘s special international assignment coveiages. 
T‘hesc 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 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 ciedited with at least 5 years of retiree eligibility 
service. 

Contact [lie myHR Ser-vice Center i f  you \Van1 to know if a pai’liClJlaJ Company offers access to 
retiree coverage under the Medical Plan 

I f  your Company etnploynient terminated before January 1 ,  2009, your 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 Lxgacy Duke employeet who retires on or after January I ,  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 L,egacy Cinergy retireef, you 
are not eligible to elect coverage for your domestic partner Please refer to the sections Enrolling 
in [he 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. 

your eligible spouse 

0 your eligible domestic partner6 

0 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 covetage 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 taspayer‘s husband or wife 

’ When used i n  this booklet, the term “Legacy Duke“ refers to an individual who ( I  j terminated 
employment with Duke E.nergy Corporation, a Nortli Carolina corporation, and its affiliates prior to the 
merger of  Cinergy Corp and Duke Energy Corporation, a Nortli Carolina corporation, ( 2 )  was eniployed 
by Duke Energy Corporation. a North Carolina corporation, and its affiliates immediately prior to such 
merger o r  (3) except as provided in footnote 2 below. was hired following such merger by a payroll 
conipany 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 

employment with Cinergy Corp and i ts affiliates prior to the merger ofCinergy Corp and Duke Energy 
Corporation. a North Carolina corporation, (2) was employed by Cinergy Corp and its affiliates 
iminediatcly prior to such merger, (5 )  was hired following such merger by a payroll company tliat was 
aftlliated with (or has been designated as Imving been affilialcd witlt) Cinergy Corp imrnediately prior to 
such merger or ( 4 )  was hired by Duke Emrgy Business Sewiccs, LLC on or aficr July 1, 2008 at a work 
location such tliat lie or slie would liavc been employed by Duke Energy Shared Services, inc, i f -  he or she 
was hired to work at such location irnincdiately prior to July 1 ~ 1008 and he or shc is so designatcd as 
L.egacy Cinergy i n  accordance with rules prescribed by the Plan Administrator 
‘ See Flipihlr Reri/eer for information regarding cligible retirees’ ability to elect coverage for a domestic 
par1 ner 

as a dependent of both parents for purposes of coverage under the Medical Plan 

\!’lien used i n  this booklet, the term “Legacy Cinergy” refers to an individual who ( I )  terminated 

4 child of divorced parenrs will gencrally be recognized by Section 152(c) of tlic Internal Revenuc Code 
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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. 

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: 

* 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 I8 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 

e 

e 

e 

domestic partnership with anyone else; and 

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

Child Eligibility 

Your child is. 

your biological child; or 

your legally adopted cdiild, 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 if the 
child has reached age I8 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 0 1  your 
spouse has coui-t-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 fcdcral income tax purposes, and with whom you have a regular 
parentkhild relalionship. 

In addition to meeting the above requireinents, a child must also meet the following eligibility 
criteria" 

* Unmarried, and 

e Primarily depei-idem on you for support, and 

Less than age 19 if not a full-time student; or e 

- 
*. See Elrgible Rerireer for informarion regarding eligible retirees' ability to elect covcrage for a domestic 
partner 
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e 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 eiirolled 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 iiicapacitated 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 

8 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 considered as a dependent of more than one employee or more than one retiree 

Verification of Depen cl en t S ta to s 

You may 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, 
certificatehffidavit of common-law marriage 01 proof of joint residency. Verification of a 
dependent child’s full-time student status may be requested at age 19 and eac.h pear 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 Clainis 
Administrator. The application can be obtained by contacting the myHR Service Center. You 
may be required periodically to provide evidence of the child’s continuing incapacity. 

I f  a Dependent Reconies Ineligible 

If a covered spouse. domestic partner or dependent child bccomcs 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 pour coverage 

You must immediately repoit 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: 

* The dependent‘s coverage ends at midnight on the last day of the month 
in which the dcpcndent loses eligibility for coverage; and 
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e Changes to your contribution amounts will be made iis soon as 
administratively practicable after the date on which you notify the niyHR 
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 ofeligibility. 

e The depen’dent’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 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); 

e 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 i n  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 covcrage under COBRA 

To diop 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 beneflts paid under the Medical Plan to 
your ineligible depcndents. 

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 unlirie enrollment tool. You will receive additional information about the online enrollment 
tool when you become eligible 

I f  you have qucstions or need assistance in making your Medical Plan elections. contact the 
1nyl1R Service Center 

When you enioll in  the Medical Plan as an eligible employee, based on thc dependent(s) that you 
elect to cover. i f  any. your coverage level will be one of the following- 

* Individual Only 

6 



e Individual + Spouse/nornestic Partner 

m Individual + Child(ren) 

e 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 foliowing 
plan year, including changing your coverage option or electing to drop or add eligible dependents. 
This i s  "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 
(I-IIPAA). you can enroll yourself and your eligible dependents for coveiage 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 

m You did not enroll in the Medical Plan; and 

You or your dependents lose such other coverage and are otherwise eligible for e 

coverage undei the Medical Plan. 

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

e 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 coverage terminated as a result of ( I )  
loss of eligibility (such as loss of eligibility due to legal sepalation, 
divorce, death, termination of eniployrnent or reduction in the number of 
hours of employment), or (2) employer contributions toward the other 
coverage end. 

111 any case. the other coverage must not have terminated because you failed to pay timely 
conti ibi~tioiis~ or for cause (such as filing fraudulent claims) 

I 1  ~ W J  need to enroll lor coverage under the Medical Plan as a result of one of these events, such 
as loss of othei. coverage. or because you acquire an  eligible dependent through marriage, birth, 
adoption 01' placement for adoption, you must enroll within 31 calendar days of the event.. 



Case No. 2009-00202 

Page 209 of 1661 
STAFF. DR-01-039 

Otherwise, unless a subsequent work/life event giving rise to a mid-year election change occurs 
(see h4id-Year Coverage Changes-), you must wait until the next annual enrollment. 

fYou  Are Rehired 

I f  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 
even1 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 da)s 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 - Eli~ible Retirees 

When You Are First Eligible 

I f  you are an eligible retiree as described in Eligible Refixes,  you may elect retiree coverage 
under thc 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 

aJ Decline Medical Plan coverage 

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

0 I nd i v i d u a I On I y : 

0 Individual + Cliild(ren), or 

E ~nc~ iv ic~ua~  + Spouse"; 

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 inake 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 
niyl-fR Service Center 

I f  you have any questions or need assistance in making your enrollment elections. contact the 
myiHR Service Center 

+ +  See f / /g / /T/c  Rerrtces for intormarion iegardiiig your ability to elect coverage for a domestic partner 

8 
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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 elcct to cnroll during a subscquent annual enrollment period or within 31 
calendar days of a work/life cvent 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 employce undei the Medical Plan. you may elect retiree coverage under the Medical Plan 
during a future annual cnrollment period or within 31 calendar days of a work/life eveqt for 
which mid-year election changes are allowed. 

Please 1 efer to Dirring .4nrizral Enrollment and Mid- Year 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 cnrollnicnt." 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 cligible for coverage as an active employee. When your employment 
terininates, you may rcelect retiree coverage; however. unless you were represented by IBEW 
1347, IBEW 1393. USW 12049. USW 5.541-06 or UWUA, you will not receive additional 
service credit for the timc you worked as  an active employee aftcr your rehire date for purposes 
of deterniining your eligibility for or the amount of any Company contribution towards the cost of 
retiree medical coverage. cithcr in the forni of subsidized monthly coverage under the Medical 
Plan or Health Reirnburscrnent Account benefits 

Cost of Coveraw 

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 is based on the Medical Plan 
oovei'age option that you elect and the eligible dependent( s) y o ~ i  choose to cover. Information 
about contribution aniounts is available th iough the YBR Web site 

Paying for Coverage as an  Active Employee 

Your contributions for medical coveragc while an employee are deducted from your pay on a pre- 
tax basis each pay period. Because youI contiibutions are taken as deductions on a pre-tax basis, 
the) ai-e no1 siibiect to ledoral income. Social Security and most states' income rases. 
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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 if the non- 
tobacco usel discount applies 

Nun-Tobacco lJscr Discount - Alternate Procedure for Active Employees in Certain 
Medical Plan Options 

If you (or you1 coveted dependent) are unable. due to a medical condition, to meet the 
requirements for the non-tobacco usel discount (or if it  is medically inadvisable for you to 
attempt to nicct the reqiiirenients for the non-tobacco user discount). you may still apply to 
receive the discount by providing these two items" 

1 I A written statement from yout (or your coveied 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 i t  unreasonably difficult (or niedically inadvisablej for you (or your 
covercd dependent) to nieet the requirements for the discount, and 
recommending a specific tobacco-cessation program that is appropriate for you 
(or your covered dependent), and 

2" Eilher of the following: 

A written statement froin the recommended tobacco-cessation program 
stating that you (or your covered dependent) are either currently enrolled 
or that you (or your COW ed dependent) have completed the prograin 
within the last 12 months, 0 1  

If i t  is your initial year of c.1ainiing the discount in accordance with this 
procedure, a written ceitilication froin you that you (or your covered 
dependent) will enroll in the tobacco-cessation program recommended 
by your (o r  your dependent"s) physician within the next three months. 

In order to continue the non-tobacco user discount undei this piocedure. a new physician's 
statement and  a new tobacco cessation program's statement will be required each year In order 

I O  
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for you to qualifj for the non-tobacco user discount, you and each of your covered dependents 
will have to meet the requirements for the discount 01 satisfy the alternate procedure. 

If you would like to apply for the non-tobacco user discount under the alternate piocedure, 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 dcpends on multiple factors, including your 
date of hire, your date of termination and your retiree group. As dcscribed below, you may be 
eligible for a Company contribution towards the cost of retiree medical coverage, either in  the 
form of subsidized monthly cove1 age under the Medical Plan or Health Reinibursenlent 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 governcd by the 
eligibility rules in effect at the time of your date of termination. but iemains subject to Duke 
Energy Corporation’s r-ighl to amend, modify 01 terminate the Medical Plan, including 
termination of eligibility for Company contributions toward the cost of retiree medical coverage 

I f  you are hired on or after January 1 ,  2009 (including most rehired employees) and you 
subsequently terminate your eiiiployment 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 1BE.W 1347, IBEW 1393, USW 12049. USW 5541-06 or UWUA, 
in which casc the rules directly above for individuals hired before January I ,  2009 continue to 
apply to you. 

If you are rehired on or after January I ,  2009 and you subsequently tei,minate your employment 
with the Company as an eligible retiree, you will be eligible for a Cornpany Contribution towards 
the cost of retiree medical coverage only if  you satisfied the eligibiliry requirenients for Company 
contributions toward the cos! of retiree inedical coverage in effect at the time of your pievious 
terminalion of employment I f  you did not satisfy the eligibility requirements in efrect at the time 
of youi previous termination, you will be treated as a new hiic and will be responsible l o r  paying 
the full cost of any retiree coverage you elect. The rules described i n  this palagraph do not apply 
to individuals represented by IBEW 1347, IBEW 1393, USW 12049, USW 5.541-06 or UWlJA 
If you ale represented by one of these unions, the rules diiectlq above foi individuals hired before 
January 1,  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 niaking payment, which are listed below- 

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

8 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 refiinded. 
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 Dbecf Debif 
Authorizalio)i must be completed and returned to the inyHR Service 
Center. 

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

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

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

Terniination 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  f u l l  for two months, or 
you are two months behind but havc been sending in partial payments, or- 
you call the myHR Service Center to indicate the payment is being sent, but it  
does not arrive by the due date. 

If your coverage is terminated lor 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 myHR Senice  Center no later 
than three months from the date printed on the Confirination of Covcragc statemenr. however. 
past due contributions must be paid i n  full to reinsrate coverage Reinstatement afier non-payment 
will be allowed only one time 

Any amounts owed in arrears at the time of a death o r  coverage change will rontinuc to he billed 
and must be paid 

When you make your Medical Plan elections as a newly eligible employee or retiree, Coverage 
begins on the dare you become eligible (assuming that you make your elections within 31 
calendar days of beconiing eligible) Dcductions for your contributions (or payment for yout 
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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 Chanpes 

AS a covered active employee or retiree, once you have made your Medical Plan election for the 
year, you may not change i t  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 “work/life” 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 

I f  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. Othenvise, 
unless a subsequent worWlife event giving rise to a mid-year election change occuis, 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. I f  
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 If a Lkpeirdent 3ew7nes inebgibfe 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 cligihle to make changes. the elections you make must be consistent with and on 
account of the worWlife event. 

Below is a list of some worWlife events for which mid-year election changes are allowcd. 

0 Your lcgal 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 

e Your domestic partner status changes 

your domestic partner becomes eligible for coverage 

your doniestic partner relationship ends 

your domestic partner dics 

e The number of your eligible children changes 

you have, or adopt. a child 

you bccorne the legal guardian of a child 

your child gains 01 loses eligibility for c o w a g e  under the Medical Plan 
(for example, your dependent child marries or t u n s  19 and is not a full- 
time student) 

13 
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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 

0 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 dependcnt loses or gains coverage under a group health plan 

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

e 

* 
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 o f a  worldlife event within 3 1 calendar days of“ the event 

Election Change 

Start or increase coverage 

Decrease or stop coverage 
(your elective decrease or 
coverage lermination)** 

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

Coverage 

Coverage 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 of 
the month in which the 
individual loses e l  igibi I i ty 
for coverage (Event Date) 

Con trihutions 

Changes to your contribution 
amounts are effective as soon 
as administratively pi acticable 
after vour Election Date* 
Changes to your contribution 
amounts are effective as soon 
as adininistratively practicable 
after vour Election Date” 
Changes to your contribution 
amounts are efttctive as soon 
as adminisbatively practicable 
after your Election Date* 

+ Coun Orders If a Qualified Medical C‘liild Support Order is issued requiring niedicai coverage for your 
child, you may change your medical coverage election IO provide coverage for your child You may also 
inake a n  election change 10 cancel niedical coverage for the child if [ l i e  order requires the child’s other 
parent to provide coverage 
’ E,ntitlcmen1 to ivledic;ire or bledicaid If you. your spouse or any dependent child i s  enrolled in  the 
Medical Plan and subsequenrly become ent i t led to coverage in Part A or Part B of Medicarc or in Medicaid. 
you iiiay make an election io caiicel hledical Plan coverage for that individual. 

14 
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Contributions I Election Change I Cover age 

* 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 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 leavc of absence is unpaid such that you begin to be billed directly for the 
monthly contribution for your medical coverage, see Ter-nunation oJCoveruge for Non-Paymcnr 
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 L3uke 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 infomiation regarding your ability to continue coverage under 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 Termination of Coverage for- Non-Pa~vinent 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 

If you are not actively at \\oik and you become entitled to Medicare. you will be required to 
enroll in an option that coordinates with Medicaie Contact rhe myHR Service Center for 
additional information regarding the options available to you when yo11 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 unt i l  reaching age 6.5. 

I f  you and/or a covered depriident enroll in a Medicare prescription drug plan for a calendar year, 
you and/or your covered dcpendenr will not be eligible for coverage under the Medical Plan for 
that calendar year. Therefore. Medical Plan coverage ends lor 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 

When Coverage Ends 

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

a the last day of the month in which your employment 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 
PI an ; 

B the last day of the month in which you cease to be an eligible employee, retiree 

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

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

a 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 lasr day of the month in wliich the dcpendcnt loses eligibility, 
unless he or she continues his or her coverage under COBRA. Medical Plan coverage will 
actually terminate, but will be reinstated retroactive lo 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 icceive 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 spousddomestic partner are covered under the Medical Plan, your 
surviving spouse/doniestic partner may conrinue Medical Plan coverage by making contribution 
payment arrangements with the niyHR Service Ccntcr. This coverage can be continued ~1nl i1  the 
earliest of your spouse's remarriage. your domestic partnei'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). 

16 
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If you are survived by dependent children, their medical coverage may continue for as long as 
they: 

e 

e make required payments for coverage. Payment arrangements should be 

continue to meet the definition of  eligibte dependents; and 

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 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 I fa  Depeirdent Becomes hieligible for a description of what happens when your 
spoiise/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 Termiination of Covernge for NowPqvnient for a description of what happens when required 
payments for coverage are not made. 

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

I f  You Become Divorced or Your Domestic Partner Relationship Ends 

If you cover a spouse/doniestic partner under the Medical Plan and you become divorced or your 
domestic partner relationship ends, you must drop coverage for your former spouse/doniestic 
partner within 31 calendar days of the divorce or the date on wliirh 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 !fa Depeidenc Becomes lile/ig~ble 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 fornier spouse/domcstic partner. go to thc niyHR link on the Duke 
Energy Portal or contact the myHR Service Center 

If'blou Leave the Company 

I f  your employment with the Conipany terminates. your coverage under the Medical Plan will 
end, unless you elect to continue coverage under COBRA or as an eligible retiree 

17 



See /I You Are Rehired for a description of what happens if you are reemployed by the donipany 
after your termination of employment. 

COBRA Continuation Coveralge 

Under COBRA (Consolidated Omnibus Budget Reconciliation Act), you, your spouse and 
eligible dependent children may elect to continue Medical Plan coverage if certain qualiQing 
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 IS  months if you lose coverage under the Medical Plan due to 

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

a reduction of your work hours a 

Continued Coverage for Your Dependents 

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

e death, 

divorce. 

a termination of domestic partner status, 

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

entitlement to Medicare, or 

* 

Newborn and Adopted Children 

I f  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 follo\ving the date of the 
birth or adoption Your newborn or adopted child will be a “qualified bcneficiary.” This means 
that your child will have independent election rights and multiple qualifying event rights (Refer 
to hfirl~rple Qrtal$Jitig Events ) 

Bankruptcy Proceeding 

I f  you arc a ietired employee and you or your eligible dependents lose coverage iesultjng from a 
banki uptcy proceeding against your Company, you may qualify for continuation coverage under 
COBRA 

18 
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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-nlonth 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 i n  writing and the myHR 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 Medicate 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 o f  employment or reduction in hours) whichever i s  later. 

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

0 36 months following the date you become covered for Medicare - January 1 ,  
2 0 1 2 , O l  

18 months following your termination of employment - July 1. 201 1 * 

In this case, your eligible dependents would be eligible for continued coverage unt i l  January I .  
201 2 i f  COBRA continuation coverage is elected 

Mutfiple Qualifying Events 

11' youi dependents experience inole than one qualifying event while COBRA coverage is active. 
they [nay be eligible for an additional period of continued coverage not to exceed 36 months from 
the date of thc tirst qualifying event 

For esamplc. if you tetniinate employment, you and your dependents niay be eligible for 18 
nionrlis of continued coverage. During this 18-rnonlh period, i f  your dependent chiJd ceases to he 
a dependent under the Medical Plan (a  second qualifying event), your child may be eligible for an  
additional peiiod of continued coverage. This period would not exceed a total of 36 months from 
the date o f  your termination (the first qualifying event). 

19 
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Procedures to Obtain Continued Coverage 

Both you and the Company have responsibilities if qualibing events occur that make you or your 
covcred depcndents eligible for continued coverage. 

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

e you become divorced, 

e your domestic partner relationship ends; 

0 your dependent child is no longer considered an eligible dependent as defined by 
the Medical Plan, 

e you become entitled to Medicare; 

e you 01 an eligible dependent is determined to be disabled by the Social Security 
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" 

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

the date notification of  the right to clcct continued coverage i s  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 eniployees will also apply to your medical 
coverage as a COBRA qualified beneficiary. In addition, if pour 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 enrollmenr. 

cost 

you arid your covered dependents will be required to pay 102% of the full group cost for your 
continued co\wage. The 2% Is used 10 cover adininistrative fees. 'lhe contributions are paid OJI 

a n  nfter-lax 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 occuis 

e 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 

e 

e 

an employee or otherwise) after the election of COBRA coverage. (If the other 
plan limits coverage ot a pre-existing condition, COBRA coverage may be 
continued in certain circumstances) 

Preexisting Condition Limitation 

I f  you become coveicd 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 undei the 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 Quatilied Medical Child Support Order, 
you are required to provide Medical Plan coverage for a dependent child. the Company will: 

e Noti@ you (and any orhcr person nanied in the order) of receipt of the order; and 

e Within a reasonable period of tirne ( u p  to 30 days), determine if the child is 
eligible for coverage undei the Medical Plan and notify you in writing of  the 
decision. 

As appropriate 10 the court orclei.. the child will h e  enrolled foi medical coverage, unless there are 
legal proceedings that dispure rhe deteiniinarion 1 1  the c w r ~  order is disputed, claims processing 
will bc 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 i s  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 coniply 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. 

0 File accurate claims 
your behalf, you must review the form before you sign it. 

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

If someone else (other than the provider) files a claim on 

0 Review the explanation of benefits when it is returned to you 

e Never allow another person to seck 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 Administratot i f  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. 

e 

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 ot suspect any jllegal activity, call the applicable Claims 
Administrator at the toll-free number on your 1.D. card. All calls are strictly c.onfidentia1. 

Other important lnforniation 

Plan Sponsor 

Duke Energy Corporation I S  the sole sponsor of the Medical Plan 
telephone number and employer identificarion number (EIN) are 

The company addresl;. 

Duke Fnergy Corporation 
526 South Church Stieet 
Charlotte. NC 28202 
704-594-6200 
EIN. 20-27772 IS 
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Men tifica tion Numbers 

If you need to correspond with the federal government about the Medical Plan, you should 
include i n  the cortespondence the Duke Eneigy 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 11 with Mellon Bank, NA as trustee. The address 
Tor Mellon Bank, NA is: 

Mellon Bank, NA 
One Mellon Bank Center 
Pittsburgh, PA IS258 

The Compnny may also provide benefits under the Medical Plan through insuiance or from its 
general assets, and niay 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 niay assign or delegate any of its authority or duties to othcrs 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 undei, the 
Medical Plan or any coverage option under the Medical Plan The Benefits Committee and the 
Claims Committee may be contacted as follows 

Eeriefits Committee Claiins Committee 
Duke Energy Corpoiation 
400 South Tryon Street, ST06 
Charlotte. NC 28285 

Duke Energy Corporation 
400 South Tryon Street. ST06 
Charlotte. NC 28255 

704-594-6200 7045  94-6200 

The Benefits Committee has appoinked the Claims Administrators, which serve a5 Initial Claim 
Administrators and Denied Claim Reviewers for claims for benefits under the Medical Plan Thc 
Claims Administrators may be contacted at the addresses listed in the fisfedical Plan booklets. 
You ran also obtain additional information by contacting the myliR Servicx 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 Com mittee 

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 Corporatiori 
Post-Retirement Medical Benefits Trust VEBA I1 is the Duke Energy Investment Committee. 
The Chief Executive Officer of Duke E,nergy Corporation, or its delegate, appoints the Chairman 
of the Investment Committee, who in turn appoints the other members of the lnvestnient 
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: 

1 nvestnient Coinill ittee 
General Manager, Long Term Investments 
Duke Energy Corporation 
526 South Church Street, ECO4Z. 
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 
I39 East Fourth Street - Room 25 AT11 
P 0. Box 960 
Cincinnati, OH 45201-0960 
(5 1 3 )  4 19- 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 in) HR 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 ofclairns 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 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”). 

Claim 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 pioceduies for your Medical Plan benefits are described in the Medical Pian 
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 i n  the Medical Plan booklets applicable to the Medical Plan options in 
which you participate and any updating materials. 

E I ig i bil i t y or En ro I1 m en t (1 I a i ni s 

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 Deterrninatiori 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 in this General 
Information booklet and any updating materials 

Initial Claim 

I f  you have an Eligibility oi Enrollnient Claim, you (or you1 authorized representative) must 
submit a claim initiation form This form can be obtained by calling the myl-lR Service Center. 

The claim form must be submitted i n  writing to the address on the form and include: 

A statement that the claim is a “Claim for Eligibility/Enrollment” and 

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

identification of the Medical Plan, 

nunibti: 
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e A complete description of the claim, including the eligibility/enrollnieiit issue 

Dependent information, if applicable; and 

Any additional information you want considered. 

presented; 

e 

e 

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 Deteimination 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 Teani’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 for information. 

Adverse Determination 

In  the event of an adverse eligibility or eniollment determination, in whole or in part, you ( o r  
your authorized representative) will be notified of the adverse determination in writing. 

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

0 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 

a description of the Medical Plan‘s review procedures and the time limits 

b 

e 

claim and an explanation of why such inaterial 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 i n  making the deterniinationj and that a copy of 
such rulc, guidelinc, protocol. or criterion will be provided free of charge upon 
rcquest: and 

m 

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

if the adveise determination IS  based on a medical necessity or espeiimental or 
investigative treatment, eithei a clinical or scientific explanation of the 
determination. applying the terms of the Medical Plan to your medical 
tiicunistances. 01 a statement that such clinical or scientific explanation \vi11 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, yotl (or your authorized 
representative) can request a review of the initial determination by submitting a written request to 
the Claims Comniittee within 180 calendar days after receipt ofthe 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 deterinination 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 determination of your appeal; 

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

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

e 

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 nile, guideline, protocol or 
similar criterion was relied upon in niaking the determination) and that a copy of 
such rule, guideline, protocol, or criterion will be provided free of charge upon 
request ; 

e 

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

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 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 o f  cliarge upon request; and 

the statement 
options, such as mediation One way to find out what inay be available is to 
contact your local U.S. Department of Labor Office and your state insurance 
iegulatory agency.” 

After conipleting a11 rnandatory appeal levels. you have the right to further appeal adverse 
deierrninations by bringing a civil action under ERISA. Please refer to the Slutcti7er?r cf ERlSA 
Rjghls scc.tion below. 

e “You and your plan may have other voluntary dispute resolution 
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FOJ additional information on filing an Eligibility or Enrollment Claim or filing an appeal of an 
adverse determination, yoti 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 claini will be deemed permanently waived and abandoned, and you will be precluded 
from reasserting i t  

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 thc authority to decide the 
initial claim, or to decide the denied claini on review 

Right to Change or Terminate the Medical Plan 

Duke Energy reserves the right to amend or terminate the h4edical Plan in any respect and at any 
time. For example. the Medical Plan may bc discontinued i n  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 their dependents 

The amendment or termination of the Medical Plan may affect the bencfits or benefit coverage 
not only of active employees (and their depcndents), but also of former active employees who 
retired, became disablcd, 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. If 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 of Directors, or its authorized delegates, and any amendment shall be in 
writing 

In the event of a complete termination of the Medical Plan. tligible c l a i m  for Medical Plan 
benefits will be paid by the Duke Eneigy Corporation Welfarc Bencfits Trust VEBA I, the Duke 
Energy Corporation Post-Retirement Medical Benefits l‘rusi VEBA I I  and/or the Duke Energy 
Corporation Mastcr Retirement Trust - 401 (11) 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). ERlSA 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 5500 Series) filed by the Medical Plan 
with the lJ.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 ofthis summary financial report. 

medical child support order (QMCSO).. 

e 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 c;overage for yourselfl 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 coveragc. 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 cxrtificate of creditable coverage, fYee of 
charge, froin 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 i f  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 foi late enrollees) after your 
enrollment date i n  your coverage 

0 reduction or elimination of exclusionary periods of coverage for preexisting 

.Addiiionally. the Conipaiiy extends continuation ol coverage under COBRA to covcred tloinestic parttiers 
if 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 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 claini 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. tliere 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 I O  a day unt i l  
you receive the niatei ials, unless the materials were not sent because of reasons beyond the 
control of tlie Plan Administrator. If you have a claim for benefits which is denied or ignored: in 
Lvhole or in part? you may file suit in a state or federal court once you have 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 i t  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 IJ 2.. Department of Labor, or you may 
f i l u  suit in  a federal court. The court will decide who should pay court costs and legal fees If 
you ate 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 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 € . R E A ,  or if you need 
assist:mce i n  obtaining documents from [lie Plan Administrator, you should contact the nearest 
office of the Employee Benefits Security Administration, U S .  Department of Labor listed in your 
telephone directory or the L)ivision of Technical Assistance and Inquiries, Employee Benefits 
Security Arlministration. U S.  Department of Labor, 200 Constitution Avenue .N.W ~ Washington, 
L) C. 202 I O .  You may also obtain certain publications about your rights and responsibilities 
undei- ERISA by calling the publications hotline of the Employee Benefits Sec~ui ity 
A dm i nist ra t ion. 

I t  is you r  rcsponsibilily to make sure that your benefits records are correct and that the personal 
infortnation needed to administer your benefits is current. Promptly review any confirmation and 
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other benefit statements carefully, and immediately advise the niyHR 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 myMR Service Center as soon as possible. Certain worWIife 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 work/life event. 

A Final Note 

Although this SPD descxibes the principal features of' the Medical Plan that are generally 
applicable, i t  is only a summary. The c,omplete 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 i s  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 writkn communications about benefits under the Medical Plan. 

Neither the Medical Plan, this SPD. nor your Medical Plan participation is an employment 
contract, and docs not give any employee the right to continue to be employed by the Company. 
E,mployees 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 
For Participants of 

Duke Energy Medical Plan 
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of North Carolina 
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BENEFIT BOOKLET 
This benefit booklet describes benefits provided under the Duke Energy Medical Plan's 
Preferred Provider Organization (PPC)) option (the Plan). Blue Cross and Blue Shield of 
North Carolina provides adrniriistrative claims payment services only and does not assume 
any financial risk or obligation with respect to claims. Please read this benefit booklet 
carefulIy . 
The benefit plan described in this booklct IS an employee health benefit plan, subject to the 
Employee Retirement Income Security Act of 1974 (ERISA) and the Health Insurance 
Portability and Accountabiiitp Act of 1996 (HlPAA).  Conditions, limitations and 
exclusions are set forth in this benefit booklet for easy reference 
I n  the event of a conflict between this benefit booklet and the ternis in the Plnn document, 
the Plnn docurncrit will control 

Blue Cross and Blue Shield of North Carolina is an independent licensee of the Blue Cross and 
Blue Sliield Association. 
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OPTI o N s’’* Duke Energy Medical Plan 

Quick Reference - Toll Free Phone Numbers, Web Site and Addresses 

BCBSNC Web Site 
www. bcbsnc.com/mem bersld u ke-ener gy 

Wlember Services Web Site 
www bcbsnc comlmembersldu ke-energy 

RCBSNC Customer Service 

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

Certification 

1-888-554-3202 

1-800-2 14-4844 

Magellan Behavioral Health 
1-800-359-2422 

Blue Card@ PPO Program 
1-800-810-BL.IJE (2533) 

Medical Claims Filing: 
BCBSNC Claims Department 

PO Box 35 
Durham. NC 27702-0035 

AddlRemove 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 niedjcal criteria used 
to administer your benefits, obtain claim forms, acccss 
information about all the Blue Extrass” discounts, 
“proof of coverage” portability certificates and more. 

To  ciiroll in 
sire to. Check claim status, veriry benefits and eligibility 
or request a new ID card. 

For questions regarding your benefits, claim inquiries 
and new 1D card requests. 

safe and secure customer servicc web 

To request certification for out-of-network 
in patient services 

For mental health and substance abuse inpatient and 
outpatient pre-certification. Note. You do  noi need 
ccrtification for officc visits 

To find a participating provider 

Mail completed medical claims to this address 

Contiici Duke Encrgy’s myHR Servicc Ccntcr at 
1-888-465-1 300 

ro 

Your plan for better health”: b c b s n  c . ~  o m  
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---___ OPTI o N s'" + h i k e  Energy Medical Plan 

Tips for Getting the Most 
ut of Your ealth Care 

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-elfective 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 a n  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 intei actions 

Understand your health care plan 

The more you know about your benefits, the easier i t  wi l l  he to take control of your health Lei RCBSNC 
help you understand your plan and use it effectively through our customer-friendly Web site 
(www.bcbsnc.com/nienibers/duke-energy), toll free Customer Service line ( 1 -888-554-3202). 

.- 

Your plan for better health"." b c b s n c . c o m  
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MEMBER RIGHTS AND RESPONSIBILITIES 
AS a Blue Cross atid Blue Sliield of NortJi Carolina nrember, you have the right to: 

Receive, upon request, information about Blue Options including its services, doctors, a benefit bookjet, 
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-friendly information to help you make informed decisions about y o u r  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  niay 
have with BCBSNC 
Be treated with respect and recognition of your dignity and right to privacy 
Voice coniplainls or appeals about the organization or the care i t  provides 
Make recommendations regarding the organization's members' rights and responsibilities policies 

A s  a Blue Cross and Blue Shield o J North Carolinn member, ~ O I I  Jtave the responsibility to: 
Present your ID card each time you receive services 
Give your doctor permission to ask lor medical records from other doctors y o u  have seen. You  will be 
asked to sign a transfer of medical records authorization f o r m  
Read your Blue Options benefit booklet and all other Blue Options member materials 
Call BCBSNC Customer Services if  you have a question 01' d o  not understand the material provided by 
BCBSNC 
Follow the course of treatment prescribed by your doctor. I f  you choose not to comply, tell your doctor 
Provide complete inforination about any illness, accident or health care issues to BCBSNC and 
providers 
Make and keep appointments lor non-emergency medical care.. I f  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 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 . c o m  
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Welcome to Blue Cross and Blue Shield of North Carolina's Blue Options plan! 
As a niember of the Blue Options plan, you will enjoy quality health care from a network of health care providers 
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 doctors, including this benefit 
booklet with a benefit summary, and a directory of in-network providers. 
How To Use ~- Your BlueOptions Benefit Bookht 
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 cl~rluc~ible, coins~iratice and 
maximum amounts . "Covered Services" to get more detailed information about what is covered and what is excluded from coverage . " Utilizalion klunugetnent" for important information about when prior review and cerriji:catiorz are  required . "What Is Not Covered?" to see general exclusions from coverage. 

If you still have questions, you can call BCBSNC Customer Services a t  the number listed on your I D  Cord 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 (italics) is a defined term and will 
appear ~ J I  "Definitions" a t  the end of this benefit booklet. 
You will also want to review the following sections of this benefit booklel . . 
Notice For Non-English Speaking -. - Members 
This benefit booklet contains a summary in English of your rights and benefirs undc r  Ihe Plnn I f  you have difficulty 
understanding any part of this benefit booklet, contact BCBSNC Customer Service to obtain assistance. 
AVlSO PARA AFILJADOS QUE NO HABIAN INGLES 
Este manual de beneficios contiene un resumen en ing1l.s de sus derechos y beneficios que le ofrece el Plan. Si listed 
tiene dificultad en entender alguna seccicin de este manual, por favor llame a1 13CBSNC Customer Service para 
recibir ayuda. 

"Mow 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 d o  not agree. 
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- HOW BLUE OPTIONS WORKS 

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 bave a choice. If you visit an: 

In-network 
provider : 

1 
provider: 

I 
You receive in-network 

benefit$ the highest level of 
coverage available 

I 
No referrals needed 

~~ 

1 
No claim form needed 

~ 

1 
The in-networkprovider is 
responsible for obtaining 

cerr $cation 

I 
You receive out-oj-uetwork 

benefits* -- you will share 
more of the cost of your care 

I 
No referrals needed 

~ 

I 
You may be required to 

submit a claim form 

I 
r 7 

You will be responsible for 
obtaining cerfijication 

* Note: Sollie serbices may not bc covered ozrr-of-network. Please refer to "Summary Of Benefits" and "Covered 
Seri:ic.es." For oirr-c~f-neiit.oil; benefits, you may be required I O  pay charges over the alloivedat,?oiciir, in addition to 
y 0 u r 0111-  oj-nrr I roil; t I c r  firci ibke a n d c 0 itisirr an ce a in o un t . I i i  an ermrgency, i n  si t 11 at i ons where in-net ivork pro vider.7 
are  not i-easoiiably ;i\jailable as determined by BCBSNC's access to care standards, or in continuity of care 
situations, o l c t - o f - r i ~ r n : o r . A .  benefits will be paid at your in-netii?ork coiiiwrance and will be based on the billed 
amount Howeverl y o u  m a y  be responsible for charges billed separately by the provider which are ~101 eligible for 
:itjdjtjoIlal reinibuiseinen1 I f  you  are billed by the provider, you will be responsible for paying the bill and filing a 
claiin with BCBSNC For more information, see "Emergcncj! Care," "Continuity Of Care" in "~jril ixriot? 
~ ~ ~ J l 7 ~ J s " I ~ l C l 7 t , "  ;tnd lor inloi mation about BCBSNC's access to care standards, see the BCBSNC Web site at 
~ v i v w . ~ c h s n ~ . c o m l n l e n t b e r s l d u l ~ ~ - ~ n ~ r ~ ~ .  I f  y o u  believe an in-netit~ork proi&ler is not reasonably available, you can 
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help assure that benefits are paid at the correct benefit level by calling BCBSNC before receiving care from an 
our-of-net work provider. 

In-Network Benefits 
In-izetsvorkprovirlErs are health care professionals and facilities that have contracted with BCBSNC, or providers 
participating in the BIueCard PPO program. I/i-riefsvork providers agree to limit charges for coveredservices to the 
allowed amount. I f  the billed amount is greater than the allowed amount, you are not responsible for the difference. 
You pay only the applicable copayimnt or coiiisurance, and noncovered expenses. Your in-iiet~vorliprovirler is 
required to use the Blue Options network hospital where he/she practices, unless that hospifal cannot provide the 
services you need. 
Your ID c.urd gives you access to participatingproviders outside the state of North Carolina through the BlueCard 
PPO program. Your ID card tells participatingproviciers that you are a member of BCBSNC. When you use a 
proi~ider participating in the local Blue Cross or Blue Shield Plan'sprovider network, benefits are provided at the 
in-network copavrrieiit o r  coitisiironce. 
You are not required to obtain any referrals to see an in-,ie~ii~orkprovider. Iti-iiet\vovk providers will file claims for 
you. It is the i?remher'.y responsibility to request prior review when necessary., Prior review is not required for an 
emergency 
The list of in-iierrvork providers may change from time to time. In-network proi+ders are listed on the BCBSNC Web 
site at www.bcbsnc.conilmembets/duke-energy or call BCBSNC Customer Service a t  the number listed in "Whom Do 
I Call?" Please note that detitisrs and or thodontists do not participate in the provider network. 
Out-Of-Network Benefits 
With the Blue Options plan, you may choose to receive coveredservices from an orit-oj-ne[)z;ork provider -provider.s 
not designated as a Blue Options provider by BCBSNC. When you see an out-of-network provider, you may be 
~.esponsible for paying a n y  charges over the allowed aw~oz~i7~ in addition to your copaytiieizts or coinsurance, 
noncovered expenses and certifi'rution penalty, if any. BCBSNC encourages you to discuss the cost of services with 
ozrl-oflietIc)o/Ii providers before receiving care so you w 4 l  be aware of your total financial responsibility. 
You are  not required to obtain a n y  referrals to see a n  out-of-i~etivorkproi~i~/er. You may have to pay the 
out-of-network provider i n  f u l l  and subinit a claim form to BCBSNC if the out-uf-network provider does not bill 
BCBSNC directly for services. 
Out-OJrnerivork providers, unlike i i i - m r ~ c ~ r k  providers, ilre not obligated by contract to request prior revieiv by 
BCBSNC. I f  you go to an out-oj-r7etrvork provider or receive care outside of North Carolina: i t  is your responsibility 
to request or ensure that your  provider requestsprior review by BCBSNC. Failure to request prior review and obtain 
certgi'corion may result in a partial or ful l  denial of benefits. Before receiving the service, you may want to verify 
with BCBSNC that  certi/i'cutioi7 has been obtained. See "Prospective ReviewlPrior Review" in "Utilization 
fi4o/iugenrent" for additional information. Prior review is not required for an einergeizcy. 

In a n  ermrgeircy, in situations where imietwork p r o v i d m  are not reasonably available as determined by BCBSNC's 
access to care standards, or in continuity of care situations, out-#/-nenvork benefits will be paid at your in-iierwork 
co~pq~ruciit or coitr~ur~/i7cc and will be based on the billed amount.  Mowever, you may be responsible for charges 
billed separately by the provider which are not eligible for additional reimbursement. I f  y o u  are billed by the 
provider> you will be responsible lor paying the bill and filing a claim with BCBSNC 
For more inrormation. see "Ci7eigrncy Caret" "Continuity Of Care" i n  'I [Jtiliiutiotr Manogerrretrr," and for 
information about BCBSNC's access to care standards, see the BCBSNC Web site a t  
w~vw.bcbsnc.con~/niembcts/~iike-enctgy 1 f you believe a n  iii-17~11i~ork providcr is not reasonably available, you can 
help assure that brnelits are paid a1 the correct benefit level by calling BCBSNC before receiving care from an 
out-of-networli pro  ride/ 

It  is important foi. you  to maintain ;I relationship with a PCP, who will help you manage your health and help Y O U  
make decisions about your health care. I f  you change PCPs, be sure to have your medical records transferred, 
especially inimunimtion records, to provide ~ O U I -  ncw doclor wjth your ~nedical JiIslory. You should participate 
actively in all decisions rclatetf to your health care and discuss all treatment options with your health care proIii[/c,r 
regardless of cost or benclit coveiage I'CPI iire [rained to deal with a broad range of health care issues a n d  can 
help you to determine when you nccd ;I .>peci(i/i\t 

- ~ - - -  

-. ~~ ___-.__._ 

-__ Out-Of-Nefworl<_ .-. - - - Benefit -E-x-ceptions 

The - - -. Role . ... . - - - O f ~ A  Pri!~?ary Care Provider (PCP) Or-Specialist 
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Please visit the BCBSNC Web site a t  www.bcbsnc.com/members/duke-energy o r  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. 
I f  your PCP or  specialist leaves the BCBSNCprovider network and they are currently treating you for an ongoing 
special condition, see "Continuity Of Care" in "Utilizarioti Mnnagement." 
Members with serious or  chronic disabling or life-threatening conditions may be allowed to select the specialist 
treating this condition as their PCP. The selected specialist would be responsible for providing and coordinating the 
member's primary and specialty care. The selection of a speriali.st under these circumstances shall be made under a 
treatment plan approved by the specialist, and BCBSNC, with notice to the PCP if applicable. A request may be 
cfenied where i t  is determined that the specialis/ cannot appropriately coordinate the rmmber's primary and specialty 
care. To make this request or if  you would like the profession;il qualifications of your PCP or in-network ,specialist, 
you may call BCBSNC Customer Service at  the number given in "Whom Do I Call?' 
I_ Carry Your Identification ~ ~- Card 
Y O U ~  ZD cardidentifies you as a Blue Options niei~iber. If  a n y  information on your ZD cardis  incorrect or if you 
need additional cards, please visit the BCBSNC Web site at www.bcbsnc.com/members/duke-energy or call BCBSNC 
Customer Service at the number listed in "Whom Do I Call?" Rc sure to carry your I D  cord 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 niember. Please ask the receptionist whether the 
provicler's office is liospital-owned or operated or provides lio.spitul-based services. Your medicul rervices may be 
covered under Ourpaiienr Services benefit Your provider directory will also help you make this deterniination. 
Provider directories are available through the BCBSNC Web site at www.bcbsnc.com/men~bers/duke-energy or by 
calling BCBSNC Customer Servicc at the number given in "Whom Do I Call?' If you need nonemergency services 
arter your provider's office has closed, please call your provitker's office for their recorded instructions. You may also 
contact the nurse advice line, I-IealthL,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 HealthL.ine Blue nurse to assist you with medical questions, olfer support, and send you free 
videotapes and brochures on health topics appropriate for your condition. Menibers 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/members/~uke-energy to search a library of current health topics, send secure messages to the 
HealthLine Blue nurses, learn about symptoms and medications and use tools that guide y o u  through important 
health care decisions See the number listed in "Whom Do 1 Call?" 10 speak to a HeaJthLine Blue nurse. 

When you file a claim, mail the completed claim form for all 17i~dimI  scwice.T, including mental health and substance 
abuse services, to" 
BCBSNC 
Claims D e p a r t m e n t  
PO Box 3.5 
D u r h a m ,  N C  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 meniher. 
You may obtain a claim form, including international claim forms, by visiting the BCBSNC Web site at 
~vwrr.~cbsi~c.corn/members/duke-energ~ or calling BCBSNC Customer Servicc at the number listed i n  "Whom Do 1 
Call?" For help filing a claim, call BCBSNC Customer Servicc or write lo. 

BCBSNC 
Customer Services 
PO Box 2291 
Durham, NC 27702-2291 

- 

How To Fi!!!-AC_lairn 
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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 of services are noted below as requiring prior revie)v. Also see "Prospective 
ReviewlPrior Review" in "(Jtilization 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 "Overed  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 rnedical/y necessczry and eligible 
for coverage, invesrigational or experii?ienta/, or requires prior review and cerrtfication 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/members/duke-energy, or 
call BCBSNC Customer Service at the number listed in "Whom Do 1 Call?" 

Office ._ - Services 
Care you receive as part of an ol'fi'ce visir or house call is covered with a copnytnerii~ except as otherwise noted i n  this 
benefit booklet. Some providers may receive items such as supplies or drugs from third parties. I n  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  Plon also provides benefits for six nutritional visits per benefirperiod. Your benefits cover a total of six visits to 
an in- or out-oj-ne~wrk pr-oviakr. If you  see an in-neritwrk pt,ovick.r, a n y  applicable c o p a p e n t ,  ~oinsurance or 
deduclible is waived for these six visits. ISyou go to an ~ ~ i ~ / - ~ ~ ~ n e / i ~ ~ [ ) t - l ~  prosider, rleducrihle and ~oitisiironce will 
apply" 
A copaymenr will not apply if you only receive services, such as allergy shots or other injections, and are not charged 
for an oSfice visit. 
Certain diagnostic imaging procedures, such as CT scans and M R  Isl are subject to coins~ironcc and a n y  applicable 
cier/uctib/e, and may require prior review and cer~ijicution or services will not be covered. 
Some doctors or other providets may practice in outporienr clinics or provide hospiial-based services in their offices. 
These services are covered as Outporient Services and are listed as Ourpuiienr Cluiic Services in "Summary Of 
Benefits." The provider search on the BCBSNC Web site at ,v,viv.bcbsnc.com/rnernberslduke~energv indicates which 
providers will collect ciecizrcrib/e a n d  coinsumrice, 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 orr1pnrienc hospiral 
departments.. 

Preventive Care - -- -- - 
The Plan covers preveiitive cat'e services that can help you stag safe and  healthy 

Routine Physical Examinations 
One routine physical exatninarion and related diagnosiic services per hrn~ f i r  period will be covered for each 
nieiiiher age two and older 
Well-Baby And Well-Child Care 
These services are covcrcd for cach nien10er up to 24 months of agc including periodic asscssments and 
immunizations. Benefits are limited to six well-baby visits for tiic~nihcrr throiigli 12 months old and three 
well-child visits for t~iet~ibers 13 months to 24 months old 
Immunizations 
The full series ol standard immunizations recommended by the Centers for Disease Control and Prevention 
(CDC) and thc American Academy OS Family Physicians ( A A F P )  is COVCI ed 
Covered immunirations include the lollowing. - Tetanus: diphtheria. pertussis (TdlJdap)  - I-liB . Polio - Ileparitis A and B 

0 



Measles-Mumps-Rubella (MMR) . Human papillornavirus vaccine 

Pneumococcal vaccine Rotavirus 
Shingles 
Meningococcal vaccine (available in- and out-ojlnetworlc). 
Immunizations Exclusions 

Immunizations required for occupational hazard . Immunizations 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-iietworlr and our-oj-netrvork: 

Gynecolagical Exam And Cervical Cancer Screening 
The cervical cancer screening benefit includes the examination a n d  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 giiidelines adopted by the North Carolina Advisory Committee on 
Cancer Coordination and Control. 
Ovarian Cancer Screening 
For female mernbers age 25 and older at risk for ovarian canccr, an annual screening, inclilding a transvaginal 
ultrasound and a rectovaginal pelvic examination, is covered. A female metdwr is considered "at risk" iishe: 

. 
Screening Mammograms 
Beginning at age 35, one screening mammogram will be covered per female i m ~ i b e r  per calendar year. along 
with a doctor's interpretation 0 1  the results More frequent or earlier mammograms will be covered as 
recommended by a docfor when a female inetnber is considered at risk for breast cancel 
A female member is "at risk" if  she: 

Influenza Chicken pox 

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 01 has had breast cancer, or 
Has not given birth before the age of 30. 

. . 
Colorectal Screening 
Colorectal cancer examinations and laboratory tests for cancer are covered for any syrnptomatic or 
asymptomatic member who is a t  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 01 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 BCRSNC Web site at  www.bcbsnc.comlmembers/duke-energy can help you l i d  
office-based providers or call BCBSNC Customer Service at the number listed in  "Whom Do 1 Call?" for this 
information" 
Prostate Screening 
One prostate specific antigen (PSA) test or a n  equivalent serologici~l test will be covered per male n i e u i A o -  per 
calendar year. Additional PSA tests will bc covered i f  recommended by a hcior  .. 

__ Diagnostic Services 
Diagnostic procedures such as laboratory studies. radiology services and other diagnostic testing, which may 
include eIec~roencephalograin~ (EEGs), eleclrocardiograms (ECGs), Doppler scans and piilinonai y function tests 
(PFTs), help your cloczar find rhe cause and exlent o l  your condition in order to plan lor y o u r  c;trc 
Certain diagnostic imaging procedures. such as CT scans and MRls :  may require p r i o r  /~ciYcii a n d  trr i ! fr t  iiiioi7 Or  

services will not be covered. 

7 
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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 or 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 2.3- non nth period for certain qualified individuals only. 
Additional follow-up bone mass measurement tests will be covered if medicn/(y necessary Qualified individuals 
include members who have any one of the following conditions: 

- - 
Primary hyperparathyroidisni - 

See Oiiipniient 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 OJ effect of commonly accepted osteoporosis drug therapies 
History of low-trauma fractures 
Other conditions, o r  receiving medical therapies known to cause osteoporosis or low bone mass. 

The Plan provides benefits for einurgency 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 rollowing: 
. 
. - 
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 ofan  individual, or with respect to a pregnant woman the hcalth of the pregnant woman or 
her unborn child, in serious jeopardy 
Serious physical impairment to bodily funclions 
Serious dysfunction of any bodily organ or part 
Death. 

What To Do In An Emergency 
I n  an emergency, you should seek care immediately from an emergency room or othei- similai facility. If 
necessary and available, call 91 1 or use othcr community emergency resources to obtain assistance in handling 
life-threatening emergencies. If you are unsure if your condition is an emergency, you can c;111 Meall1iL.ine Blue; 
and a HealihLine Blue nurse will provide information and support that may save y o u  an unnecessary trip to the 
emergency room. 
Prior review is not required for eniergmqv servicr.s Your visit to the emergency room will be covered i f  your 
condition meets the definition of an rn7~rgc37cy 
I f  you go to  an emergency room for treatment of an eniei'gency, your coinszo.unc~~ will be the same, whether you 
use a n  in-network or ozrr-q/-ireiwork provider. When you rcccive thesc services from an our-of-nerwork provitter. 
benefits are based on the billed amount However y o u  may be responsible for chargcs billed separately by the 
provi&r which are not eligible for additional reimbursement, and you may be required to pay the entiie bill at 
the time of service, and file a claim with BCRSNC. 
prior reirie)v and ceriifi~jc~~ion by RCBSNC are required for i~puf ie t i i  hospitaliz,ation and other selected services 
following en~ergenc,y seri~ice.i (including screening and stabilization) i n  order to avoid a penalty. Y o u  m a y  need 
to transfer to an i ~ ~ - m r i i ; o ~ k  hospiial Once your condition has been .srabi/ized i n  order Io continue receiving 
; ? ? - n m \ J U r t t  bencfits 
Care Following Emergency Services 
I n  order to receive i n - n ~ r i i ~ i r A  benefits foi follow-up care related to the enwrge17c:v (such as ol/ic.c> vis ir ,  or 
therapy once you leit the emergency room or were discharged from the liospirol): you must use ; w I ~ / I I ; ~ I - / ,  

proili{k.rs. Follow-up care rclaied to the c1ncr,g~17(:1~ condition is not considered a n  cmcrtgemy and will be treate(j 
the same as a normal health ( .a i  c benelit 
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__ Urgent Care 
The  Plari also provides benefits for urgent care services. When you need rrrgent care, call your PCP, a specialist or 
g o  to an urgent care provider. If you are not sure if your condition requires urgerif care, you can call HealthLine 
BI ue. 
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 mernher could reasonably be expected to 
suffer chronic illness, prolonged impairment or the need for more serious treatment. Fever over I01 degrees 
Fahrenheit, ear infection, sprains, some lacerations and dizziness are examples of conditions that would be 
considered urgent. 
Fa m - i - I y P la-nn i n g 

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

Statement Of Rights llnder 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 stay, coverage is available for a horm Iierihh visit for post-delivery fo l lo \~ -up  care 
if  received within 72 hours of discharge,. In order to avoid a penalty, prior review and certiji'carion are required 
for inputient stays extending beyond 48 hours following a vaginal delivery or 96 hours following a cesarean 
section. For information on cerfificafion, contact BCBSNC Customer Service a t  the number listed in "Whom 
Do I Call?" 

Termination of Pregnancy (Therapeutic Abortion) 
Benefits for [herapcutic abortion are avaiiable through the first I6 weeks of pregnancy for all female 
rnenzbers. 

Complications Of Pregnancy 
Benefits for cor~iplirarions ofpreggnancy are available to all female 7mmber.r including dcpentlenl children. Please 
see "Definitions" for a n  explanation of cot?~plica1iot7.r ofpregnancy. 
Newborn Care 
Inparient newborn care of a well baby is covered under the mother's maternity benefits described above only 
(juring the first 48 hours after a vaginal delivery or 96 hours after delivery by cesarean section This itrparienr 
newborn care (well baby) requires only one l?m~~/i'~p~~iorlrl'L.~lzrciiblr for both mother antJ baby. Benefits also 
include newborn hearing screening oideretf by a rloeior to determine the presence of permanent hearing loss. 
For additional coverage of the newborn, whether inputien~ (sick baby) or ouIpotierii! 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 
jndjvjdu;il h ~ w ~ f i i  period clchrcrilde i f  applicable, and prior review and cert!/i'cution are required to avoid a 
pen a1 t y 
Infertility And Sexual Dysfunction Services 
Benefils are provided for certain services related to  the diagnosis, trealrnenl and correction of any underlying 
ca tises of ir?ferriIir>J and scsiral ~IpJirtzcrion for all tnembers except dependent children 

9 
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Sterilization 
This benefit is available for all rnembers except dependent children. Sterilization includes female tubal ligation 
and inale vasectomy. 
Family Planning Exclusions 

The collection and storage o f  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 
- 

Treatment for itz$ertiliry or reduced fertility that results from a prior sterilization procedure or when 
inferrility or reduced fertility is the result of a normal physiological change such as menopause. 

injirtility and sexual i/ym'y.sjir~~ction for dependent children. 
Elective abortion 

e 

Facility Services . Ozttpatienr services received in a ho.spital, a liospital-based facility or an ozctpafietir clinic. 
Inputient liospitul services. If  you are admitted before the eJfcctiiie (lute, benefits will not be available for services 
received prior to the cffecrive 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 
" Ernerg et? CJJ Care. " 
Surgical services received in an arrihltlrrtory surgical center 
Covered services received in a skilled ntrrsing,jucility Prior review must be requested and ccrrijicutioti must be 
obtained in advance from BCBSNC to avoid a penalty. Slcillednut:~itig facilitv services are limited to a 
combined in- t ie t~~~oIk and oiit-ofnetwork day maximum per benefit period. See "Summary Of Benefits I' 

Ambu/mce Services 
The Plan covers services in a ground utribulance traveling: - 

Between liospiruls - 
when such a facility is the closest one that  can provide coveredservices appropriate to your condition. Benefits 
may also be provided for ainhulance services from a hospirol or skilled nwsingjucility to a i?ieinber'.s home when 
tnerlicully necesstrry. 
The P l m  covers services in a n  air mnhii/ut~cc traveling from the site ol" an etirergency to a hospitul when such a 
facility is the closest one that can provide coverei/.servzce.s appropriate to your condition and ground 
transportation is not mcdically appropriate due to the severity of the illness or  the pick-up point is inaccessiblc 
by land Nonemergency air ariibrilonr~ services require prior review and c c r t ~ ~ c n f i o n  or services will not be 
covered. 

. 

-~ Other Services ~ 

From a rmwiber's home or scene of a n  accident or eniergetrcy to a hospitul 

Between a l?o.sj)it(i/ and a ski//cd nursing,/aci/ity 

Ambulance Service Exclusion 
. No benefits are provided primarily lor the convenience of travel. 

Blood 
The P l m  covers the cost o f  transfusions of blood, plasma, blood plasma expanders and  other fluids injected into 
the bloodstream. Benefits arc provided for the cost of storing a incnrber's own blood only whcn i t  is stored and 
used for a previously scheduled pi.ocedure. 

Blood Exclusian . Charges for thc collection or obtainment o f b l o ~ d  or blood products from a blood donor ,  including the 
nieinh~r in thc case of autologous blood donalion 
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Clinical Trials 
The Plan provides benefits for participation in clinical trials phases 11,111, and 1V. Coverage is provided only 
for inedically 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 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 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 - 
0 

Non-health care services, such as services provided for data  collection and analysis 
I~zvestigatiotiuldrugs and devices and services that are  not for the direct clinical management of the 
patient. 

Dental Treatment Covered Under Your Medical Benefit 
The Plun provides benefits for services provided by a duly licensed docior, doctor of dental siorgery or doctor of 
dental medicine for diagnostic, therapcutic 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)  discase, including splinting and use of inti a-oral prostlietic appliuntes to 
reposition the bones. Surgical benefits for TMJ disease are limited to norpry  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 TM.J is nieifically neces.smy. 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 congeniiirl deformity including cleft lip and cleft palate, benefits may be 
provided for dentures and orthodontic braces used to treat the condition 
When any o f t h e  conditions listed above require surgical correction, benefits for surgery will be subject to 
medical necessity review to examine whether or not the condition resulted in functional impairment. Examples 
of functional impairment include a n  impairment that affects speech or the ability to eat, o r  injury to soft tissue 
of the mouth. 
In special cascst benefits are only provided for anesthesia and facility charges related to dental procedures 
performed in a lrospiinl or nnibuluiory surgical cenier This benefit is only available to dependent children below 
the age of nine years, persons with serious mental or physical conditions and persons with signillcant behavioral 
problems. The treatingprovirle,. mus t  certify that the patient’s age, condition or problem requires hospitalization 
or general anesthesia i n  order 10 safely and effectively perform the procedure. Other c/mtal services: including 
the charge for surgery, are no( covered unless specifically covered by the Plun. Prior review and certuication are 
required or services will not be covered. unless treatment is for an e’1ne)ge11q’. 

Dental Treatment Excluded Under Your Medical Benefit 
. . . 

Injury related to chewing or biting 
Preventive dental care. diagnosis or trcatmcnt of or rclated to the teeth or gums 
For disease due to infection or tumor. 
- Dental implants 
~ Treatment for periodontal disease 
- 
- Orthodontic braces 

Dental root form implants or root cannls 
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- For TM J disease: 
- Dental implants 
- Treatment for periodontal disease 
- 
- 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 eqzriptnent and supplies required for operation of equipment whrn 
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 inedically necessar,y Certain durnble riiedical equiprneiit requires prior review and 
cerfipcation 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, hospital typc beds, oxygen equipment (including oxygen), insulin 
pumps, Clucowatch and Autosensors, nebulizers and supplies related lo the use of nebulizers and other 
durable inedical equipment, 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 
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 Plan wilI pay benefits, if determined to be inedically t7eces.sary, for O N E  of the following. a 
manual wheelchair, a motorized wheelchair, or motorized scooter. 

BCBSNC will pay benefits for the replacement of a n y  durable i??edical 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 beizefir 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 sub,ject to the benelits, limitations and 
exclusions of the Plan. 

- 
- 

Eye Exams Exclusion . Fitting for contact lenses, glasses or other hardware. 
Home Health Care 
Horrie lzealth care services, such as professional services of a regisiered rizirse ( R N )  or IicensedprucIical ii1ir.w 
(1,PN) for visits totaling 8 hours a day, are covered by the Plmi when the iiiemhsr is hoiiieboztriddue to iljness or 
injury, Home hcalili care requires prior review and crrtificotioti or  services will not be covcred. 

Home Health Care Exclusions . Hoinemaker services, such a s  cooking and housekeeping 
. Dietilian 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 administralion of ~7re.scripiiotz drugs directly into a body organ or 
cavity or via intravenous, intraspinal, intramuscular. subculaneous or epidural routes, under a plan prescribed 
by a &ior. These services must be providcd under the supervision of an R A T  or L.PN. Home infusion therapy 
requircs prior reiiicw and certifi'cntioti or services will not bc covered. 
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Hospice Services - Your coverage provides benefits for hospice services for care of a terminally ill tnernber 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 
Fdmilies. 
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 inerlica/ 
supplieslequipment, please find a provider on the BCBSNC Web site at rvww.bcbsnc.corn/rnembers/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 01 
diseased body part, are covered if tnedically 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 of po.ririoizalplagiocephaly, including dynamic orthotic cranioplasty (DOC) bands and soft helmets, 
are sub,ject to a benefit limit. 

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

Private Duty Nursing 
The Plun provides benefits for nierlically necessary private duty services of an RN or L,PN wlieii ordered by your 
doclor. Prior review must be requested and certijication must be obtained or services will not be covered.. These 
services are always subject to the rledzrctible and coinszrrance, regardless of location of service. 

Private Duty Nursing Exclusion - Services provided by a close relative or a member of your household. 
Prosthetic Appliances 
The P h  provides benefits for the purchase, fitting, adjustments, repairs, and replacement of prosthetic 
upp1ionce"y The pro.rrhetir appliances must replace all or part of a body part o r  its function The type of 
prostiieric appliance will be based on the functional level of the inernher. 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 prosrheric appliances 
require prior review and certificution or services will not be covered. 

Prosthetic Appliances Exclusions 
. 
. . 

D e n ~ a l  appliances except when ~nedically necessary for the treatment of temporomandibular joint 
disease 
Co.sn1eric improvements, such as implantation of hair follicles and skin tone enhancements 
Lenses for keratoconus or any other eye procedure except a s  specifically covered under the Plan 

Surgical Benefits 
Surgical benelits by a professional or facility provider on an inpritienr or ourpurrcnr basis, including pre-operative 
and post-operative care and care of complications, are covered. Surgical benefits include diagnostic szrrgery, such as 
biopsies, sigmoidoscopies and colonoscopies, and reconstructive srrrgery performed to correct congenifol defects 
that result in functional impairment of newborn, adoptive and foster children. 
Certain surgical procedures, including those tha t  ale  potentially coJniriic, require prior, review and cer/;/icci/iot~ or 
services will not be covexd.  
Multiple surgical procedures performed on the same date of service andlor during the same patient encounter, may 
not be eligible f o r  separate reimbursement. For information about coverage of multiple surgiciil procedures, please 
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refer to BCBSNC's medical policies, which are on the BCBSNC Web site at www.bcbsnc.comlmernbers/duke-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 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 Plm7 provides for the following services related 
to mastectomy surgery: 

- 

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 deduclibles, copayi?wnf or coinsurance 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 

T h E P k S  
The Plan provides coverage for the following therapy services to promote the recovery of a r?icmher from an illness, 
disease or injury. A doclor or other pro/es.~ionalpro~~irler must order these services. 

Short- Term Rehabilitative Therapies 
The following therapies are covered only for treatment of conditions that are expected to result in significant 
clinical improvement in a rmmher's condition: - - Speech therapy. 
Benefits are limited to a combined in-network and out-of--network henejil period visit maximum for the following 
categories of therapies: 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 inpatient (e g. ,  outpatient, 
office and home) regardless of the type ofprovider (chiropractors, other rloctors, physical therapists) Short-term 
i rhubili~ative therapy received while an inpatient is not included in the henejit period inasiiiiunr. 
Other Therapies 
The Plan covers:. - Cardiac rehabilitation therapy . Pulmonary and respiratory therapy . Dialysis trealment - Chemolhei,apy, including intravenous chemotherapy. For bone marrow or peripheral blood stem cell 

t run splm I Y, see 'I Trori splan I S . "  

Occ.upationa1 therapy and/or physical therapy 

14 
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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 cerfijkation, 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 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, 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 
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 a n  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 LIP to 
$5,000 during the lifetime of the patient.) 

Therapy Exclusions 
Cognitive therapy . Speech therapy for stammering or stuttering. 

-I_____. Transplants 
The P l m  provides benefits for rr-crtnplanrs, including hospifal and professional services for covered rrnnsplcrtir 
procedures. The Plan provides care management for tramplunr services and will help you find a horpital or Blue 
Quality Center for Transplants that  provides the f ransp fmf  services required. Travel and lodging expenses may be 
reimbursed, based on BCBSNC guidelines t h a t  are available upon request from a trarisplurit coordinator. 
For  a list of covered transplants, call BCBSNC Customer Service at  the number listed in "Whom Do I Call?" to 
speak with a ironsplnt?i coordinator and request prior review. Cerfification must be obtained in advance from 
BCBSNC for all t ,m~s~~lrini-rclatcd scrviccs in order to assure coverage of these services. 
If a rronsplcinr is pmvided from a living donor to the recipient meinber who will receive the ~ran.sp/nnt: . Benefits are provided for reasonable and necessary services related to the search for a donor up to a maximum 

of $10,000 pcr trcrn.spkri~t. However, other costs related to evaluation and procurement are covered up to the 
retipicnt n~er,iber'~ coverage limit 
Both the recipient anti the donor are entitled to benefits of this coverage when the recipient is a riieriiher 
Benefits provided to the donor will be charged against the recipient's coverage, i f  they don't have coverage for 
same elsewhere 

Some i r c i~~~p / i r t? t  sei vices are invcrrignrio~ial and not covered for some or all conditions or illnesses. Please see 
"Definitions" for a n  explanation of i , 7 i ~ e s i i ~ ~ i t i ~ ) t ~ ~ / .  

Transplants Exclusions . 
; 

The purchase pi ice of the organ or tissue if any organ or tissue is sold rather than donated to the recipient 
1~7etiihet 
The procurement of organs, tissue. bone marrow or peripheral blood stem cells or a n y  other donor services 
i f  thc recipient is not a iiie~iiher 
Trrit7\p/ui1/~, including high dose chemot hcrapg, considered experii71e~iml or it7i~esii,~ririorrci/ 
Services Tor or telated to the tiansplantatioii 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  menral illness and substance abuse by a hospiral, docfor of other 
provider. Your coverage for in-irerivork inputient and outpatient services is coordinated through Magellan Behavioral 
Health I 
Separate visit limits and  benelit maximums may apply and  are combined for in- and our-of-network services. See 
information on of/ice i i s i r  benefit maximums below.. 

Office Visit Services 
Prior review by Magellan Behavioral Health is not required for of$ce visi{ services. The followir~g professional 
services are covered when provided in an  office setting: 

Evaluation and diagnosis 

Group therapy.. 
The following rules apply to mental health ufice visil benefit maximums: 

Outpatient Services 
Covered outporienr services when provided in a mental health or substance abuse treatment facility include: 

Each service listed in this section under oflice visif services - Partial-dayhight hospitalization services (minimum 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 inporient treatment services also include., 
. - Semi-private room and board - 
Please note benefits for iripuriciirt and nu~puricn[ t?redic:al cure are  limited to one  visit per day. 
How To Access Mental Health And Substance Abuse Services 
Prior review by Magellan Behavioral IHealth is not required for office visir services, or for services from an 
out-oj-network provider which will be paid at the on[-oj-nerivork benefit level. Although prior review is not 
required for crnergenc)i situations, plcase notify Magellan Behavioral Health of your inpatient admission as soon 
as reasonably possible. I n  addition, if you choose to receive nonemergency inpafient or ozrrpatient services from 
an ii~-?re~ii~ork provider without requesting prior revieii: and receiving cerrzficarioii from Magellan Behavioral 
Health, you  will receive coverage at the out-oj-netit;ork benefit level and will be responsible for the difference 
between thc ulloivcirl utiio~iir~ and the providei-'.s fu l l  charge. 
Whcr.1 you need iirpurien~ or ourporicm treatment, call a Magellan Behavioral Health customer service 
representative at the number listed in "Whom Do 1 Call?" The Magellan Behavioral Health customer service 
representative will refer you to an appropriate iir-tirrivork prot~ider 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 ineirrulillne.~.~, alcoholism, drug addiction or chemical 

dcpendency 
Ii?putienr confinements that are primarily intended as  a change of environment 
Mental health sei vices received i n  residen~ial treaiment facilities 
Menta] health coveredservicer arc subject to the mcclical cleducrible and apply toward the mcdical 
coiii.s~ir~irce tiin \ - i i? i i i i? i  

Subst;tnce abuse coveicd writices a1-e subjecr t o  the medical tlediictihlc and d o  not apply toward the niedica] 
c oinsirrurrc e t~ru.viimiii 

Medicull~y necessary biofeedback and neuropsychological testing 
Individual and family counseling 

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

E.ach service listed i n  this section under oJJice virir 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  ljsted in this section. To understand all of the exclusions that apply, read 
"Covered Services," "Summary Of Benefits" and "What Is Not Covered?" In addition, the P/un 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 XVIII of the Social Security Act of 196.5, 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, i f  the employee, employer or 
carrier is liable or responsible for the specific medical charge ( 1 )  according to a final ad.judication 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 meiiiber's effelrive dote 
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 provider, including charges for telephone consultations, failure to keep a 
scheduled visit, completion of claim foI,ms, obtaining medical records, and )ale payments 
Costs in excess of the allotc~edarirorrnt for services usually provided by one doocior, when those services are provided 
by multiple doctors or  meciical care provided by more than one clocroi for treatment of the same condition 

C 
Claims not submitted to BCBSNC within I S  months of the date the charge Wils  ii7currccl, except in the absence of 
legal capacity of the inetnher 
Contraceptives, jncludIrig 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 a t  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 
Comteiic 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 P l m  
Services received either before or after the coverage period of the Plun. regardless of when the treated condition 
occurred, and regardless of whether the care is a continualion of care received prior to the termination 
Cit.vrodiu/t.at.e designed essentially to assist an individual with activities of daily living, with or  without routine 
nursing care and the supervisory care of a docfor 

Dental stwicrs provided in a lmpirul: except as specifically covered by the Pluti, when a h a m d o u s  condition exists 
at the same time, or covered oral 5urgety services are required at the same time as a result of a bodily in,jury.. Dental 
care, dejltures, dental implants. oral orthotic devices, palatal expanders and  orlhodontics excepl as specifically 
covered by the Ploii. 
The  following drugs: - . Pre.ycriprion clruys except as specifically covered by the P l m  

Injecrions by a health care professional of injectable prexrfpr;o17 h / g ~  which c a n  be self-administeredl unless 
medical supervision is required 
Clojniphcne (e.e , Clornid), menotropins (e g, Repronex) or othcr drugs associated with conception by artifjcial 
means 
E , ~ ~ ; ~ T I ~ I I ~ U /  drugs or any drug  not approved by the Food and Drug Atlministration (FDA)  for the app]icab]c 
diagnosis or treatment. I-lowever, this esclusion does not appfy 10 prc..\c I /pl/oti d r q s  used i n  covered phases I ] ,  

. 

. 
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111 and 1V clinical trials, or drugs approved by the F D A  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 
recognked drug reference guides: 

I .  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 Plaii 
Side effects and complications of noncnvered services, except for ei77ergency 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: 

Experillierrtalservices 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 

Roufiize.foot cure that is palliative or  cosriiefic 

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 Plun 
Holistic tnedicine services 
Hypnosis except when used for control of acute or chronic pain 

I 
Inpatient adniissions primarily for the purpose of receiving diagnoslic services or a physical examination. hipntient 
adinissions primarily for the purpose of receiving therapy services, except when the admission is a continuation of  
treatment following care a t  an inpatierzf facility for an illness or accident requiring therapy. 
Irrr~estigutionuf services in nature or obsolete, including any service, drugs, procedure or trealmcnt directly related to 
an iiiilestigationd treatment, cxcep! as specilkally covered by the P l m  

L 
Services provided and billed by a lactation coiisultant 

M 
Services or supplies cfeemed not nrellicnlly IWCC.SSOJ*.V 

0 
Any treatinent or regimen, medical or surgical, for the purpose of reducing or controlling the weight of a incinbcr or 
for treatment of obesity, except lor surgical treatment of morbid obesity, or its specifically covered by the Plutz 

P 
Care or services froin 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, honie 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. 

F 

G 

Canjiot legally provide or legally charge for the services or services arc outside the scope of [he proviikr's license 
or certification 
Provides and bills for services from a licensed health care professional \vho is in  t r a in ing  
Is  ill a m m h e r ' s  iinmediate family 

- 



WHAT IS NOT COVERED?(CO~~J 

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 o r  rest cures, care provided and billed for by a hotel, health resort, convalescent home, rest 
home, nursing home or other extended care racility, 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 Plan 

Services or supplies that are: 
N o t  performed by or upon the direction of a doctor or oilier provider - Available to a metnber without charge. 

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

T h e  following types of therapy: 
e 

- Mnititenance theraj~y 
0 Massage therapy. 
Travel, whether or not recorninended or prescribed by a cloctor or other licensed health care professional, except as 
specifically covered by the Plat1 

T h e  following vision services: - 

S 

T 

Music therapy, remedial reading, recreational o r  activity therapy, all forms of'special education and supplies or 
equipment used similarly 

V 

Radial keratotomy and other refractive eye surgery, and related services to correct vision except for surgical 
correction of an eye injury. Also excluded arc 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 lenscs, except as specifically covcred in "Prosrlieric Ayplioi7ces" 
Orthoptics, vision training, and low vision aids. 

0 

e 

Vitamins, food supplements or replacements, nutritional or dietary supplements, formulas or special foods or any 
kind except for external nutrition administered exclusively via tube feeding a s  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 Plot7 has a ztrilizufion tnunogetnen~ ( U M )  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 a t  whether health care services are inediccilly necesary, provided in the proper setting 
and for a reasonable length of time The PIun will honor a certification to cover nrerlicul services or supplies under the Plum unless 
the certificcrtion was based on a material misrepresentation about your health condition or you were not eligible for these services 
under the PIun due to termination of coverage or nonpayment of premiums. 
Rights - _ _  And Responsibilities ~ Under The UM Program 

Your Member Rights 
tJnder the IJM program, you have the right to: - 

An authorized representative may act on the member's behalf with the tnetnber's written consent. In the event you appoint 
an authorized reprcscntative, references to "you" under the "Ufilizarion Manogenieid' section mean "you or your 
authorized representative" ( i  e., the authorized representative may pursue your rights and shall receive all notices and 
benefit determinations) 
BCBSNC's Responsibilities 
As part of all UM decisions, BCBSNC will. 
w 

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 i n  writing that benefit coverage has been denied. The notice will explain how you 
may pursue a review of the IJM decision 

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 U M  
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 niedictil necesyily 
Request a rcview of denial of benefit coverage through the grievonce process 
Have an authorized representative pursue payment of ;i claim or make an appeal on your behalf. 

Provide you and yourprovider with a toll-frce telephone number to call U M  review staff when terri/Icotion of a hcalth 
care service is needed 
Limit what BCBSNC requests from you or yourprovider to information that is needed to revicw the service in question 
Request all information nccessary to make the UM dccision, including pertinent clinical information 
Provide you and your provider prompt notification of thc U M  decision consistent with the Plrirr 

__ Prospective .. . __- ReviewlPrioy Revieg 
The Plon requires that certain health care services receive prior review as noted in "CoilereciSLJrvices " These types of reviews are 
called prospective reviews I f  neither you nor your provider requestsprior review and receives cerrijicuriotr, this may result in a 
partial or complete denial of benefits. General categories of services with this requirement are noted in "Co~~crcJ Scr17ices." You 
may also visit the BCBSNC Web site at www.bcbstic.com/members/dulie-energy or call UCBSNC Customer Service at the number 
listed in "Whom Do 1 Call?" for a detailed list of these services. The list of services that requireprior review may change from time 
to time. 
I f  the requested cerr!/iccirron is denied, you have the right to appeal.. See "What If YOU Disagrce With A Decision?" foi 
additional information. Certain services may not bc covered oit/-q/-ne/n~ork. See "Covered Servimr." 
BCBSNC will make a decision on your rcquest for cer/i/irarion within a reasonable amount of time raking into account the 
medical circunistanccs. The decision will be made and coniniunicatcd within three business days after BCBSNC receivcs all 
necessary information but no later than 1.5 days from the date BCBSNC received the request If y o u r  request is incomplctc, 
then within fivc days from the date BCBSNC rcceived your request: BCBSNC will notify you and your provider or how io 
properly complete your request. BCBSNC may also takc an extension of up to IS  days i f  additional inlorination is nccdcd. 
BCBSNC will notify you and your provider before the end of the initial I Sday  pcriod of the information needed and the date 
by which BCBSNC cxpccts to make a decision You will have 45 days to provide the requested inl'ormation As soon as 
BCBSNC receives thc rcqucs[cd information, or at thc cnd of the 45 days, whichever is earlier: BCBSNC will make a decision 
within three business days. I f  BCBSNC does not approve benefit coverage of a hcalth care service, BCBSNC will notify you 
and the provider by wrrittcn or electronic confirmation. 

Expedited Prospective Review 
You havc ;I right to ; i n  cxpcditcd review when the regular time frames for a decision. (i) could scriouslyleop~trdizc yoill. or 
your dependent's life, health, or ability to rcgain maximum function; or (ii) in the opinion of your proi!idor, would subject 
yoti or your tfepcndenr to severe pain that cannot be adequately managed without the requestcd carc or treatment 
BCBSNC will notify you and your provider of its decision as soon i is  possible, taking into account thc mctfical 
circumstances BCBSNC will notify you and your provider of its decision within 7 2  hours after receiving the request I f  
B(:BSNC nceds additional information to process your cspedited revicw, BCBSNC will notify you and your  p o i + d ~ > !  of kI1c 
information needed as soon as possible but 110 later than 24 hours following the receipt of your request You will tlien be 
given ;i reasonahlc itmount of time, but not less than 48 hours, to provide the requcsted inforrnlttion As soon as BCBSI\'C 
receives the reyucstcd information, or at the cncl of the time period specifictl for yoti IO provide tlic inforniation. \ullicIicvcr 



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 tlie /iospiiu/ 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 does not provide 
cerr$carion of a health care scrvicc, BCBSNC will notify you, your hospitors 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 Plon will remain responsible for covered services you are receiving until y o u  or your representatives 
have been notified of the denial of bcncfit 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, o r  ability to regain maximum function; or (ii) in the opinion of yourprovider, would subject 
you or your dependent to severc pain that cannot be adequately managed without the requested care or treatment. If you 
request an extcnsion of treatment that BCBSNC has already approved a t  least 24 hours bcforc 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 rcviews the covcrage of health care services after you receive them (retrospective reviews). Iictrospcctivc review 
may include a review to determine if services received in an emergency setting qualify as an er77ergtv7cy. BCBSNC will make all 
retrospective review decisions and notify you of its decision within a reasonable time but n o  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 busiliess days of the decision.. All decisions will be based on ~iierlicnl~iece.ssir)~ and whether the service 
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 BCRSNC 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 denkil for /i7e1li(rr/necessir?, once the 
claim is received, unless the certifirdon was based on a material misrepresentation about your liealth condition or you wcre not 
eligible for thesc scrvircs undcr thc Plan due to termination of coverage or nonpayment o f  prcniiums AI1 other services may be 
subject to retrospective review and could be denied for rnedicul iiecessiry or for a bcncfit limitation or exclusion 

Mcri7hers with complicarcd andlor chronic medical needs may, solely a t  the option of BCBSNC, be eligible for care 
managcmcnt scrvices. Care management (or case management) encourages mmbers  with complicated or chronic medical 
needs, their provi&/s, and the Plmri. to work together to meet the individual's health needs and promote quality outcomes. To 
accomplish this, n7snbrr.s enrolled in or eligible for care management programs may be contacted by BCBSNC or by a 
representative of BCBSNC The Plm7 is not ohhgdtcd to provide the same benefits or services to a /n~wiber at a later date or to 
any other member Information about these services can be obtained by contacting a n  iri-ricm~orli PCP or in-nc.rit;or/t spec io l i j r  
or by calling BCBSNC Customer Service. 

Continuity of carc is a process that allows rnemhers with ongoing special conditions to continue receiving ctire from a n  
oztr-of-rzerii:or/t provider, when the meti7bc~'s employer. changes plans or when their p r o i k h  is no longer in the Blue Options 
network. I f  your PCP or ,peciuli.sr leaves the BCBSNCyrovider network and they are currently trcating you for an  ongoing 
special condition rhat meets BCBSNC continuity of care criteria, BCBSNC will notify you 30 days before tliepr-ovidcr's 
termination, as long as BCBSNC receives timely notification from the provider-. To be eligiblc for continuity of carc, tlie r ~ i ~ ~ ~ b e r -  
must be actively being secn by the oiir-o/-/ier,c:orkproi,irler for an ongoing special condition and the proi*rr/c~r- must agree to ;ibi& 
by the Plriri'r requirements for continuity of carc. An ongoing special condition means. . 

Care Managemen! 

CO?t@. !L i j i _ ty !3  

in the case of an  acute illness, 21 condition that is serious enough to rcquirc r i i ~ ~ l i c u l  w r r  or treatment to avoid a re;lsoli;~b]e 
possibility of deatli or permanen! harm; 
in the case of a clironic illness or condition, a disease or condition that is Iifc-threatening. tlegcnerative. or disabling, and 
requires m ~ / i c u /  (or(' o r  treainient over ti prolonged period of time; 
in the ciise of pregnancy, tlie second and third trirncsters of pregnancy: . in the case of a terrnin;~l illness. an individual has a medical prognosis that the rmwihcv'~\ life expci tancy is six montl1s 
less. 

The :illo\\cd transition;il period shall extend up to 90 days, as determined by the p r o d c r ,  except in thc cast's of 
e schcdulcd v i t rgu) .  organ transplantation. or i/iptrrienr care which shall estcnd through tliu datc of discharge a n d  

post-discliarge follot\-up care or othcr i qw / i rn r  care occurring within 90 days of the daw of dischargc. ; ind 

. 
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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 a t  the meinber’s in-network benefit level. ContinujtY of 
care will not be provided when theprovider’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 related to the 
treatment of the terminal illness. 

-. Further Review Of Utilization -~ Management - _ _ _ ~  Decisions 
If you receive a rrontertificntion as part of the prior r e v i m  process, you have the right to request that thc P h i  review the 
decision through the grievance process. Refer to ”What If  You Disagree With A Dccision?” 

For U M  and the first level grievance review for inpaiieiii and oirtpniieiir mental health and substancc abuse services, Magellan 
Behavioral Health is responsible. Claims determinations and second level grievance review are provided by BCBSNC. 

In an effort to allow for continuous quality improvcmcnt, BCBSNC has processes in place to evaluate new medical technology, 
procedures and cquipment. These policies allow BCBSNC to determine the best services and products to offer ineinbers. 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 thcn sccks additional input from providers who know the needs of the patients 
they serve.. 

-~ Delegated - Utilization Management 

Evaluating ~ New Technology 
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AT IF YOU DISAGREE WITH A DECISION? i 
In addition to the U M  program, the Plan offers a grievance procedure for members. Grievatzces include dissatisfaction with a 
claims denial or any decisions (including an appeal of a noncert$carion 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 inember or  an 
authorized representative acting on the rneinber's behalf with the nwrnber's written consent. In the event YOU appoint an 
authorized representative, references to "you" under this section mean "you or your authorized representative" (k, the 
authorized representative may pursue your rights and shall receive all notices and benefit determinations). 
You may request, at n o  charge, reasonahle 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 grievunce and for notifying you or yourprovider of the 
decision The revicw 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: 

Employee's ID number Patient's name 
Employee's name The nature of the grievarrce 

To request a form to submit a request for review, visit the BCBSNC Web site at wwrv.bcbsnc.com/members/duke-energy or call 
BCBSNC Customer Service a t  the number listed in "Whom Do 1 Call?" 
All correspondence related to a request for a review through BCBSNC's grievrznce process should be sent to: 
BCBSNC 
Customer Services 
PO Box 229 1 
Durham, NC 27702-2291 
In  addition, members may also receive assistance with grierances 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: MCPA@ncdoj gov 
Following such request lor 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 the g ~ k ~ i ~ u n ~ 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 on medical judgment, including determinations 
with respect to whether a particular treatment, drug or other item is esperirneri~al, invesfigutiorza/, or not inedicu/ly n~'cessury 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 Grievance ______-- Process 

Any other information that may be helpful for the review. 

First Level Grievance Review 
BCBSNC will provide you with the name, address and phone number of the grievunce coordinator wi~hin three business 
days after receipt o r a  review rcqucst BCBSNC will also give you instructions on how IO submit written materials. For 
grievances concerning quality of health care, a n  acknowledgement will be sent by BCBSNC within five business days. 
Although you are not allowed to attend a first level grietmce review. BCBSNC asks that you send all of the written 
material you feel is necessary to make a dccision BCBSNC will use the material provided in the request for review, along 
with other available information, to reach a decision You will bc notified in clear written terms of the decision, within a 
reasonable time but no later t h a n  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 
Sincc the P/un is subject to ERISA, the first level grk~iuii~c review is thc only level that you must complete before you can 
ptirsue your grievunce in  an action in federal court 
Otherwise, if you are dissatisfied with the first levcl grir~c7/7ce rcview decision, you have the right to a second level grieiy/nce 
review Second lcvcl grievrrnto arc not allowed for benefits or scrvices t h a t  are clearly excluded by this benefit booklet or 
quality of care complaints Within ten business d i i ~ s  after I3CRSNC receives your rcclucst lor a second level grievunte 
rcview, the following infomiation will be given to you. . Name. address and telephone number of the grievunce coordinator . A statcnicnt o f  your rights, including the right to. 
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WHAT IF YOU DISAGREE WITH A DECISIQN?(cont.) I 
- 
~ 

- 
- 
~ 

- 

- 

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 a t  the revicw 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 einployer 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 cxpcrts, will be hcld within 45 days after BCBSNC rcceives 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 grievance 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 noncxpedited) shall be wholly or partially denied at cithcr thc first lcvcl grievance or the 
second level grievance review, a writtcn notice shall be provided to the mernber worded in an understandable manner and 
shall set forth: 

The specific rcason(s) For the dcnial 
Reference to the specific the Plan provisions on which the decision is based 
A statement that the nieinber is entitled to receive, upon request and without charge, reasonable access to, and copies 
of, all documents, records and other information rclcvant to thc meinher's claim for benefits 
I f  applicablc, a statement describing :my voluntary appeals proccdurcs and the mernbrr's right to receive information 
about the procedures as well as the tnernber's right to bring a civil action undcr Section .502(a) of E R I S A  following an 
advcrsc determination upon review 
A copy of any internal rule, guideline, protocol or other similar criteria rclictl on in making the decision or a statement 
that such specific rule, guideline, protocol, or other similar criteria was relied upon in making thc dccision and that this 
will be provided without charge upon request 
I f  the decision is based on tnedicul rrecc..miry or e.xperCnentul treatment or a similar exclusion or limit, cither an 
explanation of thc scicntific or clinical judgment for the determination, applying the terms of the Plan to the mernher's 
medical circumstances, or a statement that such explanation will be provided without charge upon request; and 
Thc following statement: "You may Iiavc other voluntary alternative dispute resolution options, such as mediation. 
One way to find out what may be available is to contact your local US. Department of Labor Office and your State 
insurance regulatory agency." 

0 

Expedited Review 
You have thc right to a more rapid or expeditcd review of :I denial of covcrage i f  a delay: (I) would reasonably appcer to 
seriously jeopardize your or your dcpendcnt's life, health or ability to regain maximum fiinction; or ( i i )  in the opinion of 
your provider, would subject you or your dependent to severe pain that cannot bc adequately managed without the 
requcsted care or treatment. You can rcquest an cxpcditcd sccond lcvcl review even i f  you did not rcquest that the initial 
revicw be cxpedited An expedited review may be initiated by calling BCBSNC Customer Service at the number given in 
"Whom Do 1 Call?" An cxpeditcd review will take place in consultation with a mcdical doctor. All of the same conditions 
for a first level or sccond level griei~ut7te rcvicw 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 rcquest. A written decision will be communicated within four days aftcr receiving the request for the expedited 
appeal. Information initially given by telcphone must also be given i n  writing 
After requcsting a n  expedited rcview, thc P l m  will remain responsible for covered health care services you a r c  receiving 
until you have been notified of the rcview decision. 
Correspondence related to a request fo r  a review through the Pkir i '~  griei~ancc process should be scnt to: 
BCBSNC 
Customer Scrvices 
PO Box 2291 
Durham, NC 21102-2201 

Delegated _- __ - - - - . ___ Appeals - - - 
Magcllan Behavioral Health is responsiblc for thc first level g r i r i w z w  review for inptr/icnf and oirtptrtioir mental hcalth and 
substance abuse services. Please forward written grirwnrt ('5 to: 
Magellan Bchavioral Health 
Appeals Departmcnt 
PO Box 1619 
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WHAT IF YOU DISAGREE WITH A DECISION?(cont) i 
Alpliaretta, GA 30009 
Second level grrrvunce revicw for itrpafient and outpatient mental health and substance abuse services is provided by BCBSNC. 

2 5  
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ITIONAL TERMS OF YOUR COVERAGE 

Benefits To Which Mem&ers Are Entitled 
The benefits described in this benefit booklet arc provided only for tnembers. These benefits and the right to receive payment 
cannot be trarisfcrred to another person. A t  the option of the Plaii, payment for services will be made to theprovider of the 
services, or the Plan may choose to pay theparricipaizt. 
I f a  tnetnber resides with a custodial parent or legal guardian who is not thepnrricipatir, the Plnn will, at its option, make 
payment to either the provider of the serviccs or to the custodial parent or legal guardian for services provided to the member. I f  
theparricipanr or custodial parent or legal guardian receives payment, i t  is his or her responsibility to pay the provider. 
Benefits for coveredservices spccified in the P h n  will be provided only for services and supplies that arc performed by aprovider 
:is specified in the Plun and regularly included in the allo~ved Urt702mf. BCBSNC establishes coverage determination guidelines 
that specify how services and supplies must be billed in order for payment to be made under the Plan 
Any arnoiints paid by the Plon for noncovered services or that are in excess of the benefit provided under your Blue Options 
coverage may be recovered by BCBSNC. BCBSNC may recover the amounts by deducting from a rnen7bcr's future claim 
payment This can result in a reduction or elimination of future claims payments. Amounts paid by the Plnn for work-related 
accidents, injuries, or illnesses covered under state workers' compensation laws will be recovered upon final adjudication of rhe 
claim or a n  order of the applicable state agency approving a settlement agreement. I t  is the legal obligation of the rnenzber, the 
employcr or the workers' compensation insurer (whoever is responsible for payment of the medical expenses) to notify 
BCBSNC in writing that therc has been a final adjudication or settlement 
Pror:iderr arc independent contractors, and they arc solely responsible for injuries and damages to tnetnhers resulting from 
misconduct or ncgligencc. 
BCBSNC's - .  D-isclosure .- Of Protected Health Information (PHI) 
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 explains the procedures To obtain a copy of the privacy 
notice, visit the BCBSNC Web site at www.bcbsnc.com/members/dukc-energy or call BCBSNC Customer Scrvicc at the number 
listed in "Whom Do 1 Call'?" * 
Administrativs-Discretion - 
BCBSNC has the authoriry IO make reasonable determinations in the administration of coverage These determinations will be 
final. Such dctcrminations include decisions concerning coverage of services, care, t i  eatment or supplics, and rcasonablcncss of 
charges BCBSNC medical policies are guides considered when making coverage determinations. 
Provider -. . - Rei . - m bu rs.emenJ 
BCBSNC has contracts with ccrtain providers of health carc scrviccs for the provision of, and peymenr for, hc;tltli cwc services 
provided to all rneinherr entitled to hcalth care benefits. BCBSNC's payment to providers may be based on an amount other 
than  thc aciu;il charges, including without limitation, an amount per confincment or episode of care, agreed upon schedule of 
fees, or other niethodology LIS agreed upon by BCBSNC and the provider. Under certain circumstances, a contractingp,ovider 
may receive payments from BCBSNC greatcr than the charges for services provided to an eligible ri?einher, or BCBSNC may 
pay lcss than charges for services, due to negotiated contracts. The inernber is not entitled to receivc any portion of the 
payments nixie under the terms of contracts with proifder. The iminher's liability when defined as a percent ofclprge shall be 
calculaicd based on rhc lesser of the cilloic~ed~i17o1mr or theprovider's actual charge for coveredservices provided to a rnmzber. 

Services Received In North Carolina 
Some ozrr-r/l,ic.rii.orX proi-iders liavc other agrccmcnts with BCHSNC that affect their reimbursement for cooer-er/.ser,.ice.y 
provided to Blue Options meriibei.~ Theseproviders agree not to bill rnettibers for any charges higher than their agreed 
upon, contracted amount I n  these situations, tnernbers will be responsible for the differcncc between the Blue Options 
~1llo11~~~clar7ioroir  ;inrl the contracicd amount Orri-qf-nern,orkproviders may bill you directly I f  you arc billed, you will be 
responsible for paying thc bill and filing a claim with BCBSNC. 
Services Received Outside Of North Carolina 
)'our 11.) C U I  rlgivcs yo11 access to participatingprni,ir/crs outside the state of North Carolina through the BlueCard 
progr;im Y o u r  ID curt/ iells participatingp,ovidc~rs that YOU arc a tnemher of BCBSNC By taking part in ihis program, 
you m;iy rcccivc tiiscounts from out-of-stateproi'rd~~rs who participate in the BlucCard program 
\\'lien yoti obtain health carc scrviccs t l irou~h the BlueCard program outside the area in which thc BCBSNC network 
operates, rhc ; inioui i t  you pay toward such (uvcred~erv ice~ ,  such as clcd~rcriblc~.r. copr1jvi7w/: or (oimirrmcc,. is usually based 
on ~ h c  lesser of.  . . 
'I'liis "ncpiiarccl pricc" c a n  be - . 

Thc hilled chiirgcs lor your (~uwrer l  serwceb, or 
The ncgoii;itcd pricc that the oui-of-sttire Bluc Cross and/or Blue Shield licensee ( " t  lost Blue") passes on to BCRSNC 

,A siniple dist:ocuit which rellcits ihe aciual price paid by the Host Blue 
An cstimiiietl pricc tha t  Iiicrors i n  especrcd settlements, withholds, contingent payment ariangetncnts. or othcr 
11 ~ n c  I i 1  i ins t I:! ns;i c 1 I on s . w i i h your licit 1 t h c ; ~  re pro vi& or with a gr ou p of pro virh s 

26 
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- A discount from billed charges that reflects the average expected savings with your health careprovider or with a group 
0fprovider.r. The price that rcflects average savings may result in greater variation (more or less) from the actual pnce 
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 stale 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 Recovery ~ Provision 
lrnniediately upon paying or providing any benefit under the Pk~r?, the Plan shall be subrogated to all rights of recovery a 
tneinber has against any party potentially responsible for making any payment to a tnetnber due to a member's injuries, illness or 
condition, to the full extent of benefits provided or to be provided by the Plan. 
I n  addition, i f  a rnernber receives any payment from any potentially responsible party as a result of an injury, illness or 
condition, the Plrrri has the right to recover from, and he reimbursed by, the rnetnber 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 rnernber receives from all potentially responsible 
parties. The mernber agrees that if  the nietnber 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 cfeenied a breach of the riwtnber'.r fiduciary duty to the Plarr. 
Further, the Pluri will automatically have a lien, to the extent of benefits advanced, upon any recovery whether by settlement, 
judgment or otherwise, that a r,iernber receives from any third party, any third party's insurer or any other source as a result of 
the rnernber'.r injuries. The lien i s  i n  the amount of benefits paid by the Plan for the treatment of the illness, injury or condition 
for which another party is responsible 
As uscd throughout this provision, the term y c s p p ~ b l c . p s y  means any party possibly responsible for making any payment to 
a nie~nber due to a n7ernBer'r injuries or illness or any insurance coverage including, but not limited to, uninsured motorist 
covcragc, underinsured motorist covcragc, 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 benefits 
paid by the Pion including. but not limitcd to, the ~7er77ber, the rnernber's representative or agcnt; responsible party; responsible 
party's insurcr, rcprcsentativc or agcnt; andlor a n y  other source possessing hnds  representing the amount of benefits paid by 
the P l m  
The Inonber acknowledges that the P h i '  r recovery rights are a first priority claim against all potentially responsible parties and 
are to bc paid to the P h r  before any othcr claim for thc rnernb~r'.~ damages The Plari shall be entitled to full reimbursement 
first from any potential responsiblc party payments, cvcn if such payment to the Plan will result in  a recovery to the rnember 
which is insufficient to make the r,7ernber whole or to compensate the tnernber- in part or in whole for the damages sustained I t  
is further understood that the Pltrri 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 P l m  is not required to participate in or pay court costs or attorney fees io 
any attorney hired by the n7er~Ber 
The terms of this entire right of recovery provision shall apply and the P h i  is entitled to full recovery regardless of whether any 
liability for paynient is admitted by any potentially responsible party and regardless of whether the settlement or judgment 
received by the tiiernber idcntifics the medical benefits the Plriri provided. The Plun is entitled to recover from any and all 
settlements or judgments, ewn those designated as pain and suffering or non-economic damages only. 
The /77CInbCr acknowledges t h a t  BCBSNC has been delegated authority by the P h i  Adr77inis/m/or to assert and pursue the right 
of subrogation andlor reimbursement on behalf of the Pkrri. The rnetnber shall rully cooperate with BCBSNC's efforts to 
recover benefits paid by the P l m  I t  is the duty of thc 177ernber to notify BCBSNC in writing of the twrnher's intcnt to pursue ;I 
claim against any potentially rcsponsible parry, within 30 days of the date when any notice is given to any party, including an 
attorney, of the intcntion to pursuc or irivcstigatc a claim to recovcr damages or obtain compensation due to injuries or ilhiess 
sustained by the rnemhct, The r1rer~7ber shall provide a11 information requested by BCBSNC or its representative including, but 
not liniited to, completing and submiiting a n y  applications or other forms or statements as BCBSNC may reasonably request 
The tnct&>r shall do  nothing to prejudice thc f h ' y  rccovery rights as hcrcin sct forth. This includes, but is not limited to, 
rcfrail1ing from entering into any settlement 01 rccovery that attempts to reduce. waive, bar or exclude the full cost of all 
benefits provided by the P h i  
In the event that any claim is mark that any part of this right of recovery provision i s  ambiguous or questions arise concerning 
the meaning or intent of any  of its ICJlnS. thc uiofiber and the f'/cirr agree that the P/on ,4drnirii~/ru/or shall have the sole 
authority tind cliscrction to rc:solvc all tlisputcs regarding thc interpretation of this provision. 
The ~ r i e r d ~ r  agrees t h a t  any 1cg;iI iiction 01 procecdin~ with rcspect to this provision may be brought in any cour t  of coinpclent 
jurisdiction 3s  BCHSNC may elect U p o n  rccciving benefits under the Pltr ir ,  the rnemho. hereby submits to each such 
jurisdiction, w;iiving whaievcr rights may correspond I O  the rnrtnDer by reason or the inemhcr'.s presenr or future domicile 



ADDITIONAL TERMS OF YOUR COVERAGE(cont*) 

Notice Of Claim - ~ ~ _ _ _  
The Plan will not be liable for payment of benefits unless proper notice is furnished to BCBSNC that coveredservices have been 
provided to a meniber.. lf the meinher files the claim, written notice must be given to BCBSNC within 18 months after the 
tnetnber inczrrs the cowredseriiice, except in the absence of legal capacity of the metnher 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 rnernber or the tnetnber'.~ authorized representative within 
30 days of receipt of a notice of claim if the member has financial liability on the claim other than a copaytnent (unless your Plan 
has chosen to provide an explanarion of bencfits for additional claims where the member does not have a financial liability 
other than a copu~vt~ien~). 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 menzber or the member's authorized 
representative of the extension and of the information nceded. 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 I S  days 
Such notice will be worded in an understandable manner and will include. - 
- 
- 
- 

Notice Oxenef i t  Determination 

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 oFwhy such 
Inforination is needed 
A description of the revicw procedurcs and the time limits applicable to such procedures, including the mernber's right to 
bring a civil action undcr 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 
If the denial of benefits is based on rnedictil t ieccssi/~~ or esperit?~eriral 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 member's medical 
circumstances, or a statement that this will be provided without charge upon request; and 
I n  the case of a denial of benefirs involving iirget7, ewe, 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 gtievunce with RCBSNC. See "What I f  You Disagree With A 
Decision?" for more information. 
Limitation . ...- Of Actions 
Since the Pltm is subject to E R I S A .  you must only exhaust the first level grievrinre review process following the Notice of Claim 
requirement Please sec "What I f  You Disagree With A Decision?" for details regarding the grievntice review process No legal 
action may be taken later than thiee years from the dare coi:i~red.rer vices are ir7czrrred" However, if you are authorized to pursue 
an action in federal court under ERISA,  and you choose to pursue a second levcl grievonce review, the three-year limitation is 
temporarily suspcnded until that review lios becn resolved 
Coordination - -___ Of Benefits (Overlapping. Coverage) 
I f  a nietnber is also enrolled i n  another group healrh plan. the P h i  may coordinate benefits with the other plan. Coordination 
of benefits (COR) means t h a t  if  a tnendx~ is covered by more than one insurance plan, benefits under one plan are determined 
before the benefits arc detcrmined under the sccond plan The plan that determines benefits first is called the primary plan. The 
other plan is called the secondary plan Benefits p i d  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 insurancc pli111~ include :I COR provision The rules used to determine which plan is primary and secondary 
;ire listed in the following chart The "participant" i s  the person who is signing up for health insurance coverage. 



When a person IS covered by 2 
group health plans, and 
One plan docs not have 
a COB orovision 

The plan without COB is 
The plan with COB is 

The plan covering the person as a dependent is 
The plan covcring the person as the participant is - 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 01 

separated and share joint 
custody 
The person IS covered :IS a 
dependent child and parents 
are divorced or scparatcd 
with no court decree for 
cover age 
The person is covered as a 
dependent child and 
coverage is stipulated in a 
court decree 

____.__ 
x__ 

Yes 

Yes 
Yes 

Yes 

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

calendar year (known as the birthday rule) is 

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

I 

\\ 

1 Primary I Secondary Then 

The plan of the parent whose birthday is Iatcr in the calendar I Yes 

I I 

The plan of the parent whose birthday occurs earlier in (lie I Yes I 

year is 
Note: When tlie parents have the same birthday, the plan that 
covered the parent longer is 
The custodial parent's plan is 

Or, if the custodial parent covers the child through their 
SDOUSe'S Dlan. the otan ofthe S D O U S ~  is 

The plan of the spouse of the custodial parent is 

Yes 

Yes 

Yes 
Yes 

under the court dccree is 
The plan of the other parent is 
Note. If thcrc is a court decree that requires a parent to assume 
financial responsibility for the child's health care coverage, and 
BCBSNC has actual knowlcdgc of those terms of tlie 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 

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

Yes 
Yes 

Yes 

or the dependent of a laid-off or retired employee 
Note. This rule does nor apply if  it results in a conflict in 
determining order of benefits 
Thc plan that has been in cffcct longer is 
The plan that has been in effect the shorter amount of time is 

mployee or as that employee's dependent 
The plan that covers a person as a laid-offor retired employee I I Yes 

Yes 
Yes 

NOTE: Payment by BCBSNC under the P/r/ri takes into iiccount whether or not tlieprov/der is :I participatingprovirler If  
the Plrm is the secondary plan, and the 1mw7Der uses a participatin_pp,o~iic/er, tlic P / m  will coordinate up to the rrllowed 
(Imor.(nr The participatillgyrovirler- has agreed to accept the cr//oliietlL//f7or//i/ as payment in full 
BCBSNC may request information about tlic other plan from the t77ember" A prompt reply will help RCBSNC process 
payments quickly. There will be 110 payment until primary covcrage i s  determined. I t  is important to remember that even 
when benefits are coordinated with other group health plans, benefits for c~o~~t .rc~t lsrr . i~ic  cs are still subject to program 
requirements, such :IS prior revieiv and cerr(Jicorio/i procedures 
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ALLOWED AMPUNT-- the charge that BCBSNC determines is reasonable for coveredservices provided to a member. This 
may be established in accordance with an 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 applicd 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 SUKGlCAL C E N 3 - R -  a nonhospimlji~cili~y with an organized staff of docrors, 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 ozrlpaiierit 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 inprrfienr acconimodations 
d) Is not other than incidentally, a facility used as an office or clinic for the private practice of a dorror or orherprovider. 
- BENEFIT ~~ PERIO-E--- 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 Pltm. A charge shall be considered rnczrrredon 
the date the scrvice or supply was provided to a meinher. 
__ BENEFIT PERIOD MAXIMUM - the maximum amount of charges for covc.retlservic.es in  a het.nefirperiod [hat will be 
reimbursed on behalf of a rnet~zher while covered under the Pkrm 
C E R T l F l C A T I 0 ~ -  the determination by BCBSNC that an admission, availability of care, cmntinued stay, or other services, 
supplies or drugs have bcen reviewed and, based on the information provided, satisfy BCBSNC's requirements for medically 
necesrury services and supplies, appropriateness, health care setting, level of care and cffcctivcncss 
COINSURANCE -- the sharing of charges by the P h i  and the member for covered y e )  vices received by a member. usually 
stated as a percentage of the alloived r~mozinr 
_..-___ COINSURANCE - MA&Jfi.UM--- the maxinium aniount of coinsiircririr that a membcr is obligated to pay for covered services 
per benefit period 
_~_I__ COMPL.ICATIONS . . _ _ ~ _ _  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 i n  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, bur not limited to: nhruption of placenta; acute nephritis; cardiac decompensation; documented hydraninios; 
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, t h e  following conditions occurring within ten 
clays of delivery. urinary tract infection, mastitis, thrombophlebitis, and endometritis / h e r g m c y  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 01' pregnancy. Common side effects of an otherwise normal pregnancy, conditions not specilically 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 a t  birth regardless of their 
causation. 
COPAYMENT- the fixed-dollar amount that is due and payablc by the nrember at the tinic a ioi~o-rt/seriiicc. is provided. 
~ _ _  COSMETIC - to improve appearance. This does not include restoration of physiological function resulting from accidental 
injury. trauma or previous treatnient that would be considered a coveredserviw This also does not include reconstructive 
mrgery to correct tongeniird or developmental anomalies that have resulted in functional impairment 
__ COVERED SERVICE,(.SL-- a service. drug, supply or equipment specified in this benelit booklet lor which n7embers are 
entitled to benefits in accordance with the terms and conditions of the Plrrn 
CR-EBJTABLF- CcV-ERlVSL- accepted Iiealtli insurance coverage carried prior IO BCBSNC coverage can be group healtli 
insurance, self-funded plans, individual health insurance, public hcatth plan, Children's I-Iealth lrisurancc Program (CHIP), 
Medicare, Medicaid, and any other coverage defined a s  crcditablc coverage under state or federal law. Creditable coverage does 
not includc 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 supervisory care of a cIoc/or While some skilled services may be providcd, thc patient does not require 
continuing skillcd services 24 hours daily. The indi\idu;il is not untfcr specific nictlical, surgical. or psvchiarric treatnienr to 
reduct: a physical or mcntal disability to thc cxtent ncccssay to cnablc the patient to livc outsidc either thc institution or the 
honic setting with substantial assistance and supervision, nor is there reasonable likelihood that  the dis;ibility will be reduced to 
that 1evt:I even with treatment Custodial care includes, but is not limited to, help in walking, b;ithing. dressing: feeding, 
preparation of speciial clicts and supervision over medications that could otherwise he sclf-;idniinistcrcd Such services and 
supplies arc custodinl a s  delcrmined by BCBSNC without regard to thc place of scrvicc or the ~rorrclvi prescribing or providing 
the services 
.. DEDuCJI8L.L- - . the specified dollar :iniount Cor certain c,owretl icrw(es that the membc~r musl incur belore bencflts are 
payable for the rcniaining cowrtd W I  Y I C L ' T  Tlic deditotiblc OOCS not include m p ~ m o / ? r s ,  c orn$i/ruiit c. chargcs i n  cxccss of the 
td/o I M /  m ? w n r ,  3 In ou 11 Is ex ~ e c d  i n g ii 11 y in B x im um 3 nd ex penses for n 011 covered se rv ices 



\ 

DENTAL SERVICE(S1- dental care or treatment provided by a denti,ri or other yrofessionrrlprovider in the dentist'.r office to 
a covered niember while the policy is in effect, provided such care or treaiment 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 undcr the law ofjurisdiction in which treatment is 
received to provide dental services. 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 reimbiirsement. 
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. Developntental therapies are those to facilitate or promote 
the development of skills, which the nietnber has not yet attained.. Examples include, but are not limited to. speech therapy 10 
reach a n7en7her to talk, follow directions or learn in school; physical therapy to treat a member with low muscle tone or to teach 
a nieinber to roll over, sit, walk or use other large muscle skills; occupational therapy to teach a rneniher 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 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 thc state of practice and has a doctorate 
degree in psychology and at least two years clinical experience i n  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 practicc All services performed must be within the scope of 
license or certification to be eligible for rcinibursement. 
.DURABLE MEDlCA&QUIPMENI-- items designated by BCBSNC which can withstand repeated use, are used primarily 
to serve a medical purpose, are not irseful to a person in the absence of illness, injury OJ disease, and are appropriate for use in 
the patient's home. 
EFFECTIVE DATE - the date on which coverage for a trieivber begins, according to "When Coverage Begins And Ends ' I  

___.. E M E R G E N C Y ( I -  the sudden or unexpected onset of a condition of such severity that a prudent layperson, who 
posscsscs an average knowledge of health and medicine, could reasonubly expect the absence of immediate inedical attention to 
result in any of the following. placing the health o l a n  individual or with respect to a pregnant woman, the health of the 
pregnant woman or her unborn child in serious jeopardy, serious physical impairment t o  bodily functions, serious dysfunction 
of any bodily organ or part, or death Heart attacks, strokes, uncontrollcd bleeding, poisonings, major burns, prolonged loss of 
consciousness, spinal injuries, shock, and other severe, acute conditions are cxamples of emergcncies. 
EMERGENCY SERVICES - health care items and services furnished or required to screen for o r  trcat a n  e,tierguucy medical 
condition until the condition is stnhilized, including pre-hospital care and ancillary services routinely available in the emergency 
departmen t ,  
EMPLOYER - Duke Energy Corporation or an affiliated compeny thi3i is pilrticipating in rhe P / m  
I_ ERISA - - the Employee Retirement Income Security Act of 1974. 
-- EXPERIMENTAL - see Investigc~tionnl. 
FACI LlTY ____- SERVICES - aoiwed service5 provided and hilled by a hospirnl or ~?onhn.\/ , irrz/~/~i/ ir)~ All services perfornied 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 
noticerri/iicrr~ion decision), policies or actions related to the availability, delivery or quality of health care services 
.~ HOLISTIC ME-QlClNE - unproven preventive or treatment modalities, generally described as eltcrnative, integrative or 
complementary medicine, whether performed by a physician or any o i l i i ~ r , u t ~ ~ ~ i ~ l e r  
MOMEBOUND __ - a / n e m / w  who cannot leave their home or temporary residence due to a medical condition which requires 
both the assistance of another person and the aid of supportive devices or the use of bpecial transportation A nicwber is not 
considered homebound solely because the assistance of enother person is required to leave the home. 
HOME HEALTH AGENCY - ;i tzon/iuspiinl/rrl../i/f)J which is primarily engaged in providing home health cere services 
medical or therapeutic in nature, and which: 
a) 
b) 
c) 
d)  
c) Is acceptable to 13CUSNC 
. -  HOSPICE - a t7oti/7os/7itcr//ircrlit~~ that provides medically rclatcd scrvices to pcrsons who are tcrminally i l l :  and  which. 
a) 
b) 
c) Is acceptable to BCBSNC 
-- kIOSP1TAL- a n  accredited institution for the treatment of the sick th i l t  is licensed as a hospital by the appropriate state 
agency in the state where located AII services performed must be within the scope of license or certification to be eligible for 
reirn burscmen t 
___ IDENTI I-ICATION CAR_D_(ID c.ar9) - the card issued to /ww ibu  5 upon enrollment w1iic.h provides f ~ / ~ ? ~ / o ~ [ ' / / / l ? ( , ~ ~ ? / ~ [ , ,  

iden t i fic;iGon nuinbcrs, names of t he ~no~rhers .  a ppl icii ble L o p j ~ v 7 ~ ~ i f ~ 7  a ndlor coin \ urunce, and key phonc numbers ;I nd 
addresses 

Provides skilled nursing and other services on ;t visiting basis in the men7hvr's home, 
Is responsible for supervising the delivcry of'stich serviccs under a plan prescribed by ii tlocvor. 
Is accredited and licensed or certified in the slate where locatcd, 
Is certified for participation in the Medicare program, and 

Is accredited, licensed or certificcl in the state whew located, 
Is certified for participaiion 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 male/female 
intercourse 
IN-NETWORK - designated as participating in the Blue Options network. BCBSNC's payment for in-network covered 
service.r is described in this benefit booklet as in-network benefits or in-network benefit levels. 
IN..N ETWORK _ ~ _ _ _  PROVIDER - a hospital, docror, other medical practitioner or provider of medical services and supplies that 
has been clesignated as a Blue Optionsprovider by BCBSNC or a provider participating in the BlueCard program 
INPATIENT- pertaining to services received when a rneniber is admitted to a hospird or nonliospi/rr/jcicili[y as a registered 
bed patient for whom a room and board charge is made 
INVESTIGATIONAL - (EXPERIMENTALL- the use of a service or supply including, but not limited to, trcatment, 
procedure, facility, equipment, dnig, or device that BCBSNC docs not recognize as standard rneciical core of the condition, 
disease, illness, or injury being treated. The following criteria are the basis for BCBSNC's determination that a service or supply 
is investigational: 
a)  Scnkes 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 o r  unrestricted market approval. 

b) There is insufficient or inconclusive scientific evidence in pccr-reviewed medical literature to pcrmit 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) Thc scrvice or supply under consideration is not as beneficial as any established alternatives 
e) There is insuflicicnt information or inconclusive scientific cvidence that, when utilized in a non-investigational setting, the 

service or supply has a beneficial effect on health outcomes and is as beneficial a s  any establishcd 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 
the P h i  Determinations are made solely by BCBSNC after independent review of scientific data. Opinions of cxperts in a 
particular field andlor opinions and assessments of nationally recognized review organizations may also he considcrcd by 
BCBSNC but arc not determinative or conclusive. 
-. LICENSED PRACTICAL NKRSE (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 coveredservii:es that will be rcimbursed on behalf of a tiieriiber while 
covered under the Plm 
MAINTENANCE THERAPY - services that preserve your present lcvel of function or condition and prevent rcgression of 
that function or condition Maintcnance begins when the goals of the treatment plan have becn achievcd and/or when RO 
furthcr progress is apparent or expected to occur 
MEDICAL CARE/SERJJ.CE3.- professional services provided by a rlocror or orl70t~pro~ider lor the treatment of an illness or 
injury 
__ MEDICAL __ . __ SUPPLIES - health care materials that include ostomy supplies, cathcters, oxygcn and diabctic supplics 
MEDICALLY NESXZSSARY (or MEDICAL NECESSITY)_-- those coveredservices or supplies that are: 
a) 

b) 

c) 
d) 
For medically necessary services, BCBSNC may compare the cost-effcctivcness of altcrnativc 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 
covcrage. 
M&M.U_r-in_--- an parric ipt i t~t  or depcndent, who is currently cnrolled in the PINII and for whom premium is paid 
MENTAL IL.&+yESS-- mental disorders, psychiatric illnesses, nicntal conditions and psychiatric conditions (whether organic 
or non-organic, whether of biological, nonbiological, chcmical or noncheniical origin and irrespective 0 1  causc, basis or 
inducement) This includes, but is not limited to, psychoses, neurotic disorders, schizophrcnic disorders, affective disorders, 
persoii;ility disorders, a n d  psychological or behavioral abnormalitics associated with transient or permanent dysfunction of the 
brain or related ncurohormonal systems. (This is intcndcd to inc.lutJe disorders. conditions and illnesses classified on Axes I ;in(] 
I 1  in thc currcnr cdition of [lie Diagnostic andS!at&tjcal- Manual of Mcn_r;ll-Di,so&r? of ilic American Psychiatric Assocjarjon, 
Washington, DC ) 
NONCERTIFICA'TION . -. -. .- - a determination by BCBSNC t h a t  a scrvicc covercd under the Plwi has becn reviewed and does 
not meet BCBSNC's requircments lor n7er/ic.o/ tieLessir,i:, appropriateness, hcalth caie setting. kvcl o f  care or effcctivcncss or the 
prudeni layperson standard for covcrage of cmergetI()~ srrvii es a n d ,  as a rcsult, the JeqUCSlCd service is denied, reduced or 
tcrmlnated The tlctcrmination that i~ requcstcd scrkicc is e\per i t ~ i e t i / o / ~  i t i ~ ~ e \ / ; g ~ ~ / i [ ) t i ~ t ~  or t o o i i c , / i t  is considcrcd a 
nonccrti1ic;iiion A noncertification is not a decision based solely on thc fact thilt thc requcstcd scruice i s  spec.ifically excllltJcd 
tin cicr your bcnc fi t s 

Providcd for the diagnosis, trcatment, cure, or relief of a hralth condition. illness, in,jury, o r  disease, antl, except for clinical 
trials as dcscribed under the Plan, not for e~\periti7etzrtr/, it~~'e,srigorio,l~l,~i7ti/, or  coa77eric purposes, 
Necessary for and appropriate to the diagnosis, treatment, cure, or relief of a hcelth condition, illness, injury, discase, or its 
symptoms, 
Wirhin generally accepted standards of tneditcil cure in the community, and 
Not solely for thc convenience of the insured, the insured's family, or the provider. 
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provider or professional employed by aprovider 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 in,jury; or certain significant 
physical congeiiifn/conditions such as cleft lip and palate; or swallowing disorders related to a specific illness or injury. 

c) 

SKILLED NURSlNG FACILITY - a notihospiin//ucilitlr licensed under state law that provides skilled nursing, 
rehabilitative and related care where professional inedicai services are administered by a registered or licensedpracticnl rime 
All services performed must be wilhin the scope of license or certification to be eligible for reimbursement. 
SPECIALIST - a doclor who is recognized by BCBSNC as specializing in an area of medical practice. 
STABILIZE - to provide rnedical cure 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, 
endoscopic examinations and other invasive procedures, such as: 
a) The correction of fractures and dislocations 
b) Usual and related pre-operative and post-operative care 
c) Other procedures as reasonable and approved by HCBSNC. 
- 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 surgery are not considered transplants. 
URGENT CARE - services provided for ii condition that occurs suddenly and unexpectedly, requiring prompt diagnosis or 
treatment, such that in the absence of immediate care the individual could reasonably be cxpectcd to suffer chronic illness, 
prolonged impairment. or require a more hazardous treatnient. Fever over I O 1  degrees Fahrenheit, ear infection, sprains, some 
lacerations and dizziness are examples of conditions that would be considered urgent. 
UTILIZATION ~ . _ _ _ _  MANA-GGEMENT(UMj - a set of formal processes that are used to evaluate the medicrrltiecessiiy, quality 
of  care, cost-effectiveness and  appropriateness of many health care services, including proccdurcs, treatments, medical devices, 

WAITING -. P E g O - Q  - the amount of time that must pass bcfore a incwiber is eligible to be covered for benefits under the 
terms of the P/m" 
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Bluecross Blueshield 
of North Carolina 

BER’S AUTHORIZATION REQUEST FORM 
COMMERCIAL OPERATIONS / IDC 

You may gwe Blue Cross and Blue Shield of North Carolina (EZBSNC) wntten authorization lo disclose ywr protected health 
dormation (PHI) to anyone that designate and fw any purpose H you wish to authonze a person or entity lo receive your 
PHI, please complete the information below. Completjon of this form will not change the way that BCBSNC communlcates 
with members or subscrtbers. Foreramplo, we w17/ send expianatlon of benefits (€08) statements to the subscriber. 

MEMBER W O S E  INFORMATION WILL BE DISCLOSED 

MEMBER’S FIRST NAME M I  MEMBERS lAST W E  

MEMBER’S DATE OF BIRTH SUBSCRIBER IO NUMBER lmoM Y W R I D  CARD) 

At my request, I authorize BCBSNC to discbse Protected Health Information to (enter name of personlentity who will receive member‘s PH9: 

I Please provide the following information to the perron y w  have aulhorized so that we may verify the person’s identity and authority lo receive your PHI: I ( i )  your subscriber ID number, (ii) your date of birth, and (iii) subscriber address 

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

c] ALL Information R W W S ~ ~  c) Emllrnent information 0 &%fit Intormation iJ Premium Payment Intormation iJ Explanation of hetits (EOB) Intormation 

0 All Claims Inlormatia, 

0 Olher pje~so ~ i s t  specific PHI and/or Date Ranges): 

All Services horn a Specific Health Care Provider@) (List Provider‘s Name): 

I f  you want to authorize someone to have access to your mental health or substance abuse PHI. please call the mental healthlsubstance abuse company’s 
telephone number on the back of your membership card to request a separate authorization form from them. _I 

fiEib~ou-ou 
NO= BCBSNC will consider the effective date of this authorization to be the date BCBSNC enters th is authorization into its 

Commercial Operations business system, typically five (9 days following receipt. 

If you would like this authorization to become effective on a date after BCBSNC ----.)t 
enters the authorization into its system, please insert the date here: 

L 
MONTH DAY YEAU 

l ike this authorization to expire on (enter date): 17 n / n r] / [T rl rlr] OR When m y  policy expires, 

[tf no expiration date is provided. this authwfiation will expire hvehe (12) months frvm the date of m i p t )  

I understsnd that I may revoke ihls authorization at any (Ime by giving BCBSNC written notice mailed l o  the address below. However, rt I w o k e  
this authorization. I also understand that the revocation will nnt affect any action BCBSNC took in reliance on this outhorization before B C m c  
received my mitten notice of revocation. 
I a i s  understand that BCBSNC will not condition the provision of health pian bewfits on thtS authorization. 
I also understand that rf the persons or entiiks I authorize to receive my PHI are not heatth plans, covered health care providers or h e a h  care 
ctearlnghouses subject to the Health lnswance Portabillty and Accountability Act (‘‘HIPAA”) or other federal health information privacy laws, 
may hvther dkclosa the PHI and ll may no longer be protected by HIPAA of federal heatth information privacy laws. 

Mourn 

Signature: Today’s Date: n /lfjh fj-11-7 
H signed by an individual other than the member. 

Describe your authority to act for the member fag., power of ettmoy, court order, psrent of minor chtfd. etch 

PRINT YOUR FIN N A M E  

- 
NOTE: Please attach the legal document naming you as the perSOnal representative if you have not previously submitted it to us. _ - - ~  __.--- 
RE711RN THIS AUTHORIZATION TO: Commercial Operations / IDC 

Blue Cross and Blue Shield of North Carolina 
P.O. Box 2291 Durham, NC 27702-2291 
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This section provides a summary of your Blue Options benefits. A more complete description of your benefits js 
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: 

9 

0 - 

Services subject to a copaymeizr are not sub,ject to deductible and roinsitraizce 
Copaynent amounts are  fixed dollar amounts the nierriber must pay for some covered services 
Multiple office visirs or emergency room visits on the same day may result in multiple copaynients 
Coinsurance percentages shown in this section are the portion of the allowed amount that the Plan covers 
Deductible and coinsirrarzce amounts are based on the allowed ainoirnt 
Services applied to the deductible also count toward any visit or day maximums 
To receive in-mtwork benefits, you must receive care from a Blue Options in-network provider. However, in an 
emrgency, 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 oiir-of-rzetrvork provider. Please see 
"Ont-Of-Network 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 BCRSNC Customer 
Service at the number listed on your ID Curd or in "Whom Do I Call?" 
If you see an out-of-network provider, you will receive orit-ofinetwork benefits unless otherwise approved by 
BCBSNC. 

Please note: The list of in-netivork 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 a t  
www.bcbsnc.com/members/duke-energy or call BCBSNC Customer Service at the number listed on  your ID card or 
in "Whom Do I Call?' 

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

NOTICE Your actual expenses for covered Jet vice., may exceed the stated coinsirrance percentage or 
copaynent amount because actual provider charges may not be used to determine the Plan's and member's 
payment obligations For  oiit-oj-network benefits, you may be required to pay for charges over the allowed 
(itriount, in addition to any copayment or coirisiiratite amount 

ReneJtperiud January 1 through December 31 
Benefit payments a r e  based on where services a r e  received and how services a r e  billed. 

In -n e Work Out-o f-network 

Physician 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 combined in- and out-of-network maximum of four visits per benefit period. 
Office Services 
Primary Care Provider $25 copa,yment 70% after deductible 
Specialist $35 copayrnent 70% after deductible 
Includes office surgery, x-rays and lab tests. 

CT Scans, MRls, MRAs and PET Scans 90% after deductible 70Y0 after deductible 

preventive Care 
Primary Care Provider 
Specialist 

$25 copa yrnent 70% after deductible 
$35 copayrnent 70% after deductible 

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) 
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! SUMMARY OF BENEFITS (cont.1 

In -network Out -of-network 

__ Physician Office Services (con’t) 

Short-term Rehabilitative Therapies $35 copayment 70% after deductible 
Chiropractic Services $35 copayment 70% after deductible 
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/occupatianaI therapy, and chiropractic services combined. 

Other Therapies 100% 70% after deductible 
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 70% after deductible 
$35 copayment 70% after deductible 

Routine Eye Exam $35 copayment 70% after deductible 

__ Urgent ____ Care Centers and Emergency Room 
Urgent Care Centers $50 copayrnent $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, outpabent 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 

Ambulatory . __ - Surgical - Center 90% after deductible 70% after deductible 

OBQ tpa tien t Senj  Ce? 
Physician Services 90% after deductible 70% after deductible 
Hospital and Hospital-based Services 90% after deductible 70% after deductible 
Outpatient Clinic Services 90% after deductible 70% after deductible 
Outpatient Diagnostic Services: 
Outpatient lab tests and mammography, when 100% 70% after deductible 
performed alone 
Outpatient lab tests and mammography, when 70% after deductible 
performed with another service 
Outpatient x-rays, ultrasounds, and other 70% after deductible 
diagnostic tests, such as EEGs, EKGs and 
pulmonary function tests 
CT scans, MRls ,  MRAs and PET scans 70% after deductible 
Therapy Services 90% after deductible 70% after deductible 
Includes short-term rehabilitative therapies and other therapies including dialysis; see Physician Office Services 
for visit maximums 

90% after deductible 

90% after deductible 

90% after deductible 
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it 

In-network -- Out-of-network 

90% after deductible 70% after deductible 
Inpatient Hospital Services 
Physician Services 
Hospital and Hospital-based Services 90% after deductible 70% 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 sewices from doctors or other professional 
providers 

Skilled Nursing Facility 90% after deductible 70% 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 

___ __ 

O x e r  Services 90% after deductible 70% 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. 

LifeJimeyaxirn urn, Deduc fib&, and Coins uran ce Maxim urn 
The following deducfrbles 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 positional plagiocephaly, infertility and sexual dysfunction 
and substance abuse 

Deductible 
Individual, per benefit period $400 

Charges for the following do not apply to the benefit period deductible: - . 
Family, per benefit period $800 

inpatient newborn care for well baby 
mental health and substance abuse services. 

$800 
$1,600 

Coinsurance Maximum 

Family, per benefit period $3,000 $6,000 
Charges for the following do not apply to the benefit period coinsurance maximum: - 

Individual, per benefit penod $1,500 $3,00a 

mental health and substance abuse services 
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MARY OF BENEFITS (cont.1 
F 

In-network Out-of-nehrvork - 
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 ReviewIPrior 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 nilmber 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 $35 copayment 70% after deductible 
Combined in- and out-of-network limit of 30 office visits per benefit period. 

Mental Health Inpatientloutpatient Services 90% after deductible 70% after deductible 
Combined in- and out-of-network limit of 30 days per benefit period. 

Substance Abuse Office Services $35 copayrnent 70% after deductible 
Substance Abuse InpatientlOutpatient Services 90% after deductible 70% 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 prograin 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 

e 

0 

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. 
LJse online resources at www.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 1. Pharmacists are also available 
around the clock for medication consultations. 

0 

Medical Plan and Health Care Spending Account 
(Applicable only fo aciit~e employees) 
The prescription drug program copays do not apply to your Medical Plan deductible or coinsurance 
maximum, if applicable If you have enrollcd in a Health Care Spending Account (MCSA) and are eligible 
to access HCSA fundss you may pay any prescription drug annual deductible amounts and copays with 
before-tax dollars by filing for reimbursement from youi- HCSA, using your HCSA debit card, or through 
the MCSA automatic reimbursement feature. 

Retail Prescription Drug Program Deductible for Catastrophic Coverage 

(Applicable only to cerfniit retirees) 
I f  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 phamacies. The $200 deductible is separate from the Medical Plan’s Catastrophic B coverage 
option deductible. Each covered person must meet the annual deductible befbre the prescription drug 
program copays apply to retail prescription drug purchases for that person When yoti niake retail 
prescriptioii drug purchases at a parlicipating pharmacy that are applied toward the prescription drug 
annual deductible, you will pay 100% ofMedco’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 

ption 

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 prexription drug. 

As you niake prescription dtug purchases for each rovered individual. the teteipts you receive can help 
you track your progress toward inecting the annual deductible for each peison You may also call 
Medco’s Member 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, prefcrred 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 
wnv.Medco.com. If you are a first time visitor to the site, please take a momcnt to register. Please have 
your member ID number available. After you log in. click “Ltarn about formulai ies” 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 Membcr Services and request that a 
formulary guide be mailed to your home Scc the prescription drug progiam summary of benefits for 
more information about applicablc copays foi generic, preferred brand-namc and non-prefcrrcd bi and- 
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. 

* If you don’t identify yourselfto 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 discountcd 
price. When you f i l l  prescriptions at a non-participating rctail pharmacy, or do not identify yourself as 
a Medco participant, you may bc charged a price higher than the negotiated ptice and the result is a 
higher cost prescription to you. 
I f  you make a prescription drug purchasc at a participating retail pharmacy and do not identify 
yourself as a Medco participant by presenting your Medco 1D 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 phaimacist 10 

submit the order using the oiiginal dispcnsing date Please confirm that at the time you make youi 
purchase that you can return to have your purchase re-processed You may be entitled to a refund for 
the difference between [he full price and your applicable deductible and copay. This process will 
eliminate your necd to submit a paper claiin to Medco for reimbursement 

0 
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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 thc Medical Plan’s 
prescription drug program, you must use Medco By Mail to receive prcscriptioti coverage benefits for 
your maintenance medication purchases. Here’s how it works” 

* Beginning with the 41h retail f i l l  of a coveted maintenance medication, you will pay the entire cost of 
that maintenance medication if you continue to purchase i t  at a participating retail pharmacy 
However. if you use Medco’s mail-order service, Medco Ry Mail.  you will pay the applicable inail 
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 pharniacy copay (for members ent olled 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 inaintenance medication unless you choose lo 
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 piovision is subject 
to change at any time. Visit mv.medco.com and click “Price a medication“ to find out whether your 
medication is considered a maintenance medication and whether i t  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 pharmacy sctvice, 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 Rciill Allowance section above for a description of what constitutes a 
maintenance medication To use Medco By Mail: 

Ask your physician to prescribe your maintenance medication for up 10 a 90-day supply, plus 
refills for up to one year, if appropriate. 
Mail your prescription, along with an order form and the required copay, to Medco Order foiins 
are available online on the Duke Energy Portal and at wivw.rnedco.com, or you ma): 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 thc medication you wish to refill and vericy 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 map also ask your physician to call 1-888-EASYRX1 (1-888-327-9791) for instructions on 
how to fax the prescription Remember to give your physician your hlernber ID and Medco p u p  
numbcrs (as shown on your Medco ID card); both numbers will be required for your prescription 
oi der. 

l f  your prescription is written for less than a 90-day supply. the prescription will be filled in accordance 
wit11 the day supply your physician ordered, but you will pay the & Mcdco By Mail copay I t  the 
medication is a federal legend, maintenance medication, a Medco pharmacist will I eview the prescription 
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and notify you if the prescription is less than the maximum days’ supply available at mail. The pharniacist 
will offer to contact your physician on your behalf to obtain a new presct iption. Please note there are 
certain situations that may preclude the pharinacist 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 Pharniacy 

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. 

Coiirlitions mil f l ierp ies  fiw which specinlty niedicntions w e  ? p i c n l l ~ ~  m e d  include: 
Age-related macular degeneration 
A Ipha- 1 proteinase deficiency 
A nein i a 
Ant i-in fec t i ve therapy 
Asthma 
Cancer 
Cystic fibrosis 
Deep vein thrombosis 
Fabry disease 
Gaucher disease 
Growth hormone deficiencp 
Me m op h i I i a 
Hepatitis C 
Hereditary tyrosinemia 
HIV 
Hyperparathyroidism 

Immune defiriency 
Infertility 
Insulin-like growth factor therapy 
Iron chelation therapy 
Mucopolysacchar idosis 
Multiple sclerosis 
Neutropenia 
Osteoarthritis 
Osteoporosis 
Pai kinson disease 
Ponipe disease 
Psoriasis 
Pulnionary hypeitension 
Respiratory syncytial virus 
Rheumatoid arthritis 

IJnder  YOU^ prescription drug program, some specialty medications may 1701 be covered at participating 
retail pharmacies or through Medco By Mail, but instead may only be covered when ordered through 
Accredo Henifit Groiip, Medco’s specialty care pharmacy. Accredo js dedicated to helping you meet the 
particular needs ant1 challenges of using specialty tnedicalions. many of which require injection or special 
handling Services include: 

0 

e 

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 rnedications 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 om’y to Medicare Part B enrollees) 
If you are eligible for Medicare Part B coverage and use a participating Medicare Part B retail pharmacy, 
you inay 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 Pail 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 1-800-987-5361, 
or visit w ~ ~ v . M e d c o . c o n ~ .  

*Medicare Part B coverage will begin only ajier yoz1 haw paid yotir Medicare deductible 

Some of the medications and supplies typically covered by Medicare Part B include: 
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  situalions where the kidneys have completely failed 

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

0 Medicare Pa r t  B Mail-order  Pharmacy-When using inail 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-ordei- phannacies-Liberty Medical or Accredo Health 
Group, Medco’s spccialty care pharmacy Both Liberty and Accredo have extensive experience with 
Medicarc 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 R 
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 rerail pharmacy 
for your Mcdicare Part B medication or supply needs, you will be asked to present your Medicare ID 
card. The participating Medicare Part R retail pharmacy will work with you to bill Medicate on pour 
behalf. Most independent pharmacies and national chains are Medicare providers. I f  you want to 
locate a retail pharmacy that is a Medicare Part B provider, visi[ the Medicare website at 
www.medicare.~ov. 

Medicare Part B Coordination of Benefits processing is available and coordinated by the Part R 
providers. The piovider will submit ciainis on behalf of the member to Medicare for processing as 
primary Once payment i s  rereived 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 R 
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 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 (usingyour 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 i n  your prescribed 
medication. You1 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 may presci ibe 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 i f  that decision results i n  a higher cost to you for your prescription medication. 

Covered Expenses 
The following are covered expenses unless fisted as an exclusion below“ 
e 

e 

0 

e 

e 

e 

e 

e 

D 

e 

e 

0 

e 

e 

e 

Federal Legend Drugs 
State Restricted Drugs 
Compounded Medications ofwhich 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 arc covered at $0 

Oral. Transdernial. Intravaginal and Iiijeckible Contraceptives 
Drugs to Treat Impotency (a l l  dosage forms except Yohimbine) for males age 18 and over 
Yohjnibine (covered without the limits tha t  exist for other impotency products) 
Inhaler Assisting Devices 
Peak flow meters 
SynagisRespigam 
Hemophilia Factors 
Fertility Agents (l00Y0 covered after standard copay. up to $2500 per person per lifetimc, then 
member pays 50% of the i ost of the drug) 
Zyban and Chantix (limit of 180 days 0 1  therapy per year and 360 days of therapy per lifetime) 

CoPaY) 

7 

http://www.medicare.gov


Case No 2009-00202 

Page 287 of 1661 
STAFF-DR-01-039 ! 

* Substance abuse treatments 
* 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 rnay 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 
1-800-987-8361 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 
Thaloniid limited to a 28 day supply at both retail and Medco By Mail * 

Excluded Expenses 
The following are excluded froin 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) 
Glucowatch Products 
Anti-obesity nieds at retail 
M ifeprex 
Therapeutic devices or appliances (including Diabetic . m p s  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 f'or which no charge is made lo 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, rcst 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 prescriprion refilled in  excess of the number of refills specified by the physician, 01' any refill 
dispensed afier one year from the physician's original order 
Charges for the administration or injection of any drug 

http://www.Medco.com
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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, 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/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 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 fill your prescription at a participating retail pharmac,y and identify yourself as a Medco 
parlicipant, 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. 

I f  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. 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 reimbursenient 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 15 months from the date of service. Claims 
filed after IS months from the date of service will not be considered for payment. For example, ifyou 
pure-hase a prescription medication on January IS, 2009, from a non-participating pharmacy, you must 
file your claim by April 15,2010, 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 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 Januaiy 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 claini form, call Medco Member Services at 1-800-987-836iz or go online to 
www.medco.com. 

Submit claim forms to: 
Medco Health Solutions, Inc. 

PO Box 1471 1 
Lexington, KY 4051 2 
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Reviews & Appeals 
Medco will notify you or your representative of the deteiinination within IS 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 resume on the date y.su 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. 

A n  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: 

0 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 necessaiy to perfect the claim and 

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

0 

e 

an explanation of why such material or information is necessaq; 

W 

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 

e 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 
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 

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 

e 

e 

0 

Medco in completing its review of your appeal, such as documents, records, questions or 
coni me nt s I 

rhcumenrst records, writtcn comments. and other information in support of your appeal should 
accoiiipany youi- request You 
m a y  requesr reasonable access to copies of all documents, records, and other information relevant io your 
ciain? Medco will review your claim without granting any deference to the initial decision regarding 

This information will be considered by Medco i n  reviewing your claim 

10 
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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 
8111 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” 

e the specific reason or reasons for the adverse determination; 

reference to the specific plan provisions on which the determination i s  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 ftee of charge, reasonable access will be pravidcd to copies of any 

e 

e 

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

e 

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

e 

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 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 01 Appeal” above. Medco will notify you of its decision on your appeal within 1.5 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 01‘ Duke Energy may have other voluntary alternative dispute resolution 
options such as mediation One way to find out what niay be available is to contact your local US. 
Department oi 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 niay not initiate a le&al action unt i l  you have completed the first 
and second level appeal proccsses 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 nor filed within this period, your 
ciaini will be dcemed 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 
includcs 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 w\vw.Medco.com. For more detailed information on the Medical Plan, refer to the Duke 
Energy Medical Plan Gcneral Information Booklet and BCBSNC Benefits Booklet sections of this 
Summary Plan Description. The official plan documents govern plan provisions and payment of' plan 
benefits. 

http://w\vw.Medco.com
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$50 

SUMMARY OF PRESCRIPTION DRIJG BENEFITS 

NIA 

I Annual Deductible (per person") - . I tipplies to retail pharmacy purchases $0 

Prescription Drug Co-pays 

You niitst . S ~ O V Y  your Medco ID cord 

Retail Pharmacy 
(up to a 30-day supply) 

Ozrt-of- In-Network 

$10 I Full cost at 
point of 
sale** 

Full cost at 
$20 I point o f  

point of 

lucrible 

Mail Order 
(up to a 90-day supply) 

L 

I 

Generic 

Preferred Brand 

Non-Preferred Brand 

*Tlieie is no annual 1- prescription drug c 
**Must file manual claim Medco will reimburse using the negotiated price of the drug. less the required co-pay 

In-Network 

$2s I NIA 





01 12009 

Medical Plan Benefi ts 

High Deductible Wealth Plan (HDHP) option 
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Inside you will find: 
SECTION I: Duke Energy Medical Plan-General Information 

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

e SECTION 111: Medco Prescription Drug Guide 

SECTION IV: Summary of Prescription Drug Benefits 



Case No. 2009-00202 

Page 295 of 1661 
STAFF- DR-01-039 I 

The Duke Energy Medicul Plan 
Cenernl l i i  forinntion 



IMPORTANT NOTICE 

This General Information hooklet 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 t o  make mid-year election changes, when coverage 
ends and how you and your covered dependents may be able to continue 
coverage i f  i t  ends It  also contains infonnation 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 suinmaries of benefits describe your 
Medical Plan benelils. applicable deductible, co-pay and co-insurance 
inforination. how to submit a claim for Medical Plan benefits and other important 
inforination about your Medical Plan. 

l h i s  General Information booklei, together with the Medical Plan booklets and 
summaries of benefits, is h e  Summary Plan Description (SPD) for the Medical 
Plan as of lanuaiy 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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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 (IHDHP) 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 arc dcsigncd to hclp 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 art: available 
Monday through Friday, S 00 a in. to 8 00 p m . Eastern rime. Information is also available 
through the Your Benefits ResourcesTM ( Y B R )  Web site at http.//resotiices hewitt coidduke- 
energy 

E1ig;ibility 

Eligible Employees 

Generally, you are eligible for coverage under the Medical Plan on your lirst 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 i n  and paid through Duke Fnergy’s payioll 
system as an employee of Duke Energy or an affiliated Duke Energy company that is 
participating in the Medical Plan (collectively rererred to with Duke Energy as the “Company”) 
and you must be classified by your Company as a 

8 Regular employee; or 

m Fixed-term employee 

Generally, you are a regular employee i f  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 f.or a 
specifically defincd time frame, duration of a project (usually one year or Icss), unt i l  services are 
no longer nceded, or until the work goes away 

You are not eligible to participatc i n  the Mcdical Plan if you are: 

8 a nowresident alien with no U S. source income. 

m not on a U S payi-oll of the Company, 

8 coveied by a collective bargaining agreement. unless t t ic  collective bargaining 
agreement in effec.t espiessly provides for pal-ticipation i n  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); 

individual whose employment is governed by a written agreement (including an 
offer letter setting Sorth 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 

e an individual who has waived eligibility through any means, including an 

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

In some ciicunistances, an individual who provides services to the Company under an agreement 
that identifies the individual as an independent rontractot or through a third patty (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 peiiod that is initially 
expected to last at least nine consecutive months. you will cease to be eligible fot the Medical 
Plan options available to employees on U S domestic assignment 

Instead, you will be eligible for the Medical Plan's special international assignnient coverages. 
These coverages ale described in  a special booklet and not in the Medical Plan's Cjeneral 
Information booklet or the other Medical Plan booklets. 

Eligible Retirees 

Jf your employment terminates on or after January 1 ,  2009. to be eligible for retiree coverage 
undrr 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 

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

Contact the my1 IR Service Center i f  you want to know if a paiticular Company offers access to 
rctiree covcrage under the Medical Plan 

If your Company cmp1o)nient terminated before January I ,  2009. youi eligibility for retiree 
coverage is governed by the eligibility rules in  effect at that time 

7 
c 



If  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 employee’ who retires on or after January 1 ~ 2006, 
you niay 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 [he 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 tinder thc 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 partner5 

0 your eligible child(ien)’ 

Spouse Eligibility 

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

Generally, for health coveiage of a taxpayer’s spouse to be (as-flee to the taxpayer. the spouse 
must be rccognized as such under applicable state law, which may includc “common law 
marriage.” and the spouse must meet the federal tax requirement of being a pcrson of the opposite 
sex who i s  the taxpayer’s husband or wife 

~~ 

‘ When used in this booklet, the term “Legacy Duke“ refers to an individual who ( I )  terminated 
employment with Duke Energy Corporation, a North Carolina corporation. ant1 its affiliates prior to the 
meiper of Cinergy Corp. and Duke Energy Corporation, a North Carolina corporation, ( 2 )  was employed 
by Duke Energy Corporation, a North Carolina corporation, and its afiiliates immediately prior to sucli 
merger or ( 3 )  except as provided in footnote 2 below, was hired followirtg such merger by a payroll 
company that was affiliakd with (or has been designated as having been affiliated with) Ihkc  Energy 
Corporation, a North Carolina corporation. irnniediately prior to such merger. 

ernploymcnt with Cinergy Corp and its affiliates prior to tlie merger of Cinergy Corp. and Duke Energy 
Corporation. a North Carolina corporation, ( 2 )  was einployed by Cinergy Corp. and its affiliates 
iniinediately prior to such merger, ( 3 )  was hired following such merger by a payroll company tliat was 
affiliated with (or has been designated as having been affiliated with) Ciiiergy Corp. immediately prior to 
such merger or (3 )  was hired by Duke Lnergy Biisiness Services, I..L.C on or aficr July I .  200X at a work 
location such that h e  or die would have been cniployed by Duke Energy Sliared Services. inc if he or she 
was hired to work at such location irninediatcly prior to July I .  2008 and he or she is so designated as 
L.egacy Cinergy in  accordance with rules prescribed by tlie Plan Adininistrator 
c‘ See E/;g;bk Reiitres Jor iiifoi mation regxdirig eligible retirees’ ability 10 elect covcrage lor a domestic 
partner 
* ’4 child of divorced patents will generally be recognized by Seclioii 153(e) of the Internal Revenuc Code 
:is a dcpendent of both parents foi purposes of coveragc under the Medical Plan 

\Vlien used in this booklet, the term “Lxgacy Cinergy” refers to an iridivitlual who ( 1 )  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. 

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 pal-tner 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; 

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 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 

0 

domestic partnership with anyone else; and 

0 

Child Eligibility 

Your child is: 

e 

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 othei child ielated 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 
parent/child relationship 

I n  addilion to meeting the above requirements. a child must also meet the following eligibility 
criteria. 

0 Unmarried, and 

0 Primarily dependent on you for support, and 

L.ess than age I 9  if not a full-time student, or m 

.. See E'ligihle Krriree.c Tor information regarding eligible retirees' ability to elect coverage for a domestic 
partner 

4 
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e Less than age 2.5 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 
0 

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 

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 iemains 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 dependcnt child who no longer meets these 
requirements. 

An eligible child can only be covered by one Company employee 01 retiree 

Employee and Retiree Couples 

No one may be considered as a dependent ofmoi-e than  one employee or more than one retiree. 

Verification of Dependent Status 

You may he required to provide evidence of dependent eligibility, such as, but not limited to, a 
marriage license, divorce decree, birth certificate, court order, adoption papers, 
certifrcatehffidavit 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 
Adniinibtrator The application can be obtained by contacting the myHR Service Center. You 
may be required pet iodically IO provide evidence of the child's continuing incapacity. 

If a Dependent Becomes Ineligible 

I f  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 coveragc will be dropped from your coverage. 

You must imriiedia~ely ieport that any dependents should be dropped from coveragc due to a loss 
of eligibility within 3 1 calendar days of the loss o f  eligibilil)" When you report a dependent's 
loss of eligibility within 3 1 calendar days ol'the loss of eligibility: 

0 The dependent's coverage ends at midnighi on the last day of the month 
i n  which the depcndrnl loses cligibility 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 niyHR Service Center of a covered dependent’s ineligibility within 31 
calendar days of the loss of eligibility: 

e The dependent’s coverage ends at midnight on thc 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 worldlife event which allows you to 
change your Medical Plan clcctions), 

e 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 

e COBRA contributions ( 1  02% of the total cost) will be required to pay for 
the coverage received since the end of thc nionth in which eligibility wab 
lost if the individual elects continuation of cover age under C O B M .  

To drop coverage for ineligible dependents. go to the myllR link on the Duke Energy Portal or 
contact the myI-IR Service Centet 

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 enrollrrient 
tool when you become eligible 

If  you have questions or need assistance in making your Medical Plan elections. contact tlic 
niyHR Service Center 

When you enroll in 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 ofthe following. 

0 I nd i vi d ua 1 On I y 
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0 Individual + SpouseDoinestic Partner 

0 Individual + Child(ren) 

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

You inust 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 enrollnient.” 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 
(I-IIPAA), you can enroll yourself and your eligible dependents for covcrage under the Medical 
Plan during the year if: 

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 

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.. 

e 

0 

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 eshausted when i t  ceases for any reason orher than  either 
failure of the individuals to pay contributions on a tiinely basis or for 
cause (fraudulent or intentional misrepresentatiolt~”) 

Not under COBRA and the other coverage terminated as a tesult of ( 1 )  
loss of eligibility (such its loss of eligibility due to legal sepaiation, 
divorce, death, termination of’employnient or reduction in the number of 
hours of employment), o r  (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 f  you need to enroll lor coverage under the Medical Plan as a result of one of these events, such 
as loss of other covcrage. or because you acquire an eligible dcpendcnt through marriage, birth, 
adoption or placement for adoption. you must enroll within 31 calendar days of the event 

7 
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Otherwise, unless a subsequent worWlife 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 

I f  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 biith). you can add and/or drop coverage for your eligible dependent(s). as applicable, within 
3 1 calendar days o f  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 
nem employee 

Enrolling in the Medical Plan - Eligible Retirees 

When You Are First Eligible 

If you are an eligible retiree as described in Eligible Refirecs, you may elect retiree coverage 
under the Medical Plan when yo11 retire When your employment terminates, if you are an 
eligible retiree, you can choose to: 

0 Regin Medical Plan coverage immediately or at a later date; or 

0 Lkcline Medical Plan coverage. 

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

0 Individual Only. 

0 Individual + Spousett; 

0 Individual + Child(ren), or 

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

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

When you are eligible to enroll as a reliree. you can make your Medical Plan elections using an 
online enrollment tool You will receive additional information about the online enrollment tool 
when you btxonie eligible You can also niake your Medical Plan elections by contacting the 
rnyl IK Service Center 

11 y o u  have any questions or necd assistance i n  making your enrollment elections. contact the 
m y t l R  Scrvicc Ccnrer. 

” See E/igib/c Nr/ irw. ( i  for information regarding your ability to elecl covei age for a domestic partiier 
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At a Later Date 

I f  you are an eligible retiree and you do not immediately begin retiree coverage under the Medical 
Plan at pout 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 worldlife 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 worldlife event for 
which mid-year election changes are allowed 

Please refer to Dtrririg Annual Enrolb?ienl and Mid-Year Coverage Chtiges 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 infomiation and instructions each fall about annual 
enrollment 

I f  You Are Rehired 

If you retire from the Company as an eligible retiree and are later rehired as an eligible active 
employee, yoit will be eligible fot coverage as an active employee. When your employment 
terminates, you may reelect retiree coverage; however, unless you were representcd by IBEW 
1347, 1BE.W 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  derermining your eligibility for or the amount of any Conipany 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 Coveraw 

Active Employees 

I f  you a te  an active employee. you and  the Company shale i n  the cost of medical covcrage for 
youiself and you1 Lovered dependents You1 contribution amount is based on the Medical Plan 
coberage option [hat 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  cinployee are deducted from pour pay on a pre- 
tax basis each pay period Because pour contributions are taken as deductions on a pre-tax basis, 
they are nut subject to fedetal income. Social Security and most states’ income taxes. 

9 
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Even though you I educe your income for tax purposes through pre-tax contributions for medical 
coverage, you aie 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, tlie 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 tlie Company subsidy amount for domestic partner coverage under the Medical Pian 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 usel 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 

Mon-Tobacco IJser Discount - Alternate Proccdure for Active Employees in Certain 
Medical Plan Options 

If you (or youi coveied dependent) are unable, due to a medical condition, to meet the 
requirements for the non-tobacco usel discount (or if  i t  is medically inadvisable for you to 
attempt i o  mcet the requirciiients for the nun-tobacco user discount), you may still apply to 
receive the discount by providing these two items 

1 ,  A written statement from your (01 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 requit einents for the non-tobacco user discount. This 
statement should identify the health factor, explaining why the health factor 
makes it  unreasonably difficult (or niedically inadvisable) for you (or your 
coveted depcndetit) to meet the requirements for the discount, and 
recommending a specific tobacco-.cessation program that is appropriate fot you 
(or your covered dependent), and 

E.ithci. of the following. -. 7 

A wi-itten statetnent tiom the rccominended tobacco-cessation program 
stating tliat you (of  your covered dependent) are either currently ent olled 
or tliat you (or your covered dependent) have completed the program 
within the last 1 2  months, 0 1  

I f  i t  i s  your initial year of  claiining the discount in accordance with this 
procedute, a written certification from you that you (or your covered 
dependent) will cnroll i n  tlie tobacco-cessation program recommended 
by your (01 youi dependent‘s) physician within tlie nest three nionths. 

In order to continue the non-tobacco usei discount under this procedure, a new physician’s 
statement and a new tobacco cessation program’s statcinetit will be required each year. I n  ot der 

I 0 
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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 ptocedure, 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 
informalion 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 prospectibe basis as soon as administratively practicable. 

Retirees 

If you are an eligible reiiree, 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 7Hie 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 
forni of subsidized monthly coverage under the Medical Plan or Health Reimbursenient Account 
benefits Inforination about contribution amounts i s  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 retitee medical coverage if you terminate employment after satisfying all 
applicable requirements Your eligibility for Conipany contributions i s  governed by the 
eligibility rules in effect at the time of yout. 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 arc hired on or after January 1, 2009 (including most rehired employees) and you 
subsequently let niinate your employment with the Company as an eligible retiree, you will not be 
eligible for a Conipany contribution toward the cost of retiree niedical coverage and will be 
responsible for paying the full cost of any retiree coverage you e1ec.t under the Medical Plan, 
unless you are represented by IBFW 1347, 1BE.W 1.393. USW 12049. USW 5541-06 or UWUA, 
in which case the rules directly above for individuals hired before .Januaty I ,  2009 continue to 
apply to you. 

I f  you arc rehired on or after January 1 ~ 2009 and you subsequently terminate your eniploynient 
with the Cornpany as an eligible reritre, you will be eligible fot a Company contribution towards 
the cost of ietiree medical coverage only if you satisfied the eligibility requirements for Company 
contributions toward the cost OS retiree medical coverage in effect at [lie tiiiie 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 retitee coverage you elect. The rules desciibed in this palagraph do not apply 
to individuals represented by 1RE.W 1347, IBEW 1393. (JSW 12049, (JSW 5541-06 or UWUA. 
If you ale represented by one of these unions, the iules diiectly above for individuals hired before 
January I ,  2009 continue to apply to you. 
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Paying for Coverage as a Retiree 

Initiallyl 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: 

m 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 

Rathei than receiving a monthly bill. you may set up an automatic 
withdrawal from your checking or savings account for monthly 
contribution payments If  you choose this option, a Dirccl Dehir 
Au1J7orisu1ioiz must be completed and returned to the myMR Service 
Center 

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

If you would like to change your payment method, contact the myNK Service Centei 

Termination of Coverage for Non-Payment 

Your coverage will be terminated for non-payment i f .  

m 

m 

you do not make the recjuiied paynient in full 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 it 
does not arrive by the due date. 

If you1 coverage is terminated foi non-payment, you will receive a Confirmation of Coveragr 
statement indicating that your coverage has been cancelled 

Reinstatement after non-payment IS possible if you contact the my1 I K  S e n  ice Center no later 
than three months from the date printed on the Confirmation of Coverage sratement however. 
past due contributions must be paid in f u l l  to reinstate coberage Reinstatcment after non-pa\ ment 
will be allowed only one time 

Any amounts owed in arrears at the rime o f a  death or coverage change will continrie I O  he billed 
and must be paid 

When Coverage and Contributions Begin 

When you make your Medical Plan elections as a ne\bly cligiblc emplojee oi retiree. coverage 
17cginL on thc date you become eligihle (assuming that you make y o u r  electrons \I i t h i n  31 
c,alendar dais  of becoming eligiblc) 1)ediictions f o r  youi conti iburions ( 0 1  pa! m w t  101 \olir 
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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 Coverape 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 niyHR 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 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 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 if a Dependem Becomes Ineligible lor information about the 
consequences of failing to notify the myHR Service Center within 3 I calendar days of a loss of 
el igi bil iry 

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

Below is a list of some worWlife events for which inid-year election changes at e allowed: 

0 Your lcgal marital status changes 

you get married 

you get divorced or have your marriage annulled 

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

your spouse dies 

e Your domestic partner stalus changes 

your domestic partner becomes eligible for coverage 

your domestic partner relationship ends 

your domestic partner dies 

e The number of your eligible children changes 

you have, or adopt, a child 

you become the lcgal guaidian of a child 

your child gains 01 loses eligibility for coveiage undei the Medical Plan 
(for example, your dependent child marries or turns 19 and is not a full- 
tiine student) 
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a QMCSO is received’ 

your child dies 

0 YOU begin or end an international assignment 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 
o f  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 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 

0 

0 

0 

employer plan in which your dependent participates 

0 You die 

Start or increase coverage 

When Mid-Year Election and Contribution Changes Are Effective 

Coverage changes on the day 
the worldlife event occurred 
(Event Date) 

The following chart shows when coverage and contributions change i f  you notify the myHR 
Service Center of a worWlife event within 3 1 calendar days of the event. 

Decrease or stop coverage 
(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)*** 

Election ~ t i a n g e  I Coverage 

Coverage changes on the first 
day of the month after your 
Election Date* 

Coverage for individuals n o  
longer eligible ends at 
midnight on the last day of 
the month in which the 
individual loses eligibility 
for coverage (Event Date) 

Contributions 

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

* Court Orders. If a Qualified Medical Child Support Order is issued requiring medical coverage for your 
child, you may change your medical covcrage election to provide coverage for your child Y o u  inay also 
make an election change to cancel medical coverage for the child i f  the ordcr requires the cliild‘s other 
parent to provide coverage 
* Entitlement to Medicare or Medicaid If you, your spouse or any dependent child is etirolled in rhe 
Medical Plan and subsequently become entitled to coverage i n  Part A or Part B of Medicare or i i i  Medicaid. 
you may  niake a i i  election to cancel Medical Plan coverage for that individual 
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Election Change Coverage Contributions 

Situ a ti o n s I m pa c t i n g You r Cover a g e 

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 of absence is unpaid such that you begin to be billed directly for the 
monthly contribution for your medical coverage, see Tei-mina/ion of Coveroge for Non-Paymerl1 
for a description of 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 Shoit-Term Disability Plan or 
the Duke Energy Long-Term Disabiliv 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 i f  you begin receiving disability benefits i f  you begin to be billed directly for the monthly 
contribution for your medical coverage, see Terinination of Cowrage for iVon-Pu~v17rn1 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 eniployee and pay any required contributions, and your coverage \ w i l l  be 
primary to Medicare. 

If You Become Entitled to Medicare 

I f  you are not actively at woik and you bcconie entitled to Medicare. you will be required to 
enioll in  an option that coordinates with Medicaie Contact the myHR Service Center for 
ildditional information regarding the options available to poll when you become entitled to 
Medicare 

I f  you elect to terminate your coverage under the Medical Plan when y o u  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. 

I f  you and/or a covered dependent enroll in a Medicare prescription drug plan for 3 calendar year. 
you and/or your covered dependent will not be eligible for coverage under the Medical Plan for 
ihat calendai year.. 'I herefore. Medical Plan coverage ends l'or a calendar year lor individuals 
\vho 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 

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 i n  which your employment ends, unless you elect to 

the last day of the month in which you cease to be an eligible employee, ietiree 

continue coverage under COBRA or as an eligible retiree, 

or dependent or otherwise cease to be eligible for coverage under the Medical 
Plan; 

0 

e 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 aie 0 

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 w i l l  be reinstated retroactive to the coverage termination date if your 
COBRA enrollment is properly received and processed. COBRA enrollment fonns must be 
completed and received within 60 days of the event or notification, whichever is later. 

When your coverage ends, you will ieceive a ceititicate of coveiage that indicates the length of 
time you had coverage undei the Mcdical Plan to the extent required by applicable law You inay 
neeti this certificate of coverage when enrolling i n  another plan. With this certificate, the time 
you weie covered inay be credited toward any pie-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 

I f  you die while you and your spouse/doniestic partner are covered under the Medical Plan, your 
surviving spouse/domestic partncr may continue Mcdical Plan coverage by making contribution 
payment arrangements with ihe myHR Service Center. This coverage can be continued until the 
earliest o i  your spouse‘s remarriage, your domestic partner’s establishment of a new domestic 
partner 1,elationship. the death of your spotwddoinestic partner and the date that  your 
spouseidomestic partner becomes eligible for other coverage (e+ 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 : 

8 continue to meet the definition of eligible dependents; and 

8 make required payments for covetage Payment arrangements should be 
coordinated with the rnylHR 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 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 calendar days of the loss of 
eligibility. See I f 0  Dependen( Become& Jtdigibk for a description of what happens when your 
spouse/domestic partner either does or does not ieport a dependent’s loss of eligibility within 3 1 
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 01 Coverage f i r  h~oti-YaVtnent for a description of what happens when required 
payments for coverage are not made. 

If you are covered under the Medical Plan and your spouse/domestic partner i s  an eligible retiree 
who is covered as your dependcnt, your spousc/domcstic partncr 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 divoiced or your 
domestic partner relationship ends, you must drop coverage for your former spousddomestic 
partner within 31 calendar days of thc divorce or the date on which your domestic partner 
relationship ends. Your former spousddomestic pal tncr will then be notified that fie or she inay 
continue coverage through COBRA by contacting the COBRA administrator within 60 days of 
the qualifying event. 

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

To drop coverage for your lhmier spouse/domestic partner, go to the myHK link on the Duke 
Energy Portal or contact the myHR Service Center 

If You Leave the Company 

Jf your employment with the Company rerrninaies, your coverage under the Medical Plan will 
end. unless you elect to continue covetage undei COBRA or as an  eligible ietiree 
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See If 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 

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 administiation, 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 

a reduction of your work hours. 0 

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. 

0 death, 

e divorce. 

e 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 [lie 
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 hhzclf iple Qua/if?iing Evenis ) 

Bankruptcy Proceeding 

lf you are a retiled employee and you or your eligible dependents lose coverage iesulting froni a 
bankruptcy proceeding against your Company, you may qualify for continuation coverage under 
COBRA 

IS 
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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 GO days of COBRA coverage. The disability must last at least until the end 
of the 18-moiitIi 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 notify the myHR Service Center within 30 days 
of the date you are determined by the Social Seciirity Administration to no longer be disabled. 

I f  You Become Covered by Medicare 

I f -  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. 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 
fermination 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 coveted under Medicare. If you terminate your employment (a qualifying cvcnt) 12 
months later on Ianuary 1. 2010, your eligible dependents would be eligible for continued 
coverage unt i l  the laier of  

0 36 months following the date you become covered for Medicare - January 1 ,  

I8 months following your termination of employment - July I ,  20 1 1 

2012; or 

e 

I t1  this case. your eligible dependents would be eligible for continued coverage until January 1. 
201 2 if COBRA continuation coverage is elected 

Multiple Qualifying Events 

I f  you1 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 esceed 36 months liom 
the dare of rhe fitst qualifying event. 

For example. i f  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 ccases 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 !-,om 
the date of your termination (the first qualifying event). 

19 
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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: 

8 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, 

8 

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 notify you or your covered dependents of your right to 
elect continued (.overage Earh 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 niailed to you and 8 

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 youi. medical 
coverage as a COBRA qualified beneficiary. In addition, if your COBRA c;ontinuation 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 ale able to change their Medical Plan elections for the following plan year 
tj 11 I- i iig a nnua  I en ro I 1 ni  en t . 

cost 

You and your covered dependents will be required to pay 102% of the ful l  group cost for your 
continucd covcrage The 2% is used to cover adniinisrrative fees The contributions are paid on 
a n  after-tas hosis 
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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 niay refile claims that niay 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 employces, the changes will also affect continued coverage under COBRA You will be 
notified prioi 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 

The COBRA participant becomes covered under another group medical plan (as 

e 

0 

an employee or otherwise) after the election o f  COBRA coverage.. ( I f  the other 
plara limits coverage of a pre-existing condition. COBRA coverage may bc 
continued in certain circumstances). 

Preexisting Condition Limit a t '  ion 

If you bccome 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 satislied the pre-existing condition limitation. as long as you remain within the COBRA 
period. When you ale eligible for fiill benefits under your new plan, your COBRA coveragc will 
be terminated. 

Conversion Privilege 

The Medical Plan has no coilvet sion 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 cove1 age ends 

Medical Child Support Orders 

If the Company receives notification iliac. as a result of a Qualified Medical Child Support Order, 
yoii are required to provide Medical Plan covetage for a dependent child, the Company will: 

e Notify you (and  any othrr person named in the order) of receipt of the order; and 

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

A s  appiopriate to tlic court order. the child will be enrolled for medical coverage, unless there are 
legal pi oceedings that dispute the dctetwination 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 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. 

I f  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 accutate claims 
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. 

I f  someone else (other than the provider) files a claim on 

0 Review the explanation of benelits 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. 0 

answer all questions to the best of your knowledge 

You must notify the applicable Claitns 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 ate not needed. 

e 

0 

Any covered person who knoutingly intends to defi.aud the Medical Plan will be considered guilty 
of fraud If you are concetned about any of the charges that appear on a bill or explanation of 
benefits form 01 if you know of or suspect any illegal activity, call the applicable Claims 
Administrator at the toll-free number on your 1.0. card. All calls are strictly confidential. 

Other Important Information 

Plan Sponsor 

Duke Energy Corporation is the sole sponsoi of the Medical Plan 
telephone number and  employer idontification n~imber (FIN) are 

The company address, 

Duke Eneigy Corporation 
526 South Church Street 
Charlotte, NC 28202 
704-594-6200 
E IN- 20-27772 18 



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 E7N and the plan number assigned to 
the Medical Plan The plan number assigned to the Medical Plan is 502 

Fun ding 

Benefits under the Medical Pian generally are provided from funds held by trustees. AI1 Medical 
Plan claims except for post-retirement coverage foi non-key employees are paid from the Duke 
Energy Corpoiation Welfare Benefits Trust VEBA I with Mellon Bank NA as trustee. Claims for 
post-retii cnient covet 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 I5258 

The Company may also provide benefits under the Medical Plan through insurance or from i ts 
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 

Pian Administrator 

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

The Benefits Committee may assign or delegare any of its authority or duties to others Tlie 
Benefits Committee has appointed the Claims Committee, which selves 3s Denied Claim 
Reviewer for claims as to whether an individual is eligible to participate in  01 obtain coverage 
under, or whethei an eligible individual is enrolled Tor participation i n  or covetage under, the 
Medical Plan or any coveiage option under thc Medical Plan The Benefits Committee and the 
Claims Committee may be contacted as follows. 

Benefits Committee 
Duke Eneigy Corporation 
400 Souih Tryon Street. ST06 
Charlotte. NC 28285 

C I ai i n s  Corn in it  t ee 
Duke Energy Corporation 
400 South Tryon Strcei. ST06 
Charlotte. NC 28285 

704-594-6200 704-594-6200 

The Benefits Committee has appointed the Claims Adniinistrators, which serve as Initial Claini 
Administrators and Denied Claim Reviewers for (.lainis for benefits under the Medical Plan. The 
Claims Administrators may be contacted at the addresses listcd i n  thc Medical Plan booklets. 
You can also obtain additional information by contacting the niyHR Service Ccntei 
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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 investinent of the plan assets that are held in the 
Duke Energy Corpoiation Welfare Benefits Trust VEBA I and the Duke Energy Corporation 
Post-Retirement Medical Benefits Trust VEBA I 1  is tlie Duke Energy Investment Committee 
The Chief Executive Officer of Duke Energy Corporation, or its delegate. appoints the Cliairnian 
of tlie lnvestment Committee, who in turn appoints the other members o f  the Investment 
Committee 

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

Investment Committee 
General Manager, L.ong Term Investments 
Duke Energy Corporation 
526 South Church Street. K O 4 2  
Charlotte. NC 28202 

Plan Year 

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

Service of Legal Process 

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

Vice President, Legal 
139 East Fourth Street - Room 25 AT11 
P . 0  Box960 
Cincinnati, OH 45201-0960 
(5 1.3) 4 19-1 85 1 

Legal process may also be served upon the 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 nyHR Service Center for information regarding affiliated employeis of Duke Eneigy 
that have adopted the Medical Plan 

24 
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Claim Determination Procedures Under ERISA 

The following are two 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”} 

8 

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 c,laims for 
Medical Plan benefits on review, as the Denied Claim Reviewers. The Company has no 
discretionary authority with respect to clainis 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 
infoinlation by calling the myHR Service Center. To file a valid claim Tor 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 inaterials 

Eligibility or Enrollment Claims 

Authority to decide an Eligibility or Enrollment Claim is assigned for initial claims to Dukc 
Energy Human Resources, which i s  the Initial Claim Administrator Human Resources has 
delegated its autlioi ity to the Hewitt Associates Benefits Delermination 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 EJigibility or Enrollment Claim, you (or your authorized reprcsentative) niust 
follow the claim submission procedures for the Medical Plan as described in this Gcncral 
Information booklet and any  updating materials 

Initial Claim 

If you have an Eligibility or Enrollment Claim, you (01 you1 authorized iepresentative) must 
submit a claim initiation form. This form can be obtained by calling the myHR Service Center 

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

e A statement that the claim is a “Claim for Eligibilit~/Enrollnient“ and 

Your name, Social Security number. mailing address and daytime relephonc 

identilication of the Medical Plan, 

D 

nuni he r. 
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0 A complete description of the claim, including the eligibility/enrollment issue 

Dependent information. if applicable; and 

Any additional inforination 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 Determination Review Team will notify you or your representative of the 
determination within 30 days after receiving the request. However, if more tinie 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 he expected, which will b e  no more than 4.5 days 
after receipt of the request. 

I1 more t ime is needed because necessary information is missing from the request. the notice will 
also specif>l what infoimation is needed The determination period will be suspended on the date 
thc Benefits Deterinination Review Team sends such a notice of missing information, and the 
dctcrinination period will resume on the date you or your representative responds to the notice 
You will have 45 days to iespond to the request for information. 

Adverse Determination 

In the event of an adverse eligibility or enrollment determination, in whole o r  in part, you (or 
your authorized representative) will be notified of the adverse deterinination in \vi iting. 

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

a the specific reason or reasons for the adverse determination; 

0 ieference to the specific plan provisions on which the determination is based: 

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

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

0 a description of the Medical Plan’s review procedures and the tiinc limits 

0 if an  internal rule, guideline, protocol or other similar criterion was relied on in 
making the adverse determination, either the specilic rule, guidclinc, protocol or 
other siniilar criterion (or a statement that such a rule, guideline. protocol or 
similar ciiterion was relied upon i n  inaking the determination) and that a copy of 
such rule. guideline, protocol, or criterion will be provided free of charge upon 
request; and 

investigative treatment, eithei a clinical or scientific explanation of the 
deietniination. applying the terms of the Medical Plan to your medical 
circumstances, or a statement that such clinical or scientilic explanation will be 
provided lree of charge upon irequest. 

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 ofthe 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 notified regaiding 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 determination of your appeal; 

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

a statcment 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 

e 

appeal is based; 

receive copics of docuincnts, records and other information relevant to the claim, 

an adverse determination on your appeal and about any available voluntarj 
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, prorocol 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; 

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 10 find out what may be available is to 
contact your local U..S Department of Labor Office and your state insurance 
iegulatoiy agency '' 

After completing all mandatory appeal levels. you have the right to further appeal adverse 
rJctcrminations by Ixinging a civil action under E,RlSA Pleast: rcfcr to the S/~leri7e/7[ ofER/.SA 
Righrs seclion belo\\ 

e 

e 

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

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

0 "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 niore 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 contiolling. 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 E,nergy reserves the right to amend or tei.minate 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 i s  also subject to change, which may 
include initialing 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 former 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 
payments prior to the amendment or termination If 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 of Directors, or its authorized delegates, and any amendment shall he in 
writing. 

In the event of a complete termination of the Medical Plan, eligible claims for Medical Plan 
benelits will be paid by the Duke Energy Corporation Welfare Benefits Trust VEBA I, the Duke 
Energy Corporation Post-Retirement Medical Benefits Trust VEBA I 1  and/or the Duke Energy 
Corporation Master Retirement Trust - 401(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: 

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 docutnents 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’ L.abor and available at the Public Disclosure room 
of the Employee Benefits Security Adininistration. 

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 petson 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 n qualified 

Cmtiisue Group Health Plan Coverage 

e continuc health care coverage for yourselfy 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. Rcview this summary 
plan description and the documents governing the Medical Plan on the rules 
governing your federal continuaiion 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, 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 
c,overage, when your federal continuation coverage ceases. i f  you I equest i t  
before losing coverage. or if you request i t  up to 24 months after losing coverage 
Without evidence of creditable coverage. you may be subject to a preexisting 
condition exclusion for 12 months ( 1 8  months Tor late eniollees) after your 
enrollment date in  your coverage.. 

0 reduction or elimination of exclusionary periods of coverage for preexisting 

* Additionally. the Company extends continuation of coverage under COBRA IO covered domestic partners 
i f  they lose eligibiliIy for coverage in cci tnin siiuations 
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Prudent Actions by Plan Fiduciaries 

I n  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 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 Pian documents or the latest annual report from the Medical Plan and 
do not receive them within 30 days, you may lile suit in a federal court. In suc;h a case, the court 
may require the Plan Administrator to provide the materials and pay you LIP to $1 10 a day unt i l  
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, i f  you disagree with the Medical Plan’s decision or lack thereof concei-ning the 
qualified status of a medical child support order, you may file suit in federal couil If i t  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 1J.S. Department of L.abor. or you may 
lile suit  i n  a federal court The court will decide who should pay court costs and legal fees If 
you are successfiil, [he court may order the person you have sued to pay thcsc costs and fees. If 
you lose, the court may order you to pay these costs and fees, l o r  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. I f  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 thc nearest 
office of the Employee Benefits Security Administration, U.S.  Department of Labor listed in  your 
telephone directory or the Division of Technical Assistance and Inquiries, Eniployee Benefits 
Security Administration. L! S Departmen! of L ~ b o r ,  200 Constitution Avenue N.W.. Washington, 
D C: 70210. You may also obtain certain publications about your lights and responsibilities 
under ERISA by calling the publications hotline of the Employee Renelits Securily 
AdininisIralion 

I t  is your rcspon-ribilit> to make sure that )our benefits records are coirect and that the pcrsonal 
information needed to administer your twielits is current Promptly review an) confirmation and 

30 



Case No. 2009-00202 
STAFF-OR-01-039 
Page 329 of 1661 

other benefit statements carefully, and immediately advise the myHR Service Center, if 
applicable, i f  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 3 1 calendar days of the work/life 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 provisions of the Medical Plan are set forth i n  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 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 eniployment 
contiact, and does not give any employee the right to continue to be employed by the Company 
F.mployres may resign and are subject to discipline, discharge or IayofY as if the SPD had never 
been publi~hed and the Medical Plan had never gone into effect. 
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BENEFIT BOOKLET 
This benefit booklct describes benefits provided under the Duke Energy Medical Plan’s 
High Deductible Health Plan (I-IDHP) option (the P2cm). Blue Cross and Blue Shield of 
North Carolina provides adniinistrative claims payrnent services only and does not assume 
any financial risk or obligation with respect to clairns. 

Please read this benefit booklet carefully. 

The benefit plan describcd in this booklet is an employee health benefit plan, subject to the 
Employee Retirement Income Security Act of 1974 (ERISA) and the Health lnsurance 
Portability and Accountability Act of 1996 (HIPAA). A surnmary of benefits, conditions, 
limitations and exclusions arc 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 Plcrii 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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i IONS H S K  Duke Energy Medical Plan 

- Toll Free Phone Numbers, Web Site and Addresses ro 

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

Member Services Web Site 
www bcbsnc com/members/duke-energy 

BCBSNC. Customer Service 

8 a.m-5 p.m., Monday-Friday, except holidays 

Mellon H S A  Solution Contact Center 

8 am-8 p.m ~ Monday-Friday, except holidays 
Certification 

1-888-554-3202 

1-877-484-5029 

1-500-2 14-4544 

Magellan Behavioral Health 
1 -500-.3.59-2422 

Blue Card& PPO Program 
I-800-810-BL UE (2583) 

Medical Claims Filing: 
BC BS N C Cla I ins Dcp,i rt men t 

1'0 Box 35 
Lhrham.  NC 27702-0035 

Add/Kemoi e Someone From Your Policy 

' 3  
E -  
w 
Ra 

To find 3 network provider by location or specialty, 

to adrninistcr your benefits, obtain claim forms, access 

P? 
get general benefit information, search through our 
corporate medical policies to see medical criteria used 

information about all the Blue Extra?" 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 

2 
c", 
CD 

I f  you have questions about Health Savings Accounts 
(HSA) or need assistance managing your Mellon HSA. 

1-0 rcqucst ccrtil'ication for out-of-network 
in patient services, 

For mental health and substancc abuse inpatient and 
outpatient pre-certification. Note: You do not need 
certilication tor office visits 

To  find ;I participating provider 

Mid completed nicdic~il claims to this address 

Contact Duke Eneryy's rnyHK Scrvicc Center at 
1-558-465-1 300 

Your plan for better health": b c b s  n c .  corn  

4 
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Duke Enerav Medical Plan  OPTIONS HSA” 

Tips for Getting the Most 
‘ 

ut of Your eallth Care 

Manage your out-of-p t costs by managing 
the locations in which you receive care 

Generally speaking, care received in a doctor’s office is the inost cost-effective for you, rollowed by hospital 
outpatient services. Hospital inpatient services often bcar the highest cost In  addition, remember t h a t  
in-network care (services from a RCRSNC 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 rcceiving care. 

Pick a primary care physician 

While our products do NOT require you to have a pr,imary 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 costs by recommending 
appropriate specialists, coordinating your caie 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 i t  will be 1 0  t ake  cont1-01 of your health. ILet UCBSNC 
help you understand your plan and use i t  effectively through our customer-frient~ly Web site 
(wnw.bcbsnc.corn/members/duke-energy): toll free Customer Service line ( 1-585-554-3202). 

Your plan for better health”.“ b c b s n c . c o m  
4 

http://bcbsnc.com


Import ant ation About 
Health Savings Account (HSA) 

Understanding the relationship between your medical plan 
and your Health Savings Account (USA) 

Through BCBSNC, you are covered by a High Deductible Health Plan (MDHP) plan option that is 
intended to allow contributions to a Health Savings Account (HSA). Your HDHP can qualify you to 
contribute to an HSA, unless you are not eligible under federal requirements (consult a tax advisor i f  you 
are unsure).. Mellon, the I-ISA custodian, has teamed with BCBSNC to provide you the necessary support in 
managing your MSA, including assisting you in contributing to your HSA, making distributions froni your 
HSA, and understanding what are considered qualified medical expenses. 

Understand how much can be contributed to your USA 

I t  is important to know that i t  is your responsibility to manage your HSA and to ensure that appropriate 
amounts are contributed to your FlSA and that I-ISA funds are used for qualified medical expenses for you 
or any qualified dependents. There are tax implications to you if too much is contributed to your HSA or if  
you use the funds for non--qualified medical expenses You may want to seek the advice of a tax advisor. 

Know how much you owe - using your HSA funds 
Through Mellon you will be issued ;I checkbook and a debit card.  You can use these to either reimburse 
yourself or pay your health care pi ovider for out-of-pocket, qualified medical expenses. When you receive 
~nedical services, you  are encouraged to  establish a payment plan with y o u r  provider Y o u r  provider c a n  
choose to collect an estimated amount from you at the time of service. Before using your I-ISA funds to pay 
for these services, you should ask what steps your provider has taken to ensure that  they have not collected 
too much from you. The  final determination of how much you owe your provider cannot be calculated ~ i n t i l  
your claim has been submitted io your health plan and appropriate benefits and negotiated prices have been 
applied for your provider's services. If your provider collected too inuch from you, and  you used your 13% 
fuiids: i t  is your responsibility to make sure you know the tax implicaiions to you if you  use you1 H S A  
funds for inedical expenses tha t  you ended up n o t  illCurrillf. 

Go online! - My USA Account 

Go to bcbsnc.com and ;iccess BCBSNC's unique A4y NSA Accoirizf online portal that  provides yoii access to 
your medical plan claims information as well as your FISA fund balance information ; i d  transactions In ii 
single? centralized Web site you can manage your medical plan claims activity arid HSA account and get the 
most up-to-date information about your  personal I-ISA. 

Know who to contact 

Getting help in managing your- HSA will involve working with Mellon and, in some cases, you may want  to 
consult 3 qualified tax advisor. Make sure yoii take the timc to understand your FISA and how to get 1he 
most out of your I-ISA. 

Your plan for better healttf b c b s n c . c o m  
k 

http://bcbsnc.com
http://bcbsnc.com


1 Case No. 2009-00202 
STAFF-DR-01-039 I: 

i ( Page 335 of 1661 

Duke Energy Medical Plan eOPTlONS H S K  -__ __-- 

MEMBER RIGHTS AND RESPONSIBILITIES 

Receive, upon request, information about Blue Options HSA including its services, doctors, a benefit 
booklet, benefit summary and directory of in-network pi oviders 

As  a BIiie Cross and Blue Sliield of North Carolina member, you haw the riglit to: 

Receive coui’teous 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 LJtilization Management criteria and treatinen1 protocol used 10 
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-friendly information to help you make informed decisions about your health 
care 
Participate actively i n  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 arid expect a fair and efficient appeals process for resolving any differences you may 
have with BCBSNC 
Be tre;ited 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  N RIUP Crow arid K l r r ~  Slriclrl of R‘ortlt Carolina rnenrber, yoii have the resporrsihility 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. Y o u  will be 
asked to sign a transfer of medical records authorization form. 
Read your Blue Options HSA 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 I f  you choose not to comply, tell your doctor. 
Provide complete information about any illness, accident or health care issues to RCBSNC and 
providers 
Make and keep appointments for non-emergency medical care. If i t  is necessary to cancel a n  
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 HSA providers, their staff and RCBSNC representa~ives 
Notify your employer and BCBSNC if  you have any other group coverage 
NotiTy your- group administrator of any changes regarding dependents a n d  marital status 
Protect 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 Cross and Blue Shield of North Carolina's Blue Options HSA plan! 
As a itietnber of the Blue Options HSA plan, you will enjoy quality health care from ;i network of health care 
providers and easy access to specialists. You also have the freedom to choose health care providers who do  not 
participate in the Blue Options network. 
YOU may receive, upon request, information about Blue Options HSA, its services and doctors, including this 
benefit booklet with a benefit summary, and a directory of in-tietrvork providers. 
Please note: The Blue Options I-ISA plan is a high-deductible health plan ("HDHP") that qualifies its members to 
contribute to a health savings account (HSA), unless its members are otherwise ineligible under applicable federal 
requirements. Please consult a qualified tax advisor i f  you art unsure about whether or not you are ineligible. In 
addition, the deductible arid total orit-of-pocket iiiaximim amounts listed in the "Summary Of Benefits" may be revised 
each year in accordance with Internal Revenue Service (IRS) rulings. 
___-~ How To Use Your Blue Options HSA Benefit Booklet 
This benefit booklet provides important information about your benefits and can help you understand how to 
maximix  them. Please read i t  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. coitisztratice and 
maximum amounts 
"Covered Services" to get more detailed information about what is covered and what is excluded from coverage 
"Utilizarion Mai~cigeinent" for important information about when prior review and certificafioii are required 
"What Is Not Covered?" to see generaI exclusions from coverage. 

0 

0 

If you still have questions, you can call BCBSNC Customer Service at the number listed on your ID card or in 
"Whom D o  I Call?" 
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: 
., 
8 

Notice For Non-English. Speaki,ng--Aknb_ecs 
This benefit booklet contains a summary in English of your  rights and benefits under the l'ltrti I f  you have difficulty 
undcrstanding any part of this booklet, contact your  P l m  Adttiititstrator to obtain assistance., 
AVlSO PARA AFILIADOS QrJE NO HABLAN ISGLES 
Este manual de beneficios conticne un resumen en inglCs de sus derechos y bcneficios que le ofrece el Pltrti Si ustcd 
tiene dificultad en entender algiina seccihn de este manual, por favor llame al Adi?iii~i.srrotlor de/ P l m  para recibir 
a y u d n 

"How Blue Options HSA 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 
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WHOM DO I CALL? 

-_ BCBSNC Web Site 
To view your claims, get P/an information, claim forms, health and wellness information, find a doctor, change 
your address, and request new ID  cards, you are invited to  visit the BCBSNC Web site:: 
rvww.bc bsnc.com/members/duke-energ y 
BCBSNC Customer Service ___ 

For questions about your benefits or  claims, ID card requests, or to voice a complaint: 
BCBSNC Customer Service. . , . , . . , "  . _  " . 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 illpatient and outpatient services, except for ojpce visiz services and in 
etmrgencies. In  the case of an emergency, please notify the vendor as soon as reasonably possible: 
Magellan Behavioral Health I 1 1 .. , I . . . I . . . I ~ . . . . . I . I . . . . I . I . . , I . . . 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: 
IiealthLine Blue .. I I . . . I I I . , . . .. . . I I , , . I . . I . . .. . . . I . . . I . . . 1-877-477-2424 (toil free) 
COBRA - Administrator - - 
UMR.  " .  ,, . . . . ., I I I "  I I I . " .  .. I " .  . "  ., I.. . . .. I . . . . . I I . I , 1-800-523-3578 (toll free) 
Prior . .. . Review 
Some services require prior review and cerriFcatioiz by BCBSNC. The list of [hese services may changc from time to 
time. Please visit the BCBSNC Web site a t  www.bcbsnc.com/memberslduke-energy or call BCBSNC Customer 
Service at the number listed above for current information about which services require prior review See 
"Prospective ReviewlPrior Reiiew" in "Utilizntion Mnnagrnwnt" for information about the review process. To 
request prior review, call. 
Providers . ~ . I . . . .. .. I . ~ .. ~ . . . . . . . I . . . . I I I . . . . , . 1-800-2 14-4844 (toll free) 
A4eidwl-i ~ . . . . , .  . "  " " " " . .  " ^ . . " .  . 1-377-258-3334 (toll free) 

c, 
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Blue Options HSA gives you the freedom to choose any provider - the main difference will be the cost to you. 
Here's a simple look a t  how it works: 

Whenever you need care, 
you have a choice. If you visit an: 

In-network 
provider: 

I 
You receive in-network 

benefits, the highest level of 
coverage available 

No referrals needed 

/r-~ Ou f-of-network 

I 
You receive out-ojnenvork 

benefits*-- you will share 
more of the cost of your care 

I 
No referrals needed 

1 1 
No claim form needed E 

1 
7 he in-networkprovider is 
responsible for obtaining 

certification 

You may be required to 
submit a claim form 

I 
You will be responsible for 

obtaining ccrfrfication 

* Note. Some seI-vices may not be covered ozit-q/-izerrt:ork. Please refer to "Summary Of Benefits" and "Cowred 
spr ~ I ; ~ C ) Y " "  ]-or O U / - O / - ~ ~ P / I I Y I /  I, beiielits, you rnay be required to pay charges over the nllowcd u i ? ~ m i f ,  in addition to 
yo ti r ( ) / i t  - ( ? / - i i ~ r  1 l*o/ I< i / d i i c  / r hlc a n d L oiii.5 iirui7c.c am o u n t I I n a n micrgeizq; i n si t 11 a 1 i on s where iiz-ncr I i ~ o i k  pro viders 
;ire not reasonably ;tvailablc as determined by BCBSNC's access to care standards, or in continuity of care 
situatjons, oll/-(j/-i7cJ/i1i0rk benefils will be paid at your in-neft~oIk coii7.ruumc.e and will be based on the billed 
aliiount. FIowcver, y o u  may be responsible for charges billed separately by the provider which are not eligible for 
;idtfitjonal ieimbur.sement I f  you are billed by the provider, you will be responsible for paying tlie bill ant1 filing a 
ciaiin with BCBSNC 1'01. more inl'ormaiion, see "Et7ierger7cy Care," "Continuity Of Care" in "Uti l r~~/ io i i  
M(J i7~ / ,~e i l l~ i7 f ."  and fo r  information about 13C13SNC's access to care standards: see lhe 13CBSNC Web site a l  
w ~ ~ ~ ~ . ~ ~ c ~ ~ ~ ~ c . c o m l m e m h c r s l d u k ~ - ~ n ~ r ~ ~ .  If you  believe an  i t i - i w / i i x ~ A  proi1ii.k.r is not reasonably available: you can 

7 
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help assure that benefits are paid at  the correct benefit level by calling BCBSNC before receiving care from an 
out- o /-ne[ work provider. 
in-Network ____. Benefits - .- -- 

In-network provic/ei:r are health care professionals and facilities that have contracted with BCBSNC, or providers 
participating in the BlueCard PPO program. Ill-network providers agree to limit charges for covered services to the 
nlloived~1?70utii. I f  the billed amount is greater than the alk~i~~edntiiourit, you are not responsible for the difference. 
You pay only the applicable cojx~yn~enr or  coinsurunce, and noncovered expenses. Your in-network provider is 
required to  use the Blue Options network liospiinl where he/she practices, unless that hospitnl cannot provide the 
services you need. 
Your ID cord gives you access to participating proviclers outside the state of North Carolina through the BlueCard 
PPO program. Your ID curd tells participatingprovirlers that you are a member of BCBSNC. When you use a 
provider participating i n  the local Blue Cross or Blue Shield Plan'sprovirler network, benefits are provided at the 
in- nei i vork c'opnytnen I or coi~i.r~rronce. 
Yo11 are not required to oblain any referrals to see an irt-iiet,tiotkl,rovir/er. I,~-)zetworkproviciers will file claims for 
you. I t  is the rnemher'.s responsibility to request prior review when necessary. Prior review is not required for an  
em ergen cy. 
The list of ir?-neriootbproi~i~~~~~:r may change from time to time. In-net#,ork/,rovirlrrs are listed on the BCBSNC Web 
site a t  ~vw~v.bcbstic.com/menibers/duke-energy or call BCBSNC Customer Service at the number listed in "Whom Do 
I Call?" Please note that dentisi.s and orthodontists do not participate in the provider network. 

With the Blue Options plan, you may choose to receive cowred services from an out-of-network provider -providers 
not designated CIS a Blue Options provider by BCBSNC. When you see an oul-ofLneiivorkproi'ider, you may be 
responsible for paying a n y  charges over the ul lo ived cmount in addition to your copnytneni.~ or coitaurunce, 
noncovered expenses and ceriiji'ccirion penalty, i f  a n y .  BCRSNC encourages you to discuss the cost of services with 
oi.ri-c~f-i iciivor-li~~~roi~~~/~~rs before receiving care so you will be aware of your total financial responsibility. 
You  are not required to obtain a n y  I-eferrals to see an oui-oj-iieiit~o~/~provider.. You may have to pay the 
out-of-netivork provider in l u l l  and submit ii claim form to BCBSNC if the out-of-network provider does not bill 
RCBSNC directly for services 
Our-oj-netieork proiG(lers, unlike i i i - ~ i ~ ~ i i : o r k  pi oviders. are not obligated by contract to request prior reilieiv by 
IJCBSNC.. If  you go to an oiii-oj-t7etii:ork provider or receive care outside of North Carolina, i t  is your responsibility 
to request or ensure that your provjilet requestsprmr revieiv by BCBSNC. Failure to requestprior review and obtain 
cerrijicoiion niay result in  a partial or full denial of benefits. Before receiving the service, you may wan1 to verify 
wi th  BCBSNC that ccrti/icnrioii has been obtained See "Prospective ReviewlPrior Review" i n  "Uiilirniion 
Mnnn,qetiieni" for additional ~niorni;ition Pi-ioi ~ e i ~ i c w  is not required Tor an etirergency. 
Oyf--O;f-Networ& Benefit Exceptions 
I n  a n  etiiergenrv, in situations where i t i-nefi i~or/,  pmviders are not reasonably available as determined by BCBSNC's 
access to care standards, or in continuity of care situations, out-oj-netivork benefits will be paid at your in-netivork 
copoyr~ietii or ~o i i i~u I~ t7ce  and  will be based on thc billed amount. However, you may be responsible for charges 
billed separately by the provider which :ire not eligible for additional reimbursement. If you are billed by the 
provider: you will be responsible for paying thc bill and filing a claim with BCBSNC. 
For more information, see "Eiiiergeii(,j* Care," "Continuity Or Care" in "lJti/izution n/lnnuyeylient," and for 
information about BCBSNC's access to care standards, see the BCBSNC Web site at 
www.hchsnc.corn/merllbers/~ukc-encrg?. l l  yoii believe a n  in-nelivork providcr is not reasonably available, you can 
help assure that benefits arc paid a t  lhe coricct benelit level by calling BCBSNC bt'fore receiving care from a n  
out-of-nerivork pro i:ider. 
The Role Of . A Primary Care Provider (PCP) Or Specia/isf 
I t  is important for y o u  to maintain 3 irelationship ~ v i t h  a PCP,  who will  help you manage your health and help Y O U  
make decisions about your heallb care I f  you change PCPs, be stire Lo have your mcdical records transferred, 
especially immunization records, to provide yoiir neiv ~/oc.ior with your medical history. You should participate 
acti\eIy in all decisions JekltCd t o  you1 h i x l t h  caie and discuss all treatment options with your health careprolril/pr 
regardless of cost or benefit coveriage f C P \  are trainccf to deal with a broad range of health carc issues and can 
help you to determine when you neetl ;I v p 0 (  / o / i > /  

Out-Of-Ye-@ork Benefits 
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HOW BLUE OPTIONS HSA WORKSfcont.) 

Please visit the BCBSNC Web site at wmw.bcbsnc.corn/members/duke-energy or  call BCBSNC Customer Service to 
be sure the provider you choosc is available to be a PCP. YOU may want to confinn that the provider is in the 
network before receiving care. 
If your PCP or specialis: leaves the BCBSNCprovider network and they are currently treating you for an ongoing 
special condition, see "Continuity Of Care" in "Iltrlizution Mniiagemen:." 
Members with serious or chronic disabling or life-threatening conditions may be allowed to select the specidis1 
treating this condition as their PCP. The selectcd speciali.ct would be responsible for providing and coordinating the 
m m b e r ' s  primary and specialty care., The selection of a specialis: under these circumstances shall be made under a 
treatment plan approved by the ~peciulisi, and BCBSNC, with notice to  the PCP if applicable. A request may be 
denied where i t  is determined that the speciu1i.u cannot appropriately coordinate the member's primary and specialty 
care. To make this request or if you would like the professional qualifications of your PCP or  in-netivork specialist, 
you may call BCBSNC Customer Service at the number given i n  "Whom Do I Call?" 
--.---I Carry Your Identification Card _. 

Your ID C U I ~  identifies you as a Blue Options i~ieniBcr I f  a n y  information on your I D  curd is incorrect or if you 
need additional cards, please visit the UCRSNC Web site at www.bcbsnc.corn/members/duke-energy or call BCBSNC 
Customer Service at the nunibel- listed i n  "Whom Do 1 Call?' Be sure to carry your ID cardwith you at  all times and 
present it each time you seek health care. 

Call the provider's oflice and identify yourself as  a Blue Options inember. Please ask the receptionist whether the 
proiicfer's o f k e  is lrosprrcrl-owned or opera ted or provides huspirol-based services. Your mediculseri:i~es may be 
covered under Qurpnrrent Services benefit. Your proiwlet- directory will also help you make this determination. 
Protkkr directories are available through the BCBSNC Web site at  www.bcbsnc.com/members/duke-energy or by 
calling BCBSNC Customer Service at the number given i n  "Whom Do 1 Call?" If you need nonemergency services 
after your  provider'.^ olficc h a s  closed, please call your provider's office for their recorded instructions. You may also 
contact the nurse advice line, IIesllhL.jne Blue, for assislance 
If you cannot kccp an appointment, call the p r o v i t l d  I offiLe 21s soon as possible. Charges for missed appointments, 
which proviriers may rcquire as part oT' their routine practice, are not covered. 
I-kafth-Line Blue 
You may call a HealthL.ine Blue nurse to assist you with medical questions, offer support, and send you free 
videotapes and brochures on health topics approprintc f'or your condition. Itfenihers may ask to speak with the 
same nurse on an ongoing basis. Y o u  may also visit the BCBSNC Web site at 
~vwiv.bcbsnc.conihnen~bers/dukr..energv 10 search a library of current health topics, send secure messages to the 
I-1ealthL.ine Blue nurses, lcarn about symptoms a n d  medimtioris and use tools that guide you through important 
health care decisions. See the number listed in "Whom Do I Call?" to speak to a 1-1ealthL.ine Blue nursc. 

When you file a claim, mail the completed claim form for a l l  r ~ r c v l i c ~ a l  services, including mental health and substance 
abuse services, to: 
BCBSNC 
Cla ims  Depar tment  
PO Box 35 

Mail cl:iims in time to be rcceivcd w i t h i n  15 months oi the date the servjce was provided. Claims not received within 
15 months from the service date wjll not be covercd, except i n  the absence o l  legal capacity of the m m b e r  
You may obtain a claim foi-in, including inteinationrtl claim forms, by visiting the BCBSNC Web site a t  
www.bcbsnf.coni/niembers/diikc-energv or calling I3CRsNC Cusloiner Service at  the number listed in  "Whom no I 
Call?" For help filing ii claim, call BCBSNC Customer Service or write to. 
BCBSNC 
C\istomer Scrviccs 
PO Box 3791 
D i ~ r h a m ~  NC 27702-2291 

.__ Making . - An -- Appointment 

- HOW-TO -. Fjl.e-A-CIgm 

Durhal11, NC 27702-0035 



Blue Options MSA covers only those services that are rmxlically necessary. Also keep in mind as you read this 
section: 

Certain services require prior review and ccrtijcutiuti in order for you to avoid a partial (penalty) or complete 
denial of benefits. General categories of services are noted below as requiringpriur review. Also see "Prospective 
ReviewlPrior Review" in Utilization Mariagemetit" for information about the review process, and visit the 
BCBSNC Web site at wwvw.bcbsnc.com/members/duke-energy or call BCBSNC Customer Service to ask whether a 
specific service requires prior r e i G w  and certijrution. 

Exclusions and limitations apply to your coverage. Service-specific exclusions are stated along with the benefit 
description in "Covered Servfces,." Exclusions that apply to many services itre listed in "What Is Not Covered?" 
TO understand the exclusions and limitations that apply to each service, read "Cowred Services," "Summary Of 
Benefits" and "What Is Not Covered?" 
You may also receive, upon request, information on the proccdure and medical criteria used by BCBSNC 10 
determine whether a procedure, treatment, facility, equipment, drug or device is ii~etlically necessary and eligible 
for coverage, iiivesrigutionnl or e ~ p e r i ~ ~ i e ~ ~ u l ,  o r  requiresprior review and tert~icution by BCBSNC. BCBSNC 
medical policies are guides considered by BCRSNC when making coverage determinations. If you need more 
information about our medical policies, see the BCBSNC Web site at www.bcbsnc.com/members/duke-energy, or 
call BCBSNC Custonier Service at the number listed in  "Whom Do I Call?" 

Office Services 
Care you received as part of an 0jjic.e visit o r  house call is covered. 
The  Plan also provides benefits for six nutritional visits per heiiefirperiod. Your benefits cover ojfice vi.sits to an  in- 
or our-of-netiiwrk providw for a total of six visits. 
Certain diagnostic imaging procedures, such as CT scans and MRls, 'niay require p i  ior rei~ieiv and cerriJicurioii or 
services will not be covered. 

The  P h i  understands the value of maintaining your hcaltli, and has choscn an enhanced prevenrive cure benefit. 
Subject to the limits set forth below, when you receive the following / m ~ e n r i i ~ e  cure services from an iiwietivork 
provider, the dehicrible will not apply for: 
. 
e 

Preventive- -Care 

Immunizations and well-baby and well-child care (excluding diagnostic tests and screenings), 
0f;jk:c.c visits (excluding diagnostic tests and screenings) for rouline physical exams, gynecological exams, and the 
evaluation and treatment of obesity, and 
Preve17riw cure diagnostic tests and screenings (excluding related ?//'ire visi/s except as noted above) for the 
following: cervical cancer screcning. ovarian cancer sci.eening, SCI eening mammograms, colorectal SCI eening, 
prostate specific antigen tests, newborn vision and hearing screening, cholesterol and  lipid screening, bone mass 
measurement screening, and Iicmoglobin test 

Well-Baby And Well-Child Care 
These services are covercd for cach riieiiiher up to 24 months of age including periodic assessments and 
imniunizations Benefits are limited to six well-baby visits for i i i r i i i b e ~ ~  through 12 months old and three 
well-child visits for nienrhers 13 months to 24 months old 
Immunizations 
The full series of standard immunizations recommended by the Centers for Disease Control and Prevention 
(CDC) and the American Academy of Family Physicians (AAIL'P) is covered 

The  Plan coverspreiw7~ive cure services that can help you stay safe and  healthy and includes. 

Covered immunizations inolutle the  following^ . Tetanus, diphtheria. pertussis (Td/Tdap) - HiB . Polio . I-lepatitis A and R 
. Measles-Mumps-R ubella (M M K )  . Meningococcal vaccine 

immunization Exclusions 
. . 1 mmuniza t ions rzq uirecl Tor o(:c u pa t iona 1 ham rd  

I mm ti n iz.a t i on s req 11 i I ed foul i II  t erna t iona I t 1 ;i vel I 

- Influenza - Chicken pox - Pneumococcal vaccine 
Rotavirus 
Hurnan papillomavirus \Ji1(:cin, . Shingles. 



Case NO. 2009-00202 

C D SERVICES (cont.) STAFF-DR-01-039 
Page 345 of 1661 

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 papillorna 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 25 and older at risk for ovarian cancer, an annual screening, including a transvaginal 
ultrasound and a rectovaginal pelvic examination, is covered. A female rnetnliet is considered "at risk" if she: 
e Has a family history with at  least one first-degree relative with ovarian cancer; and a second relative, either 

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

Screening Mammograms 
Beginning a t  age 35, one screening mammogram will be covered per female rrietnber per calendar year, along 
with a docior's interpretation of the results More frcquent or earlier mainmogranis will be covered a s  
recommended by a docror when a female tneti.rber is considered at risk for breast cancer. 
A Ieinale inenrber is "at risk" i f  she: 

I-Ias 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. - 

Goiorectal Screening 
Colorectal cancer examinations and laboratory tests for cancer are covered Jor any symptomatic or 
asymptomatic rwernber who is a t  least 50 years of age, or is less than 50 years of age and at high risk for 
colorectal cancer. Increasedlhigh risk individuals are those who have a higher potential of developing colon 
cancer because of a personal or family history of certain iniestinal disorders Some of these piocedures are 
considered surgery, such as colonoscopy and sigmoidoscopy, and others are considered lab tcsts, such as 
l-kmoccult screenings. 
.If the colonoscopy requires an additional procedure (e.g. a polyp removal), i t  is thcn subject to deductible and 
coinsurance based on place of service in which i t  is performed. 
The yt.ovidec.), search on the BCBSNC Web site at www.bcbsnc.com/men~bers/duke.-energy can help y o u  find 
office-based providers or call BCBSNC Customer Service 31 the number listed in "Whom Do 1 Call'?" for this 
infor-marion Some doctors or otlrer providers may practice in oiripcriiet7t cli17ics or provide hospiiul-based services 
in their offices, These provitlers will collect delcrrcrfbke and ci)hsiiri~ncc and are identified on the RCBSNC Web 
site a t ww~.bcbsnc.camlmemberslduke-~nergy. 
Prostate Screening 
One prostate specific antigen (PSA) test or an equivalent serological test will be covcred per male r7icriiber per 
henefir period Additional PSA tests will be covered if recommended by a doeror. 

Diagnostic _ _  S-ervices 
Diagnostic procedures such as laboratory studies, radiology services and other t l i i~gnost i~ testing, which may 
i nc I LI d e elect roe nceph a I og ra in s (,E EG S) , elect r ocar d i ogra ins ( E.CG s): DO ppler sc i1 n s a 11 d p 11 I in o n a I y J ti n c:t ion test s 
(P ITS) ,  help your docroi find the cause a n d  extent of your condition i n  orcfci- to plan for  your care 
Cel tajn diagnostic imaging procedures, such R S  CT scans a n d  MRIs.  may require prior, r ~ v i e i v  and ( ' P I  i ~ / ~ u i t ; o i ~  or 
scrviccs will not be covered 
Your clorior may refer you to a freestanding I adiology center for thcse procedures Separate benefits for 
interpretation of diagnostic services by the attending doeror are not provided i n  addition to benefits for that t/ocior'.s 
Inedical or surgical services, except a s  otherwise determined by RCRSNC. 

Bone Mass Measurement Services 
l-he pli117 covers one scientifically pi oven and approved bone mass measurement lor- the diagnosis ;tnd 
ev;iluation of osteoporosis or low boric mass dui ing any 2.3--month period lor certain qualified individuals only 
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Additional follow-up bone mass measurement tcsts will be covered i f  i,iedicrtll)i tieces~ary. Qualified individuals 
include members who have a n y  one of the following conditions: 

Primary hyperparathyroidism - . History of low-trauma fractures - 

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 effect of commonly accepted osteoporosis drug therapies 

Other conditions, or receiving medical therapies known to cause osteoporosis or low bone mass. 
Emergency Care 
The Plmi provides benefits for emergency services. An eniergeiicy is tlie 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.: 

Placing the health of an individual, or with respect to a pregnant woman tlie 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 

- 
. Death. 
Heart attacks, strokes, uncontrolled bleeding, poisonings, major burns, prolonged loss of consciousness, spinal 
injuries, shock and other severe, acute conditions are examples of ct~iergcncies. 

What To Do In An Emergency 
In a13 eniergency, you should seek care iminediatelg from a n  emergency i'ooni or  other similar facility. If  
necessary and availablc, call 91 1 or use other community emergency resources to obtain assistance in handling 
life-threatening emergencies. I l  you  are unsure il your condition is an eniergeticy, you can call HealthLine Blue, 
and a I lea l thLhe  Blue nurse will provide information and support that  may save you an unnecessary trip to the 
emergency room 
Brroi, review is not required for emergency services. Your visit to the emergency room will be covered if your 
condition meets the definition of an eniergeiicy. 
If '  you go to an emergency room for treatment of an ei7iergoiicy, y o u r  coinsuimic.e will be the same, whether you 
use a n  iii-iietit:orli or out-of-nerii:orlc proilider. When you receive these services from a n  o i i t -~~- i?e t i r l~r I (  proiiider, 
benefits are based on the billed amount. I-lowever, you may bc responsible for charges hilled separately by the 
provider which are not eligible for additional reimbursement, and you may be required to pay the entire bill ;II 
the time of service and file a claim with BCBSNC. 
Prior reviciv and cetrfication by BCBSNC are required for inpatient hospitalization and other selected services 
following en7ergemy .services (including screening and stabiljzation) i n  order to avoid a penalty You may nccd 
to transfer to an i i ? - i ? ~ t i i ~ ~ h '  hospital once your condition has been srtrhilized in order to continue rcceiving 
iri-tierit~or.k benefits. 
Care Following Emergency Services 
In ortjer to receive iii-netit:ork benelits for follow-up care rel;tted 10 the emet-ge'ricy (such a s  cdjice i~isil.s or 
therapy once you left the emergency room or were discliargcd from the hospilal), you must use i/~-iieiii:oi-I~ 
p o ~ i d e r ~ .  F O ~ ~ O W - L I ~  care rclated to the et~iergeiicy condition is not considered an eii7ergeiic;v and will be treated 
the same as a normal health care benefit. 

. .  Urgentcare 
Tl;c ['/m also provides benefits for urgetit c u e  services When you  need i.irgm1 c a w ,  call your PCP, a spec,inl;br or 
go 10 :in iit-genr careprovider. I f  you  are not sure i I  you r  condition requiies zrrgent ('arc: you can call I-lealthl.ine 
Blue.. 
u t - g ~ t ~ i  (Lire includes services provided for a condition that occurs suddenly and uncxpectedly and requires prompt 
djapnosis or  treatment such tha t ,  in the absence of immediate care. the tnet~rher could reasonably be expected 10 
suffer chronic illness, prolonged impairment or the need for mol e serious trealiiient Fever over 101 degrees 
ITahr.cnlieit, ear infection, sprains, some lacerations and dizziness are examples of conditions that would be 
consitleied urgent 
Fa m i! y PI ann i n g 



Maternity Care 
Maternity care benefits, including prenatal care, labor and delivery and post-delivery care, are available to all 
female niembers. 

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 hy 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 home hca/f/z visit for post-delivery follow-up care 
i f  received within 72 hours of discharge. in  order to avoid a penalty, pi-ioi, revieiv and cerfijicotioti are required 
for inpafienf stays extending beyond 48 hours following a vaginal delivery or 96 hours following a cesarean 
section. For information on cerfficotion, contact BCBSNC Customer Service a t  the number listed i n  “Whom 
Do I Call’?” 

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

Complications Of Pregnancy 
Benefits for coniplicn/iom ofpregnanc~v are available to all female i,ieniher.s including dependent children. Please 
see “Definitions” for a n  explanation of cotiiplico~ioii~ ofpregnuncy. 

Newborn Care 
/ t ?p i i e t~ 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 cesarcan section Benefits also 
include newborn hearing screening ordered by a doctor to determine the presence 0 1  permanent hcaring loss 
(please see Preiieii/ri:e Care in ”Summary Of Benefits” and “Cowred Services“ for newborn hearing SCI eening) 
For addiiional coverage of the newborn, whether iiipuiicizi (sick baby) or oulpu/ier7f, the newborn must be 
enrolled for coverage as a dependent child, within 3 1  days of the birth. Prior t~evieiv and rer~ijicn/ion are 
xequired to avoid a penalty. 
Infertility And Sexual D,ysfunction Services 
Benefits are provided for certain services related to the diagnosis, tr,eatment and correction of any underlying 
causes of i/zjiyiilify and sexiral dysjirnc-rion for all t?ieniher~.r except dependent children. Refer to ”Summary Of 
Benefits” for limitations tha t  may apply 
Sterilization 
This benefit is available for ;ill nienibers except dependent children Sterilization includes iemalc tubal ligation 
a nd in a le v asec tom y I 
Family Planning Exclusions 
. The collection and storage of blood and  stein cells taken Lrom the umbilical coi-d and placenta for future use 

in fighting R disease 
Artilicial means ol conception. including, but not limited to, artificial insemination, in-vitro lerljljzatjon 
(IVF),  ovuin or embryo placement. inrracytoplasmic sperm insemination (ICSI), and gamete intrafallopiitn 
tube placement (GIFT) and associatcd services 

. 

. Donor eggs and sperm - Surrogate mothers . Care or treatment of the following. 
- 
- contraceptive devices 
- reversal of s1erili7a~ion 
- 

t e r in i n a t i on of pregnancy 

i / ! / (>r / i [ i / j i  and \e.\w/ dy?/imc/ioti for  dependent children 
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Elective abortion 
Treatment for infertility or reduced fertility that results from a prior sterilization procedure or when 
infertilily or reduced fertility is the result of a normal physiological change such as menopause.. 

-- Facility Services 
0 

* 
Outpatienr services received in a hospital, a hospital-based facility or an outpatient clinic 
Inpariei~t hospital services. If you are admitted before the &ecrive dale, benefits will not be available for services 
received prior to the efective dare. 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 
" Emergencj~ Care. " 
Surgical services received in an uinhulutory surgical center 
Covered services received in a skilled nursingfacility. Prior review must be requested and cerrijication must be 
obtained in advance from BCBSNC to avoid a penaity. Skillednursii7gjacilir~~ services are limited to a 
combined in-netivork and out-of-network day maximum per benefit period. See "Summary Of Benefits." 

Ambulance Services 
The Plan covers services i n  a giound arnhulance traveling: 

- Between hospitals 

when such a facility is the closest one that can provide covered services appropriate to your condition. Benefits 
may also be provitfed for ninbulcrnce services from a hospital or skilled nursingjacility to a ineinher's home when 
medico Iiy n ec.es.rar-v 
The Plm covers services in an air arnbzilunce traveling from the site of an e1?7eIgency to a hospital when such a 
facility is the closest one that can provide coveredservices appropriate to your condition and ground 
transportalion is not medically appropriate due to the severity of the illness or the pick-up point is inaccessible 
by land Noneinergency air  ar~ibiilaiice services require prior revieit! and certzffication or services will not be 
covered. 

8 

Other Services -_ 

From a 17ienrber's home or scene of an accident or einergency to a hospital 

Between a hospital and a skilled riiirsing faciliry 

Ambulance Service Exclusion 

Blood 
Thc Plun covers the cost of trrrnslusions of blood, plasma, blood plasma expanders and other fluids injected into 
thc bloodstrcam. Benefits are provided for the cost of storing a nionher's own blood only when i t  is stored a n d  
used for a previously schcduled 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 Irom a blood donor, including the 
nrenrbel- in tlic case of autologous blood donation. 

Clinical Trials 
The Pl(iri provides benefits for participation in clinical trials phases 11, 111, and 1V. Coverage is provided only 
for t m d j c u l l ~  new.s.sury costs of health care services associated with the trials, and o n l y  to the extent such costs 
have not been or are not funded by olhcr resources. The meinher iniist 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 indicatcd and preferable for that meinher compared to 
n o n - i r i ~ ~ e s t i ~ r r t i ~ ~ i ~ ~ ~ /  alternatives Jn addition, the trial must .  
. 
. 

Involve delerminarionb by treating physicians, ielevant scientific data and opinions of relevant medica] 
\pe( idis,  Y 

Be approved by centers or groups funded by the National Institutes ol Health, the Food and Drug 
Administration (FDA).  rhe 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 i n  a selting and by personnel 01 high expcrtise based on training, experience iind patient 
\~olume 

. 



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

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

- - 
Accidental injury of the natural teeth, jaw: cheeks, lips, tongue, roof and noor 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 prostketic appliances to 
reposition the bones. Surgical benefits for TMJ disease are limited to surger,y performed on the 
temporomandibular joint. If TMJ is caused by malocclusion, then benefits are provided for surgical 
correction of malocclusion i f  surgical management of the TMJ  is iiietfically necessary. Please have your 
provider contact BCBSNC before receiving treatment for TMJ 

0 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 corigeriirnldeformity 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 corrcction, benefits for surgery will be subject to 
iiie~/jcalnece.ssif~i 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 
pel formed in a horpiral or atnbrrlarory sirrgical cenler. This benefit is only available to dcpendcnt children below 
the age of nine years, persons with serious mental or physical conditions and persons with significant behavioral 
problems. The treatingprovicler must certify that  the paticnt's age, condition or problem requires hospitalization 
or general anesthesia in order to safely and elfectively perlorrn the procedure. Other detztal services, including 
the charge for swgery, are not covered unless specifically covered by the Plan. Prior review and certifkation are 
required or services will not be covered, unless treatment is for a n  en7ergmcy" 

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 infeclion or tumor 
- Dental implants 
- Treatment for periodontal disease 
- 
- Ortliodontic braces 

- Dental implants 
- Treatment for periodontal disease 
- 

- Crowns and bridges 
- Extractions 
- Deniures 
- Orthodontic braces 
Replacement of-crowns, bridges, denlures o r  in-mouth appliances, except as  specifically stated as 
covered. 

. 

Dental root form implants 01- root canals 

. For TM.7 disease. 

Dental root form implants or root canals 

. 
Durable Medical Equipment 
Benclits ;ire pi-ovided for ( / i m i h l ~ ~  i i iedi~rr/ eqtii[mien! and supplies requircd for operation of equipment when 
prescribed by LI t/ocior Eqtiipment may be purchnsed o r  rented at the discretion of  the Plnn. Thc P l m  provides 
benefiis for repair or replucemeni ol  the covered equipment. Renelits will end when i t  is delermined tha i  the 



equipment is no  longer medically necessary. Certain cliirabie iziedical egriipinent requiresprior review and 
certijication 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, hospital type beds, oxygen equipment (including oxygen), insulin 
pumps, Glucowatch and Autosensors, nebulizers and supplies related to the use of nebulizers and other 
hrrahle iiiedical equipment, 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. If 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 Plan will pay benefits, if determined to  be n7edically necessary, for ONE of the following: a 
manual wheelchair, a motorized wheelchair, or motorized scooter. 

BCBSNC will pay benefits for the replacement of any diirohle imdical rqziipinenr 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 exarnina tion per bene$'[ period. Diagnosis and 
treatment of medical conditions of the eye, and drugs administeied for  purposes other than for a visual 
examination, are not considered to be part o f 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 tfealth Care 
Honre fiealth care services, such as professional services of a regisieted 17iir.w ( R N )  or licer7,seclprac~ical nurse 
( L P N )  for visits totaling eight hours a day, are covered by the Plc~ii when the nieinber is hoiiiebouiid due to 
illness or injury. Home liealdi care requires prior revim. and rerr(/ficririon or services will not be covered. 

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

- Dietitian services or meals 

H0me Infusion Therapy Services 
Home infusion therapy is covered for the administration ofptcsct-lj)rioii clr-zcg.s directly into a body organ or 
cavity or via intravenous, intraspinal, intramuscular, subcutaneous or epidural routes, under a plan prescribed 
by a docror. These services must be provided under the supervision of an RA'or L.PAr.. Home infusion therapy 
requiresprior review and certiJiration or services will not be covered 
Hospice Services 
Your coverage provides benefits for hospice services for. care of a terminally ill  i ~e i id ie i -  with a life expectancy of  
six monihs or less Services are covered only as part of a licensed health care program centrally coordinated 
t}lrough an interdisciplinary team directed by a ciocior that provides an integrated set of services and supplies 
designed to give comfort, pain relief and support to terminally ill patienls and their lamilies 

Hospice Services Exclusion 
. Ijoinemaker sei,vices, such ;is cooking, housekeeping, food or meals 

Medical Supplies 
Coverage is provided for incdiral "mppliey such as ostomy supplies, catheters, oxygen and diabetic pump and 
pump supplies (needles. syringes, teststrips ai-e coveied under the pharmacy plan) To obtain irieciiciil 
,~y,pIieslcquipment, please find ;t pr-oi~idc~ on the RCRSNC Wcb site at \\ww.bc.bsnc.c.oni/mernbers/~iike-energy or 
call  BCuSNC Customer Service 

Medical Supplies Exclusion 
. /\.fedicu/ , s~~pp l ;e s  not ordered by a clor [or Tor trcatment of a specific diagnosis or procedure. 
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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 ofpositioiialplagiocephaly, 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 iiieciicully neces~urj~ private duty services of an XI\! or LPN when ordered by your 
doctor. Prior review must be requested and certfication must be obtained or services will not be covered. 

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

Prosthetic Appliances 
Your coverage 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 or its function. The type of 
prosthetic appliance will be based on the functional level of the member. 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 prostlietic appliances 
require prior review and certification or services will not be covered. 

Prosthetic Appliances Exclusions 
. Dental appliances except when medically tiecessur,y for the treatment of temporomandibular joint 

disease 
Cosmetic improvements, such as implantation of hair lollicles ant1 skin tone enhancements 
Lenses for keratoconus or any other eye procedure except as specifically covered under the Plan. . 

surs-icaL_B_enetits 
Surgical benefits by a professional or facility provider on an itiputienr or oirfpatient basis, including pre-operative 
and post-operative care and care of complications, are covered Surgical benefits include diagnostic szirgery, such as 
biopsies, sigmoidoscopies and colonoscopies, and reconstructive szirgery performed to correct congenitd defects 
that result in functional impairment of newborn, adoptive. and foster children. 
Certain surgical procedures; including those tha t  are potentially cosnwric, require prior wview a n d  ccrtijicarion 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 BCBSNC’s medical policies, which are on the BCBSNC Web site a t  ~v,vw.bcbsnc.comlmemberslduke-encrgy, 
or call RCBSNC Customer Service a t  the number listed in “Whom Do 1 Call?” 

Anesthesia 
Yotir anesthesia bencfit includes coverage for general, spinal block. or monitored regional anesthesia ordered by 
the atteriding doctor and administered by or under the supervision of a tlucror other than the attending surgeon 
or assistant at sirrgety. Separate benefits are not available for related services The Plot7 does not provide 
a(jdjtional benefits for loca1 anesthetics, which are covered as par1 of your surgical benefit. 
Mastectomy Benefits 
Under the Women’s Health and Cancer Rights Act of 1998, the P h  provides for the following services related 
1 o ma st ec t om y J zrrger ): 
. . 
- 
Please note ihar the decision 10 discharge the palient following masrectomy wrgory is made by the atrending 
physician in  consultalion wj ih  the patjen! 

Reconstruction of the breast on which the iiiastectomy has been performed 
Sin.agery and reconstruction of the nondiseased breast to produce a symmetrical appearance, without regard 
to the lapse of time betwcen the mastectomy and the reconstructive ,swgery 
Prostheses and physical complications of all  stages of the masteclomy, including lymphedemas 

1: 
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The benefits described above are subject to the same deductibles and coinsurance 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 immher from an  illness, 
disease or injury. A doctor or other profEssioiialprovider must order these services 

Short- Term Rehabilitative Therapies 
The following therapies are covered only for treatment of conditions that are expected to result in significant 
clinical improvement in a iizernber's condition: 

Benefits are limited to a combined in-network and out-ofnerwork benefit period visit maximum for each of these 
two categories of therapies: ( I )  occupational and/or physical therapy, or any combination of these therapies; 
and (2) speech therapy. These visit limits apply in all places of service except inpalient (e g , ourpatienr, office 
and home) regardless of the type ofprovider (chiropractors, other doclors, physical therapists). Short-term 
rehabilitative therapy received while an inpatient is not included in the benefit period niasiiniitn. See "Summary 
Of Benefits" for additional information.. 
Other Therapies 
The Plan covers. 

0 Cardiac rehabilitation therapy Pulmonary and respiratory therapy - Dialysis treatment - Radiijtion therapy (including acceleraled partial breast radiotherapy (breast brachytherapy). Breast 
Rrachytherapy is inilesf;gntior.rol but will be covered upon prior review and cer/[/icmrion, based on riieeting the 
American Society of Breast Surgeons (ASBS) criteria. . Chemotherapy, including intravenous chemotherapy. For bone marrow or peripheral blood stem cell 
transplants, see "Timisplrnts " - Limited treatment ofautism, consisting of: 

Occupational therapy and/or physical therapy 
Speech therapy.. 

(A) Therapy to devclop intcractive skills and skills necessary to perform the significant aclivities 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 i f  the schooling requires a special environment.. The provider must submit a treatment plan including the 
type of therapy to he administered, the goals, setting and periodic rneasiires for the therapy: who will 
administer the therapy, and the patient's current ability to perform the desired rcsults 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)  C a ~ e  provided i n  accordance with the approved treatment plan by a non-licensed medical provider who is 
not i~ mernbei 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 benefit is 
payable u p  to 850,000 during the lifetime of the patient, for the specific diagnosis of aut ism.)  

(C) Training nnd  educationnl services provided by licensed medical providers (or non -licensed providers as 
described above) undci an  approved treatment plan for the parents or legal guardian of an autistic individual 
to teach the pi-inciples and practical applications of behavior modification (This benefit is payable up to 
85:OOO during the liletirne o f  the patient ) 

Therapy Exclusions 
. Cognitive therapy . Speech therapy for st;tnimcring or  stuttering 

Transpiants 
n e  P1~17 p~-ovidcs bcnclits lor I /  u t i ~ p / ( / i 7 / s 7  including /?or.pitci/ and professional services for covci-et1 t r r r n ~ p l ~ ~ i i r  
procedures The Plui7 prwidrs  cart managenirnt l"or tramp/( int  services and will help you  find ;i / ~ o ~ p i i ( i l  or Blue 
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Quality Centers 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. 
For a list of covered trottsplan~.~, call BCBSNC Customer Service at the number listed in "Whom Do I Call?' to 
speak with a trunrplunt coordinator and request prior review. Certification must be obtained in advance from 
BCBSNC for all transpkut71-related services in order to assure coverage of these services. 
If a ~t~iirisplunt is provided from a living donor  to the recipient rnernber 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 trutisplanf. However, other costs related to evaluation and procurement are covered up to the 
iecipient tnernber's coverage limit.. 
Both the recipient and the donor  are entitled to benefits of this coverage when the recipient is a rneniber. 
Benefits provided to the donor will be charged against the recipient's coverage, if they don't have coverage for 
same elsewhere. 

Some rrciti.splurir services are inve.srigatiotial and not covered for some or all conditions or illnesses. Please see 
"Definitions" for an ex pla n a t i  on of in ves I ignlional. 

Transplants Exclusions 
0 The purchasc price o i  the organ o r  tissue if any organ or tissue is sold rather than donated to the recipient 

tnetnber 
The procurement of organs, tissue, bone marrow or peripheral blood stem cells or a n y  other donor  services 
i f  the recipient is not a inetnbrr 
Transplat7r.s, incl udi ng high dose chemo t hera py, considered e.rperitnetital or in aestiguriotml 
Services for or related to the transplantation of animal or artificial organs or tissues. - 

__ Mental . . . .. - . . Health - .. And Substan-ce Abuse Seryice? 
The P h i  provides benefits foi. the treatment of merirul illricrs and substance abuse by a hospital, doctor or orher 
provider. Your covei-age for it7-nr1ii uti< iripu~ient and outpatient services is coordinated through Magellan Behavioral 
Health 
Coirered services are subject to the dcdiicrihle and apply toward the toral our-ofpocket maxirn7itn See "Summary Of 
Benefits." Separate visit limits and beiiefit maximums may apply and are combined for in- and out-of-tterivotli 
services. See "Summary Of Benefits," and information on ojyke visit benefit maximums below. 

Office Visit Services 
Prior review by Magellan Behavioral Health is not required for ()[/ice visi( services. The following professional 
services arc covered when provided in an office setting: 
. Ilvaluation and diagnosis - . Individual and family counseling 

Jhe lollowing rules apply to mental he;tlth o/;Jicc visi/ benefit maximums: 
. . 
Outpatient Services 
Covered orizpc~ri~wr services when provided in a mental health or substance abuse treatment facility include. 
. Each service listed i n  this section under ofjice services . Pal tial-dayhight hospitalization services (minimum of four hours per day and 20 hours per week) 
. Intensive therapy services (less 1han I-0111. hours per day and minimum of nine hours per week) 
Inpatient Services 
Covered inp~//ieI?f 1i-ea tment services also include: 
. . 
Please note benefits lei- iupu/ici~/ and ourpurieirr riiedirul cure are limited to one visit per day 

Mdicu1I.v ticwssilr!; biofeedback and neuropsychological testing 

Group therapy 

E.ach 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 a n  qjji'ce 
visi! will count as one visit 

E,ach service listed i n  lhis section under (Juice vi.rir services 
Semi-private I oom and board 
Detoxil?cation to ti-e~it siibst;ince abuse. 
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COVERED SERVICES (cont.) 

How To Access Mental Health And Substance Abuse Services 
Prior review by Magellan Behavioral Health is not required for office visit services, or for services From an 
otrt-o/-network provider which will be paid at  the ozci-cy-network benefit level. Althoughprior review is not 
required for emergency situations, please notify Magellan Behavioral Health of your inpatient admission as  Soon 
as reasonably possible. In addition, if you choose to receive nonemergency inpatient or outpatient services from 
an in-nefiiwrk provider without requesting prior review and receiving certification from Magellan Behavioral 
Health, you  will receive coverage at the out-oj-nerwork benefit level and will be responsjble for  the difference 
between the aNoir;ed N I ? I O Z I ~ ~  and the pvoi1idd.s full charge. 
When you need fnporient or outpatimi treatment, call a Magellan Behavioral Health customer service 
representative at  the number listed in "Whom Do 1 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 cerrlficalion requirements 
Mental Health And Substance Abuse Services Exclusions And Limitations 

Psychoanalysis - Counseling with relatives about a patient with me)irnl ihess ,  alcoholism, drug addition or chemical 
dependency 
Inpatient confinements tha t  are primarily intended as a change of environment - Mental health services received in residential treatment facilities. 

STAFF-DR-01-039 
Page 354 of 1661 
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' I  
WHAT IS NOT COVERED? 

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 the exclusions 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 Tor: 

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 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 tha t  OCCUI'S 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 behalrof an employer, a mutual benefit association, labor 
union, trust or similar person or group 
Dates or service received prior to the inember's effective date 
A benefit, drug. service or supply [hat  is not specifically listed as covered in this benefit booklet. 

- 
. 
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A 
Acupuncture and acupressure, unless services are provided by a medical docfor 
Administrative charges billed by a prosider? including charges for telephone consultations, failure to keep a 
scheduled visit. completion of a claim forin, obtaining medical records, and late payments 
Costs in excess of the allowed mnoiuit for services usually provided by one doctor, when those services are provided 
by multiple doctors or riieclicnl care provided by more than  one rloctor for treatment of the same condition 

Claims not submitted to BCRSNC within I S  months of the date the charge was iizcurred, except i n  the absence of 
legal capacity of the 177eir16er 
Contraceptives: including oral and injectable contraceptives, contraceptive devices and long-term reversible 
con trace p t i ve s i 11 c 1 11 d i n g , b 12 t not 1 i m i t ed t o ~ i n t r a i i  t e r in c devices a n  d i in pl a n t ed h o rni o n a 1 contra cc p t i ves, sol el y 
prescribed for the purpose of contraception. These services are excluded a t  the request of your enzployer. 
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 i t e m  
Cosntetjc services, which include the removal of excess skin from the abdomen, a r m  or thighs, and sz~rgery for 
psychological or emotional reasons, except as specifically covered by the Plan 
Services received either beloie 0 1  al'ier the coverage period of the Plcrri, regardless of when the treated condition 
occurred, and regardless of whether the care is a continuation 0 1  care received prior to the termination 
Cilstodial CnYe designed essentially to assist an individual with activities of daily living, with or without routine 
nursing care ant1 the supervisory care of a doctor. 

Deritalservices provided in a ho.\piftil, except 21s spec:ifically covered by the Plm, when a hazardous condition exists 
a t  the sanie time. or covered oral ~ r g e t y  services are required at the same time as a restilt of a bodily injury. Derlta] 
care: dentures, tlental impl;ints, oral orlhotic devices, palatal expanders and orthodontics except as specifically 
covered by the Pluri 
The following drugs- 
. . 

c 

D 

Prescriprion clrugs except as specifically covered by the P luii 
injections by a health care professional of injcctablc prex~ipt ion rlr.ugr which can be self-administered. unless 
medical supervision is requii-ed 
Clomiphene (e.g , Clomid), menotropins (e g"> Repronex) or othci drugs associated with conception by artjfici;ll 
means 
E ~ p ~ ~ i i i ~ ~ ~ i ~ r t i l ~ 1 r i i g  or any drug not approved by the Food and Drug Atlminislrnriori (FDA) for the applicable 
diagnosis or treatment I lowever. this exclusion does no1 apply to pwu I ip/ /o i /  r l r i r g r  used i n  covered phases 11, 

- 
- 
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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 edticational purposes including, but not limited to, books, tapes, pamphlets, seminars, 
classroom, Web o r  computer programs, individual or group instruction and counseling, except as specifically 
covered by the Plan 
Side effects and complications of noncovered scrvices, except for en7ergency .services in the case of an cinergcncy 
Services that would not be necessary i f  a noncovered service had not been received, except for emergency services in 
the case O S  an erriergmcy 
The following equipment: - 
e 

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 Lubs, .lacuzzis, heated spas, pool or iiiemberships to health clubs. 

Experinientnl 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 Hcalth Service, except as specifically covered by the 
Plan 

F 
Routine foot care that is palliative or co .~mef ic  

c 
Genetic testing, except for high risk patients when the therapeutic or diagnostic course \*auld be determined by the 
outcome of the testing 

H 
Hearing aids for the fitting the fitting of hearing aids except as specifically covcrcd by the Plun 
Holistic nredicirie services 
Hypnosis except when uscd for control of acute or chronic pain 

I 
Inpatiertr admissions primarily for the purpose of receiving diagnostic services or a physical examination. hputient 
admissions primarily for the purpose of receiving therapy services, except when the admission is a continuation of 
treatment following care at  a n  i17purirnr f x i l i t y  for an illness or accident requiting therapy- 
Investigational services in nature or obsolete, including any service, drugs. procediire or treatment directly related to 
an investigarional treatment, except as specifically covered by ihc f h n  

1, 
Services provided and billed by a lactation consultant 
M 
Servjces or supplies deemccl not  rnerlic.cil!v N C C C P S U ~ ~  

0 
Any treatment or  regimen, medical or surgical, for the purpose of reducing or conlrolling the weight of a n7pnibpr. or 
for treatinent ofobesity, except for surgical treatment of morbid obcsity. 01 as specilkilly covered by the f l c u I  

P 
C a w  or services from a provider who 

Cannot Iegrrlly provide or legally charge for the services or serviccs arc outside thc scopc of  he p o i i d o t ’ , ~  license 
or cer t i fica t ion 
Provides and bills for services from :I licensed hcalth care prolessional who IS in training 

IS 



T IS NOT COVERED?(cont.) 
C.ase No. 2009~00202 

STAFF-DR-01-039 
Paee 357 of 1661 

Is in a member's immediate hmily. 

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 faciljty, home lor the aged, infiimary, 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 Plat? 

Services or supplies that are: 
Not performed by or upon the direction of a clocror or orherproikier 

0 Available to a member without charge. 
Treatment or studies leading to or in connection with sex changes or rnodilicatiorls and related care 
Sexual dysfitiiction unrelated to organic disease 
Shoe lifts, and shoes of any type unless part of a brace 

T 
The  following types of therapy: 

- Main tenmire t lierupy 
Massage theIapy. 

Travel, whether or not recommended or prescribed by a u'oocror or other licensed health care professional, except as 
specifically covered by the P l m  
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 other refractive eye szwgcry, and related services lo correct vision escepl for surgical 
correction of an eye injury. Also excluded are premium lenses OJ 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 na tu ra l  crystalline lens. 
Eyeglasses or contact lenses, except as specifically covered in "Pros t / ic~i~-  Appliut~ce,~'' 
Oi.thoptics, 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 soiirce of nulrition. External 
nutrition products that are administered orally are excluded. 
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UTILlZA TlON MANAGEMENT 

To make sure you have access to high quality, cost-effectivc health carc, tlie Plan has a urilizarion ttiati(igei~i~ii[ (LlM) program. 
The U M  program requires that certain health care serviccs bc revicwcd and approved by BCBSNC in order to receive benefits. 
As part of this process, BCBSNC looks at whether health care services are ri7rdicrrlly neces.snry, provided in the proper setting 
and for a reasonable length of time. The P/un will honor a ccrri/carion to cover ntedica/servicc.s or supplies under the Plan unless 
the cerr$cflrion 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 I_ 

Your Member Rights 
Under the Uh1 program, you have the right to. 

- 
0 

An authorized representative may act on the niember's behalf with the 117einbcr's written conscnt. I n  the event you appoint 
an authorized representative, refcrcnces to "you" under the "Utiliznrion Mcmngeiiier~r" section nican "you or your 
authorized represcntativc" (ix , the authorized rcprcscntative may pursue your rights and shall reccivc all notices and 
bcncfit detcnninations) 
BCBSNC's Responsibilities 
As part of all Uh.1 decisions, BCBSNC will: 

A U M  decision that is timely, meeting applicable federal rime frames 
The reasons for BCBSNC's dcnial of a rcquestcd treatment or health care service, including a n  cxplanation of the U M  
criteria and treatment protocol used to reach the tlccision 
Have a medical director from BCBSNC make a review of all denials of service that were based upon i m d i c d  nece.uifj' 
Request a review of dcnial of bcncfit coveragc through the gricvnnre process. 
Have an authorizcd reprcsentative pursue payment of a claim or make an appeal on your behalf. 

Provide you and your provirlcr with a toll-free telephone number to call U M  rcvicw staff when cer/r/iccitior? of a health 
care scrvice is needed 
Limit what BCBSNC requests from you .or your p o l d e r  to information that is needed to review tlic service in question 
Request all information necessary to make the L I M  dccision, including pertinent clinical information 
Providc you and your proi~irlcr prompt notification of tlic LIM decision consistcnt with tlic P h i  

- - . 
I n  the event BCBSNC does not receivc suflir 
time frames, BCBSNC will notify you i n  wri 
may pursue a review of the (112.1 dccision. 

information to approve coverage for a health care service within specilicd 
t h a t  benefit coverage has been denied. The notice will explain h o w  you 

Prospective - Revicw/Eriof. Review 
The P l m  requires that certain health carc scrviccs rcccivcprior review as noted in "Coi~eredServi~es " These types of reviews are 
callcd prospective rcviews If neither you nor your provider requestsprior review and receives cerrifcation, this may result in 3 
partial or complete denial of benefits. General categories of services with this requirement are noted in "Cotwed .Yert&w. " You 
may also visit tlie BCBSNC Web site at wsw.bcbsnc.com/members/duke-energy or call BCBSNC Custonier Service at the niimher 
listed in "Whom Do I Call?" for a detailed list of these services. The list of services that requireprior review niay change Iron, time 
to time. 
If the requested cet~/f icr~/ioti  is denied, you have the right to appeal. See "What I f  YOU Disagree With A Dccision?" for 
addition:il inforniation Certain scrviccs may not be covered oiir-o/--nefic:ork. See "Coilcred Services " 
BCBSNC will makc a decision on your request for c-et.t[/ific(ition within a reasonable amount of tinic taking into account tlic 
niedical circumstances The decision will be made and  communicarcd within three business days aftcr RCBSNC rcccivcs all 
necessary information but no later than 15 days from tlic date RCBSNC rcceivcd tlie request. I f  your request is incompletc, 
then within five days from thc date UCBSNC receiied your rcqucst, BCBSNC will notify you and your provrtltjr of"1iow to 
propcrly conipletc your rcqucst. RCRSNC niay also rakc an extension of up to 15 days if additional information is needed 
BCBSNC will notify you and your yrowcler before the end of the initial 15-day period of thc information neetlcd and the dute 
by wliich BCBSNC cxpccrs to make a decision. You will havc 45 days to provide the requested information As soon as 
BCBSNC rcceives a l l  the rcquess'ed information: o r  a t  tlie end of the 45 days, whichever is earlier, BCBSNC: will make ;i 
tlccision within three business days I f  BCBSNC docs 1101 iIpproVe bencfit covcrage of a hcalth cnrc scrvice, BCBSNC will 
notify you and  the prot!itfer by written o r  electronic confirmation. 

Expedited Prospective Review 
YOU have a right to an expcditctl review when the regular time frames for a decision. ( i )  could seriously jcopardizc yoL1r or 
your dependent's life, health, or ability to regain maximum function, or (ii) in the opinion of your p t ~ o i d w .  would siibjrct 
you or your dependent to severe pain that cannot bc adequately managed without the reqwstcd ciirc or trciltment 
BCBSNC will notify you and your p o v d t r  of its decision as soon as possible, taking into account the medical 
circumstances BCBSNC will notify you and your ptoi'ider of its decision within 72 hours after receiving the rcquesl l r  
RCBSNC needs additioniil information to process your cxpcditcd review, BCBSNC will notify you and your / ) I  oi.it/c,, 0 1  []I(: 

ii1forniatioii needcd as  won as possible but no later than 24 hours following tlic receipt of your rcqurst You will rI1e11 bc 
given ;I reasonable ;iniuunt of lirnc, but n o l  Icsh Ilian 38 hours, to provide tlie iequested information A s  soon ;IS 13C13~1\'c 
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receives the requested information, or at the end of the time period specified for you to provide the information, whichever 
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 calling BCBSNC Customer Service at the number given in "Whom Do I Call?" 

Concurrent __-. Reviews 
BCBSNC will also review health carc services at the time you receive them. These types of reviews are concurrent reviews 
BCBSNC will communicate concurrent review decisions to thc hospital or othcr facility within three business days after 
BCBSNC receives all ncccssary information but no later than IS days after the request. I f  BCBSNC does not providc 
cer/$cci/ion of a health care service, BCBSNC will notify you, your hospiturs or other facility's U M  department and your 
prosider~ Written confirmation of the decision will also be sent to your home by US. mail. 
For concurrent reviews, thc Pimi will remain responsible for covered service3 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 depcndcnt's life, health, or ability to regain maximum function; or (ii) in the opinion of your provider, woultl 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 a t  least 24 hours before tlie current approved 
treatment ends, BCBSNC will notify you and your provider of its decision as soon as possible taking into account the 
mcclical circumstances, but no later than 24 hours aftcr receiving the rcquest 

_. Retrospective ___I ____.~._ Reviews . 

BCBSNC also reviews the coverage of health carc services after you receive them (retrospective reviews). Retrospective revicw 
may include a rcview to determine if  services received in an emergency setting qualify as an ei77erge11cy BCBSNC will make all 
retrospcctivc review decisions and notify you of its decision within a reasonable time but no later than 30 days from the date 
BCBSNC reccivcd the request. When the decision is to deny benefit coveragc, I3CBSNC will notify you and yourprovider in  
writing within fivc business days of the decision All decisions will be based on r?7edicnl trecessiry and whether thc service 
rcccivcd was a benefit under this Plrirz. BCBSNC may takc an extension of up to 1.5 clays if  additional information is needed. 
Before the end ofthe initial 30-day period, BCBSNC will notify you of the extension, the infonnation 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 tlie requested information, or at the end of the 90 days, whichever is earlier, BCBSNC will make a decision 
within I S  chys Scrviccs that wcre approved in advance by IKIBSNC will not be subject to denial for rt7eili~ci/,zrtcssi/,si!l: once the 
claim is received, unless the ceitificurinn was based on a material misrepresentation about your health condition or you were not 
eligible for these services under the P h i  due to termination of coverage or nonpayment of premiums. All othcr services may be 
subject to retrospectivc rcview and could be denied for /ner[j~rtliiecessi/,y or for a bcnefit limitation or exclusion 
Care-Managgment 
Me~trberr with complicatcd andlor chronic medical needs may, solely at the option of BCBSNC, be eligible for care 
management services. Care managcnicut (or case management) encourages n.rewihers with complicated or chronic medical 
needs, their p r o v i d m ,  and the Plnn to work togethcr to mcct the individual's health needs and promote quality outcomes. To 
accomplish this, r~7en7bers cnrollcd in or eligiblc for care nianagcmcnt programs may be contacted by RCBSNC or by a 
represcntittive of I3CBSNC. The P l m  is not obligated to provide the same benefits or services to a meit7bc~ at a later date or to 
any orhcr menibcr Information about these services can be obtained by contacting an itwterivork PCP or ~ / 7 4 2 ~ / 1 i : O ~ / C  . s p ~ ~ i ; d ; , y /  
by calling BCBSNC Customer Service. 

Continuity of care is a process that allows /not7bers with ongoing special conditions to continue receiving care I'rom a n  
m~r/-c!f-/7~/ii'c,rk proi,idiv, when the iiicn7hcr's erttp/o~w changes plans or when their prow"fc2r is n o  longer in thc Blue Options 
IHSA nctwork If  your PCP or spetidis/  leaves the BCRSNCproider network and they are currently treating you for ;in 
ongoiiig spccial condition that meets the BCBSNC continuity of care criteria, BCBSNC will notify you 30 di ty  before the 
pr-ovirk~'r tcrmination. Lis long as BCBSNC receives tirncly notification from the provider To be eligible for continuity of care, 
thc / i i i~ / t7h~/  must be actively being seen by an o z t / - q / - t w i i m k  provider for an ongoing special condition and the ptoi%lc,r must 
agree to abitlc by the P l t r d ~  requirements for continuity of care An ongoing speci;il condition means 

Continuity _ _  . Of Care 

i n  thc c;m of 311 ;1cutc illness: a condition that is scrious enough to requirc t t i i d i c d  CNW or treatment to ;ivoid a rc;ison;iblc 
possibility of deitih or permanent harm; 
in the c x e  of ;i chronic illncss or condition, a disease or condition that is life-threatening, dcgcncrativc, or disabling. ant]  
requires / t ? ~ d i C l / /  i u i e  or treatment over il prolonged pcriod of time; 
i n  tlie case of pregn;%ncy, the second and third trimesters of pregnancy; 
i n  the C;ISE of a tcrminwl illness, a n  individu:il has ;I medical prognosis that the tt7cdieL5 life expectancy is six months or 
less, 

- 
. . 
"The ; ~ l l o w c ~ J  tritnsitional period shall extend up to 90 d:iys, :IS dererminetl by thcprorirkv except i n  thc c;ws ol 
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UT!LlZA TI0 N MA NA GEMEN T (cant.) 

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 n7en7ber’s in-network 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 a t  the number listed in “Whom Do 1 Call?” for 
additional information 

scheduled szrrgery, organ transplantation, or inpatient care which shall extend through the date of discharge and 
post-discharge follow-up care or other inpmtient care occurring within 90 days of the date of discharge; and 
second trimester pregnancy which shall extend through the provision of60 days of postpartum care; and 
terniinal 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 .I____ Of Utilization Management _~ Decisions _ _ ~  

If you receive a noncert$rnrion as part of the prior review process, you have thc right to request that the Plot7 review the 
decision through the grievance process. Refer to ”What I f  You Disagree With A Decision?” 

For U M  and the first level g r i e t w m  rcvicw for inpurient and orr/pa/;ent mental health and substance abuse services, Magellan 
Behavioral I-lealth is responsible. Claims detcrminations and second level grieivince 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 rnen1ber.c. 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, 
recommcndations, and requirements BCBSNC then seeks additional input fromprovidets who know the needs o f  thc patients 
they serve. 

-- Delegated Utikation Management __- 

~- Evaluating New Technology 
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AT IF YOU DISAGREE WITH A DECISION? 
\ 

In addition to the U M  program, the Pkin offers a grievcince procedure for tnetnbers Grievanms include dissatisfaction with a 
claims denial or any of decisions (including an appeal of a noncerr$ca/ion decision), policies or actions related to the 
availability, delivcry 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 grievunce process is voluntary and may be requested by the riteinher 01 an 
authorized representative acting on the tneniber's behalf with the mw7ber's written consent. In the event you appoint an 
authorized reprcsentative, references to "you" under this section mean "you or your authorized representative" (i.e", the 
authorizcd 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. 
Steps To Follow 1-n The Grievance Process 
For each step in this process, there are specified time frames for filing a grievance and for notifying you or your provider of the 
decision. The review must be requested in writing, within 180 days of a denial of benefit coverage (the initial claim denial or the 
first level grievonce rcvicw decision). 
Any request for review should include. 

Employee's ID number Patient's name 
Employee's namc 9 The nature of the grievance 
Any other information that may be helpful for tlic 
review. 

To request a form to submit a request for review, visit the BCBSNC Web site a t  www.bcbsnc.com/members/duke-energy or call 
BCBSNC Customer Service at the number listed in "Whom Do I Call?" 
All correspondence related to a request for a rcvicw through BCBSNC's grrei~ance process should be sent to: 
BCBSNC 
Custonier Services 
PO Box 2291 
Durham, NC 27702-2291 
In addition, members may also rcceive assistance wiih gt ~ C W I I ~ C L T  from tlie 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 MCPA@ncdoj.gov 
Following such request for rcview, a revicw will be conductcd by BCBSNC, by someone who is neither the individual who 
made the original claims denial that is the subject of the grievrmce, nor tlie 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 e.~periti7rrz/nl, i t~i~e.~/ ig~i i~ot iul ,  or not medically necessury or 
appropriate, BCBSNC shall consult with a health care professional with an appropriate level of training and cxpertisc in  the 
field of medicine involved (as determined by BCUSNC) who was not jnvolwd in the initial claims denial and who is not il 
subordinate of any such individual 

First Level Grievance Review 
BCBSNC will provide you with the name, address and phone number of the grieiwnce coordinator within three business 
days after receipt of a rcvicw rcqucst BCBSNC will also give you instructions on how to submit mrittcn materials For 
grievcmcar concerning quality of health care. a n  ~~cknowlcdgenie~il will be sent by BCBSNC within five business days 
Although you are not allo~wd to attcnd a first lcvel grk~i~ut i ro  review, BCBSNC asks that you send all of thc written 
material you fuel is nccessary to make a decision BCBSNC will use thc material provided in the rcqucst for review, along 
with othcr available information, 10 reach a ilccision. You will be notified in clear written terms of the decision, within a 
reasonable time but no Iiiter than 30 days Irom ihe datc BCBSNC received tlic request You may !lien request all 
information t h a t  was relevant to ihc review. 
Second Level Grievance Review 
Sirice the Plrin is subject to ERISA,  the first level gt.irvanc~e rcview is thc only level that y o u  must complete before you call 
pursuc your gr tc i~ut i~e  in an action in  fedcral court 
Othcrwise, i f  you are dissatisfied with the fiist lcvcl g r i r ~ v o n ( p  review decision, you liiive the right to a second level f i ~ ~ c , , ~ ( , , ~ t ~ ,  
review Second level grir.ixnIt,.s arc not allowcd for benefits or scrviccs t h a t  itre clearly cscluded by this  benefit booklet. or 
quality of care complaints \Vithin ten busincss days after WCBSNC receives your request lor a second level g r i c u ~ t ~ ( i .  
review, the following information will bc givcn to you. . Name, addrcss a n d  tclcphone numhci of the yic,iwnc P coordinator 
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A statement of your rights, including the right to: 
- 
- 
- 
- 
- 
- 

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 rcpresentcd 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 mccting, 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 grieiwzce 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 YOUJ grievance even if you do not attend the meeting. A written decision will be issued to you within live 
business days of thc review meeting. 
Notice of Decision 
Ifany claim (whether expedited or noncxpedited) shall be wholly or partially denied at either the first level grievance or the 
second level grievouce review, a written notice shall bc provided to the 1tieu7hcr worded in an understandable manner and 
shall set forth: - 
0 

The specific reason(s) for the denial 
Refcrence to the specific the Plun 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 other information relevant to the iiie~,iber's claim for benefits 
Ifapplicable, a statement describing any voluntary appeals procedures and the rnemher'.r right to receive information 
about the procedures as well as the member'r right to bring a civil action under Section .502(a) of ERISA following an 
adverse determination upon review 
A copy of any internal rule, guidclinc, 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 rclied upon in making the decision and that this 
will be provided without charge upon request 
I f  the decision is based on medico/ neccssiIy or experin~entril treatment or a similar exclusion or limit, either an 
explanation of the scientific or clinical judgment for rhe determination, applying the terms of the Plun to the nionber'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 ;IS 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 " 

0 

- 
0 

Expedited Review 
You have the right to a more rapid or expedited revicw of a denial of coverage if a delay: (i) %auld reasonably appear to 
seriously jeopardize your or your dependent's life, health or ability to regain maximuni function; o r  (ii) in  the opinion of 
your provider, would subject you or your dcpendent to severe pain that cannot be adequately nianaged without the 
requested care or treatment You can request an expedited second level review even if y o u  did not request that the initial 
review be expcdited 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 thc same conditions 
for a first level o r  second level g r i o ~ r n c e  review apply to an expedited review, except t h a t  the review meeting will take place 
through a conference call or through written communication. BCBSNC will comn~unicate the decision by phone to you 
and your proi,jder as soon as possible, taking into account the mcdical circ~mstiin~es. but no later than 72 hours after 
receiving the request. A written decision will be communicated within four days alter rcceiving the request for the expedited 
appeal Information initially given by telephone must also be given in writing. 
After requesting a n  expedited review, the P h  will rcmain responsible for covered health care services you are receiving 
until you have been notified of thc review decision. 
Corrcspondcnce relatcd to a requesr for il rcvicw through the P/m ' s  g r i o ~ o i c e  process should be sent to. 
BCBSNC 
Customer Services 
PO Box 2291 
Durham, NC 27702-2291 

Delegated Appeals 
Magellan Behavioral Health is responsible for the I?rsr level g/ ieiwrtc review for /npa/ie/7/ and o i r r p c i ' i c ~ r  nicntal hcalth and 
subst;ince abuse serviccs Plcase Corwnrd writtcn , y / i r i . t r m  CY to. 
M age1 la n Re h a vi o r a I 1-I ea I t h 
Appea Is Department 
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PO Box 1619 
Alpharctta, G A  30009 
Second level grieimce review for inparietzr and ourparienr mental health and substance abuse services is provided by BCBSNC 



DFIONAL TERMS OF YOUR COVERAGE 

Benefits TO Which Members Are Entitled 
The benefits described in this benefit booklet are provided only for inenrbers 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 the provider of the 
services, or the P h  may choose to pay theprirticipant. 
I f  a vwinher residcs with a custodial parent or legal guardian who is not the participant, the Plait will, at its option, make 
payment to cither the provider of the services or to the custodial parent or legal guardian for services provided to the metnber. if  
thc ptrrticiprrirt or custodial parcnt or legal guardian receives payment, it is his or her responsibility to pay the provider. 
Benefits for cuvcwd rerivc.es specified in the Plan will be provided only for services and supplies that are performed by aprorider 
a s  specified in thc P h i  and rcgularly included iii thc alloivedatnoztn[. BCBSNC establishes coverage determination guidelines 
that specify how services and supplies must be billcd in order for payment to be made under the Plrrn. 
Any aniounts paid by the PIon for noncovered seryices or that arc in cxccss of tlie benefit provided under your Bluc Options 
HSA coverage niay be recovered by BCBSNC. BCBSNC may recover the amounts by deducting from a nieinber's future claim 
payment. This can rcsult in a rcduction or  elimination of future claims payments. Amounts paid by the P l m  for work-related 
accidents, injuries, or illnesscs covcred under state workcrs' compcnsation laws will be recovered upon final adjudication of the 
claim or an ordcr of tlie applicable statc agency approving a settlement agreemcnt. I t  is the legal obligation of tlie rneinber, the 
oinployer or the workers' compcnsation insurer (whoever is responsibic for payment of the medical expcnses) to notify 
BCBSNC in writing that therc has been a final adjudication or settlement. 
Provide$ itre independent contractors, and they are solely responsible for injuries and damages to mvnbers resulting from 
in iscon tl u c t or ncgl i gence. 
BCBSNC'S. Disclosure ~ Of Protected Health Information (PHI) __. 

BCBSNC takcs you1 privacy seriously and handles all PHI as  rcquired by state and federal laws and regulations and 
accreditation standards. BCBSNC has developed a privacy notice that explains thc procedures. To obtain a copy of thc privacy 
notice, visit thc BCBSNC Web site at vvww.bcbsnc.coin/members/~uke-energ-y or call BCBSNC Customer Service at the number 
listed in  "Whom Do I Call?' 
Administrative - - - . - - - -- Discretion - _- 
BCBSNC has thc authority to make reasonable determinations in the administration of covcrage These dctcrmiiiations will be 
final. Such detcrminarions include decisions concerning coverage of services, carc, treatment, or supplies, and reasonableness of 
charges BCBSNC mcdical policics are guides considered when making cover age determinations. 

IKBSNC has contracts with certain providerx of health care services for thc provision of, a n d  payment for, health care services 
provided to a11 r17ernh~r.s cntitled to heillth care bencfits BCBSNC's payinent toprosiders may be based on a n  amount other 
than thc actual charges, including without limitation, an amount per confinement or episode of care, agreed upon schedule of 
fees, or other methodology us apced upon by BCBSNC and the provider Under certain circumstances, a contractin~provifler 
may rcccivc payments from BCBSNC greater than the chargcs for services provided to an eligible ineinher, or BCBSNC may 
pay less than charges for scrviccs, due to negotiated contracts The iiierriher is not entitlcd to receive any portion of the 
pgrymcnts nirlde under the terms of contracts with providers The iiieinhcr's liability when cfcfined as a perccnt of charge sliall be 
c.alculatcd based on thc lcsser of the Nl/oiiJerlf/i?ioirtz/ or Iheproi,ih's acIual charge for cowredservices provitletl to a /Jiei?7hcr. 

Sonic ~ i t / - ~ ~ - / 7 ~ ' / 1 1 ' 0 ~ / ~  / i / o t * i d c r , s  have other agreements with BCBSNC that a t'fect their rcimburscincnt for toiwerl ,servirt>,r 
providctl to Blue Options H S A  riim7her-5. These providers agree not to bill m w h e r s  for any charges higher than their agreed 
upon. contrac.ted amount I n  these situations, inen7herr will be responsible for the dilference betwcen the Blue Options J-iSA 
( t l l o i t  i d  uruoiu?/ and the contracted amount. Oitf-of-mefivot k proi;rder.s niay  bill you dircctfy. If you are billctl, y o u  will  be 
responsible Poi p;iying tlie bill a n d  filing a claim with BCBSNC 
Services Received Outside Of North Carolina 
Your I D  c rritlgives you iicccss to p~trticipatingpro~idrs outsitle tlie state of North Carolina through the BliieCard 
propriim Y o u r  I D  ( c r r t l  tells p;trticipatirigpr.ni,i~k.i,s t h i l t  you are 3 n ~ ~ ~ ~ b c r  of BCBSNC By taking part in  this program, 
vou mity rcccive disc.ounts from out-of-state provider, who participate in  the BhtcCard program. 
When you obr;tin healrh care services through the BlucCurrl program outsidc the area i n  which the BCBSNC network 
operates, thc amount you p;iy toward such rovetcd su i , iwr ,  such as dc~r/icc/ildcJs. ~opuyrneii/s or c v i t i w i t n r c c ~ ,  is usually b;tsed 
on the lcsscr of. . - 
This " n c p  i i i  t cd price" L:I 11 bc . . 

Pro . _. .-. wider . Reimburse me nt 

Services Received In North Carolina 

Ihc billccl cliarpcs for- y o u r  ro iwedse i  isiLrs, or 
The nepoti;itctf p i i c  c t h ; i r  the out-of-state Bluc Cross i t d o r  Blue Shield licensce ("Host Bluc") passes on to BCBSNC 

A siiiiplc discount which  rcflects tlic ac tua l  price paid by tlie 1 lost Bluc 
,An cstiiii;iicd 1~ric.v t h a t  factors i n  cxpcctctl settlemcnis. withholds, contingent paymcnt iirr;tngcmcnts, or othcl 
nc?ncl;iims 1 1  iiiis;ic~ioiis. wirh y o u r  hcrilth care p/oirit/c,r or with a group ofptoi~lclc~t.r 



A discount from billed charges that reflects the average expected savings with your health careprovider or with a group 
ofproivderJ The price that reflects average savings may result in greater variation (more or less) from the actual price 
paid than will the estimated price 

I-hc estimated or average price niay 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 
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.Rcc-overy Prowision 
Ininiecliately upon paying or providing any benefit undcr  the Plan, the Plan shall be subrogated to all rights of recovery a 
1?7eriihet- has against any party potentially responsible for making any payment to a niember due to a tncnzber's injuries, illness or 
condition, to the full extent of benefits provided or to be provided by the Plan 
In  addition, if  a r77ett7ber receivcs any payment from any potentially responsible party as a result of an iiijury, illness or 
condition, tlie Pktn has tlie right to recovcr from, and be reimbursed by, the rnernbcr for all amounts the Plan has paid and will 
pay as a result uf that in.jury or illness, up to and including the full amount the mettiher receives from all potentially responsible 
parties The n7etizhrr agrees that if  the rnrmber receives any payment from any potentially responsible party as a result of an 
injury or illness, tlic tmwiher will serve as a constructive trustee over the funds for the benefit of the Plan. Failure to hold such 
funds in t rust  will be deemed a breach of tlie 177~~7brr's fiduciary duty to the Plat?. 
Further, the Plan will automatic;illy have a lien, to thc cxtent of benefits advanced, upon any recovery whether by settlement, 
judgment 01 otherwise, that ii tt7etz7her reccivcs from any third party, any third party's insurer or ariy other source as a result of 
the rmwtber's injuries The lien is i n  tlic amount of benefits paid by the f lan  for the treatment of the illness, injury or condition 
for which another party is responsible. 
As used throiighout this provision, tlic term r g p o m l e  pgrJy means any party possibly responsible for making any payment to 
a nzetnber duc to a ttiertibet'x injuries or illness or a n y  insurance coverage including, but not limited to, uninsured motorist 
cove] age, underinsuretl motorist covcrage, personal umbrella coverage, medical payments coverage, workers' compensation 
coverage, no-fhult autoniobile insurance coverage, or any  first party insurance covcragc. 
The lien can be filed with or enforced against any party who possesses funds or proceeds representing the amount of benefits 
paid by the Ph7 including, but not limited to, the twtizber, the tnetriber's representative or  agent; responsible party; responsible 
party's insurer, representative or ageni. andlor a n y  other source possessing funds representing the amount of bencfits paid by 
tlie Plcit7 
Tlie t w t d w  acknowledges t h a t  the P/utz'.s rccovery rights are a first priority claim against al l  potentially responsible parties and 
are to be paid to the Pltrt7 bcfore any other claim for the t?iet?iber',y damages. The Plat? shall be entitled to full reimbursement 
first lrom any potential responsible parry piiymcnts, even i f  such payment to the fluti will result in a recovery to thc rrietnber 
whicli is insufficient to make the t77~7hc~t whole or to compensate the t?let??bef in part or in whole for the damages sustained. I t  
is further understood that the l'lm will pay kill fccs associated with counsel it  hires IO represent its interests related to any 
recovery i t  may be entitled to, but i t  is ;igrccd t1i;tt the P h i  is not requircd to participate in or pay court costs or attorney fees to 
any atrorney hired by the ti7twhcv 
The ternis of this entire right of recovery provision shall apply and the P h z  is entitled to full recovery regardless ofwhetlicr any 
liability for payment is admitted by a n y  potentially responsible party anti regardless of whether the settlement or judgment 
received by the t77cti7hcr identifies tlie medical hencfiis the Plot7 provided The /'/ut7 is entitled to recover from any and all 
settlements or judgments, cvcn those dcsign~itctl ;IS pain and suffering or non-economic damages only. 
Tlie ti7eti7bet acknowledges that UCBSNC Iias been delegated authority by the P/un Adtninrsrrcrror to assert and pursue thc right 
of subrogation andlor reinibursemcni on bch;ilfof the PIot7 The n7~7ber shall fully coopcriitc with BCBSNC's efforts to 
recover benefits paid by the Pltrrz I t  is the d u t y  of t hc  tjzu77btr t o  notify BCBSNC in writing of the tiionbet's intent IO pursue a 
claim against any potentially responsible party, within 30 days of the date when any notice is given to any party, including ;in 
attorney, of the intcntion to pursue or investigitte it claim i o  recover damages or obtain compensation due to injuries or illness 
susiaincd by thc /77~7/7ct The r i 7 c w i l t c 8 i  sh;tll providc a11 information rcq~iested by BCBSNC or its representative including. but 
not limited to: completing and submiiiing a n y  applications or other forms or statements as BCBSNC may reasonably rcqucst 
T1ie , 1 l ~ ~ 7 b e r .  shall do nothing to prejudice the P h z ' ~  recovery rights as herein set forth This includes, bur is not limited to, 
rcfr;liliing frcmi cnteiing inio any seitlcnicnt or recover? t h a t  aticnipts to reduce, waive, bar or exclude the full cost of all 
benefits provided by the flw7 
In the event that irny claim is rnatlc t l i a t  a n y  part o f  ihis right of recovery provision i s  ambiguous or questions arise concerning 
the meaning or intcnt of tiny of its teims, the t1zct17l1c~t and flie Pln,7 agree that the P h i  ~ ~ ~ ~ / r ~ z i t z r ~ ~ t ~ r ~ o i ~ s h a l i  have the sole 
autliority ant1 discretion to icsolvc ; i l l  disputes regarding tlie ilitcrpretiition of t h i s  provision. 
l'he ri ie t ,rbcr  a g ~ c c s  that  iiny l e p l  ;ic:iiu~i o r  pro(:ecding with rcspcc.r to this provision may be brought i n  any court of competent 
jurisdiction its BCBSNC m;ly clcct IJpoii rccciving bcncfits unticr ilic J'/uti ,  tlie tnet?ib~r hereby submits to each such 
jtiristIiction, wiiiving wh;itc\,c:r i-isliis may cori-cspond to the t t 7~1b t  I .  by rcason of the tmwih(~ ' r  present o r  future doniicilc 
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Notice . Of Claim 
The P h i  will not be liable for payment of benefits unless proper notice is furnished to BCBSNC that coveredservices have been 
provided to a nienther. I f  the nienrber files the claim, written notice must be given to BCBSNC within 18 months after the 
rnentber incurs the coveredservice, except in the absence of legal capacity of the member. The notice must be on an approved 
claim form and include the data nccessary for BCBSNC to determine benefits. 

BCBSNC will provide an explanation of benefits determination to the nzeniber or the tnember's authorized representative within 
10 days of rcccipt of a notice of claim i f  the riten7ber has financial liability on the claim other than a copaynienr (unless your P h i  
has chosen to provide an cxpli~n~ltion of benefits for additional claims where the rnentber does not have a financial liability 
othcr than a copuynte,ir). BCBSNC may take an extension of up to 1 5  additional days to complete the benefits determination i f  
additional information is needed I f  BCBSNC takes an extension, BCDSNC will notify the meniher 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 3s BCBSNC receives the requested information, or at the end of the 90 days, whichever is earlier, BCBSNC will make 
a decision wirhin I S  days. 
Such notice will be worded in an untlerstandable manner and will include. 

Notice Of Benefit Determination .. . . - 

The specific reasons(s) for the denial of benetits 
Reference to the benefit booklet sections on which the tlenial of benefits is based 
A description of any additional information needed for you to perfcct the claim and an explanation of why such 
information is needed 
A description of the review procedures and the tirnc limits applicable to such procedures, including the tnetttber'~ right to 
bring B civil action under Section 502(a) of ERISA  following a denial of benefits 
A copy of any intcrnal rule, guidelinc, 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 benefits is based on riic~dicir/tiecrsir.v 01 (>~peritntwrn/ treatment or a similar exclusion or limit, either an 
explanation of tlic scientific or clinical judgment. applying the terms of the health benelit plan to the tneniber's medical 
circumstances, or a statement that this will be providcd without charge upon request, and 
I n  the case o l  a dcnial of benefits involving i /rgcrr~ ( ~ c ,  a description of the cxpedited review process available to such 
claims 

tJpon receipt of a deniol of benefits, you have thc rifht to file a gr. ic imttc  with BCBSNC. See "What If You Disagrec With Our 
Decision'?" for more information. 

- 

~ Limitation _ -- - Of Actions _.__ - - __ 
Since the Pknt is subject to ,ER/.SA: you must only exhaust the Iirst lcvel griri~rrnce revicw process following the Notice of Claim 
requirement Please see "What I f  You Disagrec With A Decision'!" for details regarding the grieiwnte review process. No legal 
action may be taken later than three years from the date tover.eri services arc incurred However, i f  you are authorized to pursue 
an action in federal court under E R / S A .  and you choose to pursue a second level grreiwnce review. the threc-ycar limitation is 
temporarily suspended until tha t  rcview has been rcsolvcd 

-. Coordinatio-n- Of,  Benefits- (Overlapping Coverage) 
I f  a ritenthcr is also enrolled i n  a n o t h e r  group health plan, the Pkrn may coordinate benefits with the other plan Coordination 
of benefits (COB) means that ifa nienibct is covered by more than one insurance plan, benefits under one plan are determined 
before the benefits ;ire detcrinincd under the second plun The plan th:it  detcrmines benetits first is called the primary plan. The 
other plan is called the secondary plan Benefits paid by thc sccondary plan niay be reduced to avoid paying benefits between 
the two plans t h t  are grcatcr than t h e  cost of tlic hc;il~h care service 
Most group health insur;incc plans include a COB provision.. The rules used t o  determine which plan is primary and secondary 
arc listed i n  the following chart. The "pariicip;int" is thc person who is signing up for health insurance coverage. 
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Then When a person IS covered by 2 
group health plans, and 

Primary Secondary 

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 

The person is covered as ii 
dependent child and parents 
are divorced or separated 
with no court decree for 

custody 

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 

coverage 
The person is covered as a 

Yes 

Yes 
Yes 

Yes 

dependent child and 
covcr;ige is stipulated in ii 
court decree 

The plan of the parent whose birthday occurs earlier in the 
calendar year (known as the birthday rule) is 
The plan of tlie parent whose birthday is later in the calendar 

Thc person is covcred as ;I 
laid-off or retired employer 
or that employee's depctndcnt, 
on one of the plrins 

Yes 

Yes 

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

covered the parent longer is 

The plan of the spouse of the custodial parent is 
Or, if the custodial parent covers the child through their 
spouse's plan, the plan of the spouse is 
The non-ctistodial parent's plan is 
'The plan of tlie parent primarily responsible for health coverage 

The custodial parent's plan is Yes 

Yes 
Yes 

Yes 
Yes 

Note: I f  there is a court decree that requircs i i  parent to assume 
financial responsibility for the child's he;ilth care coverage, and 
UCSSNC has actual knowledge ol'those tcrnis of the court 
decree: benefits under that parent's health bcnefit plan ~ J C  

The plan that covers a person other than ;IS ii laid-off or retired 
employee or as that employee's depcndcnt 
The plan that covers a person as  a laid-off or retired employee 
or the dependent o f a  laid-off or retired cniployee 
Note: This rule docs not apply i f  i t  results in :i conflict in 

Yes 

Yes 

Yes 

year is I 
Note: When the parents have the same birthday, the plan that I Yes I 

under the court decree is 
T h e  nlan of the other narcnl is I I Yes 

determining order of benefits 
The plan that has been i n  effect longer is I Yes I 

~ 

I 7'hc plan that has brcn 111 cffcct thc sliortcr nniount of time is 

NOTE:  Payment by BCBSNC under the Plriri takes into accoui1t whcthcr or not thepovitler i s  a participatiiigyrovider. I f  
the P/0/7 is the secondary plan, and the /tieu7hr uses a participating proi.ir/er. (he P/o/z .will coordinate up to the allowed 
( l / ? ? o ~ ? t  The p~irticip;itingp,.olli~.,. has agreed to accept the r d / m  ~ ~ r / u / i i o i o ~ ~  as payment in f u l l  
BCBSNC: rnay iecjuest inrormation about the other plan from thc t t r c v t i / w r  A prompt reply will help BCBSNC process 
paynienrs quickly There will be no payment until primary covcragc is detcrniined I t  is important I O  remember that even 
when benefits are coordinated with other group health plans, benefits for o l w w ~ w r i * i c  ec iire still subject to program 
requirements, such i ts  prior review and teI/i/i.c ririo/z procetlures 
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ALLOWED A M g J N T  - the charge that BCBSNC determines is reasonable for coveredservices provided to a member. This 
may be established in accordance with an agr'eenient between the provider and BCBSNC. I n  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 coinparablepr.ovi~ers for similar services under a similar 
plan. BCBSNC'.s methodology is based 011 several factors inctuding BCBSNC'smedical, payment and administrative guidelines. 
Under the guidelines, soine procedures charged separately by the provider may be combined into one procedure for 
reimbursement purposes 
AMBULANCE - transportation by means of a specially designcd arid equipped vehicle used only for transporting the sick 
and injured, includes ground and aircraft 
AMBULATORY SURGlCAL CENTER - a / io / iho .sp i~~I~~~ci / i i? ;  with a11 organized staff of cfocfors, which is licensed or 
certified in the state where located, and which: 
a) Has permanent facilities and equipment for the primary purpose o f  performing siirgical procedures on an oiirpaiienr basis 
b) Provides nursing services and treatment by or under the supervision of C / O L [ O / . ~  whenever the patient is in the facility 
c) Does not provide inparienr accommodations 
d) Is not other than incidentally, a facility used as an office or clinic for the private practice of a docror or other 

provider. 
BENEFIT PERIOD - the period of time, as stated in the "Summary Of Benefits," during which charges for coveredservices 
provided to a inember must be incurredin order to be eligible for payment by the P h . ,  A charge shall be considered inczirredon 
the date the service or supply was provided to a mer>iber" 
BENEFIT PERIOD MAXIMUM - the maximum amount of charges for covered WIJ/C(T in a hcrie/tiperiod that will be 
reimbursed on behalf of a member- while covered under the P/un 
- CERTIFICATION - 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 ri7etIicnUy 
necessary services and supplies, appropriateness, health care setting, level of care ;rnd cffectivencss. 
COINSURANCE - the sharing of charges by the P/an and the rr7eri1ber for (owredservice.r received by a m ~ i ~ b e r ,  usually 
stated a s  a percentage of the crl/oitxd N I I I O U I I I .  

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 rnaking thc birth of a viable infant 
impossible and which require the mother to be treated prior to tlie full t erm of the pregnancy (except ;IS otherwise stated below), 
including, but not limited to: abruption of placenta, acute nephritis, cardiac deconipensation; docuinented hydramnios, 
cclampsia; ectopic pregnancy; insulin dependent diabetes mellitus; missed abortion; nephrosis, placenta previa, R h 
sensitization; severe pre-eclampsia; trophoblastic diseasc; toxemia; immediate post parturn Iicniorrhage due to uterine atony; 
retained placenta or uterine rupture occurring within 72 hours of delivery, or: the following conditions occurrinz within ten 
days of delivery: urinary tract infection, mastitis, thrombophlebitis, and endomciritis. Oir r tgenry  cesarean section will be 
considered eligible for benefit application only when provided in the course of treiitnicni for those conditions listed above as a 
complication of pregnancy. Coninion side effects of an otherwise normal pregnancy: conditions not specifically included i n  this 
definition, episiotomy repair and birth injuries are not considered complications of pregniincy 
CONGENlTAL -- - existing at, and usually before, birth referring to conditions that are apparent itt birth regardless of their 
causa tion 
~- COSM ETlC - to improve appearance This does not  include restoration of physiological function resulting from accidental 
injury, trauma or previous treatment that would be considered a c o w  rd servitc .This iilso docs not include rccoristruc~ive 
.c.irr-ge~-y to correct congenird or developmental anomalies that have resultetl in Junctional iinpairnicnt 
. COVERED __ -.__ SERVl-CE -- - a service, drug, supply or equipment specified in  this benefit booklet for which meriibers arc 
entitled to benefits in ac rdance with the terms and conditions of thc P h  
__. CREDlTABLEC0VERAG.E _I___ - accepted health insurance coverage carried prior to BCRSNC coverage can be group health 
insurance, self-funded plans, individual health insurance, public health plan, Cliiltlren's tlealth Insurniice Program (CHIP), 
Medicare, Medicaid, and any other coverage defined as creditablc coverage under state or federal law. Creditnble coverage docs 
not include coverage consisting solely of excepted benefits 
- CUSTODlAL . . - . CARE . - care designed esseiitialIy to assist an individual with xtivrties o f  daily living, with or without routine 
nursing caic and ihe  supervisory care of it docror While some skilled services may bt: provided. the patieni does noi require 
continuing skilled services 24 h o u r s  doily Thc individuiil is not under specific medical. surgical, or psychiatric tre;itment 10 
reduce 3 physical or mental disability to the extent necessary to enable the patient to live outsidc either the iiistitutioii or tlle 
home seiting with substantial assistance and  supervision, nor is tlieie reasonable likeliliood tliai the ciis:ibility will be reduced 10 
that level even with trenlmcnt Custodial care includes, but is not limited to, help in walkingT biitliing. dressing, feeding, 
preparation of special diets and supervision over medications tha t  could otherwise be self-;~dniinistcrcc1 Such services ;111(j 
supplies are custodial as deterniincd by BCBSNC without regard to the place of service or tlie p m ~ i t l o  prescribing or providing 
tlie services 
DEDUCTIBLE -. . - thc spccificd dolli~r ilnlouIit for certain t o i . c ~ c ~ /  rcrvitcr [haf rlic / r ? c w 7 / 7 c 0 r  must incur before heriefirs are 
payable for the ~-cniaining c o w r i d  \et I : K C T  The deductible does noi include / W U / J U  o i n \ r ~ i t i i 7 (  e. charges i n  esccss of the (l//ol,.c,(/ 
u t i i o i ( r z i ,  amounts exceeding n n y  ni;ixiniuin and expenses for noncovered serviccs 
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___--__ DENTAL SERVICE(!! - dental care or treatment provided by a rlenrisi or orlierprojessiontrlprovider in  the denrisi's office to 
a covered n?ember 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 denial services, perform dental ,sitrgery or administer anesthetics for dental srrrgery. All services performed 
must be within the scope of license or ccrtification to be eligible for reimbursement. 
DEVELOPMENTAL DYSFUNCTION - difficulty in acquiring the activities of daily living including, but not liinitcd to, 
walking, talking, feeding or  dressing oneself, or learning in school. Developmental therapies arc those to facilitate or promote 
the development of skills, which thc rneiirber has not yet itttailied Examples inclutlc, but arc not limited to. speech therapy to 
teach a inemher to talk, follow directions or learn in school, physical therapy to treat a member with low muscle tone or 10 teach 
a nianber to roll over, sit, wiilk or use other large muscle skills; occupational therapy to teach a r i i e r i i h e i  the acti\;ities of daily 
living, to use small muscle skills or balance or to assist with behavior or achieveinent in the learning setting. 
- DOCTOR - - includes the following: a doctor of medicine, ;i doctor of ostcopathy, licensed to practice medicine or sitrgery 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 of psychology who must be licensed OJ certitied i n  tlie 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 Psycl~ology All of the above must be duly licensed to practice by the state in 
wiiich any service covered by the contract is performed, regularly charge and collect fees as a personal right, subject to any 
licensure o r  regulatory limitation as to location, manner or scope of practice All services performed must be within tlie scope of 
license or certificarion to be eligible for reimbursement 
-- DURABLE ~~ MEDICAL EQUIPMENT - items designated by BCBSNC which can  withstand repeated use, arc used 
primarily to Serve a medical purpose, are not useful to a person in the absence of il/ncss, injury 01 disease, and 3rc appropriate 
for use in the patient's home. 
EJ=IF-ECTIVE DATE - the date on which coverage for it /n~r?zber begins, according to "When Coverage Begins A n d  Ends " 
. EMERGENCY(1ES)- -. the sudden or uncxpected onset of a condition of such severity that a prudent lilyperson, who 
possesses a n  avcrage knowledge of Iiealtli and medicine, could reasonably expect t1i.e abscncc of irnmediatr medical artentioii to 
resull in any of the following. placing the hcalth of an intJividual or with respect to a piegnant woman, the health of the 
pregnant woman or her unborn child i n  seriousjcopardy, serious physical impairment to bodily functions, serious dysfunction 
of any bodily organ or part, or death. I-leart attacks, strokes, uncontrollccl blccding: poisonings, major burns, prolonged loss o f  
consciousness, spinal iiijuries, shock, and other severe: acute conditions are examples of emergencies 
EMERGENCY ~- SERV-WS - health care items and scrviccs furnished or requiicd to srrecn for or treat an  or7rrgericv medical 
condition until the condition is srubilisetf, including prc-hospital care and ancillary services routinely available in the emergency 
depart men t 
EMPLOYEE - Duke Eneigy Corporation or an affiliated conipmy that is participating in the PINJI 
ERISA -- the Employee Retirement Income Security Act of 1974. 
LX-PERJ-M ENTAL - see f i i ~ ~ e , ~ i i g ~ r i ; u i ~ a / .  
__ FACILITY SERVICES - coiwed.xrivtes providcd and billed by ;I horpiial or riorilrorpi/cil/rrc iliij ,  All  services performed 
must be within the scopc of license or ccrtification to be eligible for rcimburscmcnt 
GRIEVANCE - grievances include dissatislaction with a c la im denial 01 any decisions (including a n  irppeal of a 
rmnceri~fi/iccr/ion decision), policies or actions re1;itctJ to the availability, delivery or quality of health care services. 
HOLISTIC MEDICINE.--- ~ unproven prevcntivc or trcatmcnt modalities, generally tlescribed a s  alternative, integrative or 
complementary medicine. wliether performed by i~ physiciai~ or any o//iei prosicler 
I-IO,M-EBBO_IN&- a inen7bc.r who cannot leave their home or temporary residencc due t o  a medical condition which reyuircs 
both the assistance of another person and the aid of supportive devices or the use of special transportation A i n n ~ l b c r  is not 
considered honiebound solely because the assistance of anothcr person is required to leave the home. 
HO-R/IE-H-&ALTH AGENCY - a t i ~ t / / / o , ~ p ; / u / ~ / ~ i / i i t ,  which is primarily engagctl in  providing home Iicalth carc serviccs 
medical or therapeutic in nature, and which. 
a) 
b) 
c) 
d) 
e) Is acceptable to BCBSNC. 
1-1 Oxp1 C E_ - a i~oii/io ~ p r i d j c r ~ ~ i l r i j ~  t li a t p rovi dcs mcd ic a I I y re la t cd sc rv iccs to pcrso n s wh o :i rc t cr ni i n ;I 1 I y i 11. it i d  wli icll: 
a) 
b) 
c) Is acceptable to BCBSNC 
HOSPITAL - ;in accredited institution for the t rcatnicr i t  of the sick t h a t  is licensed ;is a hospital by the a p p ~  opriatc q 2 ~ t c  
agency in the statc where located All scrviccs performed must bc within the scope of licensc or ccrtific;iiion io bc eligible for 
rei in bu rsenien t . 
IDFNTIPICA'TION (CARL> (.ID card) - thc card issued to J ~ I C W ~ / I C ~ J  5 upon enrollment which provides C ~ 7 / 1 / 0 )  ( , J / , J I ~ , / I I / I ~ , J  

identific;ition numbers, names 01 the i f i ( ' / l 7 ~ J W \ .  c / e c l r r c / / h / c ,  and ( o i n v t i c r i 7 c  P. and kcy phone numbers and addrcsscs 
INCLIRRED -- thc date on which a i m v i h r  receives the scrvice, driig. equipment o r  supply for which ;I charge is matic 

Provides skilled nursing and other scrviccs 011 :I visiting basis in the nwniber'~ home: 
Is responsible for supervising the delivery of such scrvices undcr a plan prescribcd by ;I c / o 1  /or", 
Is accredited and licensed or certified in the stare where located, 
Is certified for participation i n  the Medicare program, and 

Is accxdited, licensed or ccrtificd in rhc state where locatctl. 
Is certified for p;irticipation in the Medicare prograni: and 
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- - ~  INFERTILITY - the inability of a heterosexual couple to conceive a child after 12 months of unprotcctcd nialelfemale 
intercourse. 
- 1N-NETWORK.- __- clcsignated as participating in the Blue Options network. BCBSNC's paymcnt for in-network i:ouer~'d 
smites is described in this benefit booklet as in-network benefits or in-network bcnefit levels 
- IN-NETWORK PR,OVIDER - a hospirol? docror, other medical practitioner or prouider of medicrrlseri:icer and supplies that 
has becn designated as a Blue Options provider- by BCRSNC or a provider participating in the BlueCard program 
-~ INPATIENT - pertaining to services received when a member is admitted to a /rospirn/ or non/rospiici//cci/;f~~ 3s a registered 
bed patient for whom a room and board charge is made 
INVESTIGATIONAL (EXPERIM ENj1AT-l thc use of a service or supply including, but not limited to, treatment, 
proccdure, facility, equiprncnt, drug, or device that BCBSNC docs not recognizc as st;indard ) I I C L / ~ L . N /  mre 01 thc condition, 
disease, illness, or injury being treated. l'hc following criteria are the basis for BCBSNC's determination that a service or supply 
is  investigational. 
a)  Services or  supplies rcquiring 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 i n  trcatnient of a spccifled 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 per-reviewcd 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 effcct on health outcomcs 
d) The scrvice or supply under coiisidcration is not as  bencficial 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 altcrnatives. 
If a servicc OJ supply meets one or more of' thc criteria, i t  is deemed investigational except for clinical trials as described undcr 
the Plan. Determinations are made solely by BCBSNC after independent review of scientific data. Opinions of experts in a 
particular field and/or opinions and ~isscssments of nation;illy rccognized review organizations may also be considercd by 
BCBSNC but are not detcrniinative or conclusive. 
L I C E N S E ~ P R A C T I C A ~ U R ~ E ~  (LPLP) - a nurse who has graduated from a formal prartical nursing ediication program 
and is licensed by rhc appropriate state authority,. 
-.._.-__.__...I__ LIFETIME MAXlMUM ____ - the maximum omount of coueredscrvice.r t h a t  will be reimbursed on behalf of a ntevnOt,r while 
covered under tlie P h i .  
MAINTENANC-E-THERAPY - scrvices that preserve your present levcl of function or conclilion and prevent regression of 
that function or condition Maintenancc begins when the goals of thc trcatment plan have becn achieved andlor when no 
further progress is apparent or cxpccted I O  occur. 
M EDlCAL CARE/SERVICES- professional scrviccs provided by a dncror or ofher p r o w k r  for the trcatinent of a n  illness or 
injury 
MEDICAL SUPPLIES-- health carc materials that include ostomy supplies, catheters, oxygcn and diabctic supplics 
M ED1CALL.Y ~ N E C ~ ~ S S A R ~ ( o r ~  MEDICAL NECESSITY)--- those coue) C ~ S C ~ I ~ ~ C C S  or supplies that are 
a) 

b) 

c) 
d)  
For medically ncccssary serviccs, BCBSNC may compare the cost-effcctivencss of alternative scrviccs, settings or supplies when 
dcterniiniiig which of tlie services or supplies will be covered and in what sctring medically necessary services are eligible for 
coverage. 
M-E~MEe,R-- an  prrrrrcipuni or tfepcrident, who is currently enrolled in the PlmI and for whom premium is paid 
MENTAL. . . . ILLNESS . - - . - . . - mental disordcrs, psychiatric illnesses, mental conditions and psychiatric conditions (whethcr organic 
or iion-orga~iic. whether of biological, nonbiological, chemical or nonchemical origin and i i  respective of C;IUX. basis or 
inducement) This includes, but is not limited to. psychoses. neurotic disorders, schizophrenic disorders, affectivc disortlcrs, 
personality disorders, and psychological or bcliavioral abnormalities associated with transient or perm;tncnt dysfunction of [he 
brain or related ncurohormon;\l systems (This is intended to include tlisordcrs, conditions arid illnesses classified on Axes 1 a n d  
11 i n  [lie currclit edition of the Diagnostic ?ifid Sta!jstical M?i~u~,k,fM~nt.aJ Di_sg'ders of thc American Psychiatric ASsocii~rio)], 
Washington, DC ) 
N~ONCERTlFICATlO?j  -- ;I determination by BCBSNC tha t  a service covered under tlie t'km has been revic\i,ccl and does 
not nice[ I3(JUSNC~s'reyuircnicnts for UI& u l11~x essii j .  appropriatcncss, health carc setting, level of carc or effectiveness or the 
prudent 1;lyperson standai d for coverage o f e ~ ~ ~ g e t ~ , ~  teri,icc.r and, B S  a result, the requested service is denied, reduced or 
terinjnatcd 'Jhc determination that a requested service is c ~ \ ~ ~ ~ ~ r i / i ? ~ ~ ~ f i ~ f / ,  ,I~i.rsirgtr/Io,?rr/ or o s f m 2 i i c  is consitfcrcd ii 
noncertification A iic?iiccr~i~c~itioii is not a decision bxcd solely on [he fact tha t  { l i e  rcqucstcd service is specifically esc:lu&d 
under your bcnclits 

Provided for the diagnosis. treatment, curc, or rclicf of R health condirion, illness, iiijury, or discase; and: cxccpt for clinical 
trials as described under the P h i ,  not for e~peri t i ienid,  ittuesiigaiiorzd, or ~osiiieric purposes, 
Necessary for and appropriate to thc diagnosis. treatment, cure, or relief of a health condition, illness, irijury, disease, or its 
symptoms, 
Within gcnerally accepted standards of metli~crl cut e in the community, and 
Not solcly for the convenience of the insured, the insurcd's family, or the provrtler. 



1 NIT IONS (cont.1 

E N H O S P I T A L  FACILITY - an institution or entity other than a liospiiol that is accredited and licensed or certified in the 
state where located to provide tvveredservices and is acceptable to BCBSNC. All services performed must be within the scope 
of license or certification to be eligible for reimbursement. 
OFFICE VISIT -. niedicol cure, srirgery, diagnostic services, short-term rehnbiliintive ilzerrrpli services and /neclic-nl slipplies 
provided in a provider's office. 
- OTHER PROFESSIONAL PROVIDER - a person or entity other than a docior 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 PROVIDER ~ - an institution or entity other than a docror or hospital, which is accredited and licensed or certified i n  
the state where located to provide covereriservice.s 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_(ESL- the following seivices and supplies, both inparieni and oztipaiienf, ordered by a docror or orher 
F z d e r  (0  proniole recovery from an illness, disease or injury when provided by a doclor, orlzerprovider or professional 
employed by a provkfer licensed in the state of practice 
a) Cardiac rehabilitative thcrapy - 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 havc received full, unrestricted market approval from the Food and Drug Administration 
(FDA) 

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

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

e) Radiation tlierapy - the treatnient of disease by x-ray, radium, or radioactive isotopes 
f) Respiratory therapy - introduction of dry or moist gases into tlie lungs for treatment purposes 
- .- - __ .. . OUT-OF-NETTWOR.K- - - -. . not designated ;IS participating in the Blue Options network, and not certified in advance by 
BCBSNC to be considered as iti-nciwork Paynient for out-of-netwoi k covered.seriice.s is described in this benefit booklet as 
out-of-network benefits or out-of-network benefit levels. 
O U ~ I - O F ~ ~ N ~ ~ ~ ~ ~ ~ I I ~ K - P ~ ~ O V I ~ D ~ E I ~ ~ -  il provider that has not been designated as a Blue 0ptionsprot:ider by BCBSNC 
O-UTP&T~ENz~- pertaining to services received from a /105pi/t/l or ~iorr/rospirctl/rrci///rl?, by a nreuiber while not an oipurienr 
_______-- OUTPAI'IEN'I CI.,INIC(S) -- - a n  accredited institutionlfacility associated with or owned by a /io.spitrr/. An outpatient clinic 
may bill for oirrpu~ini/ visits, including professional services and ancillary services, such a s  diagnostic tests These services may 
be subject to the Oiirpnricnr Services benefit All services performed must be within the scope of the professional or facility 
license or ccrtification to be eligible for reimbursemcnt. 
__ PARTICIPANT - a person who is cligiblc for coverage under the Plori and properly cnrolled. 
. PLAN - - Dukc Eiic~gy Medica l  Plan's High Deductible Health Plan (IHDHP) option. 
-. PLAN .- - ADMINISTRATOR . . - .- . .-- - - -. - Dukc E m r g y  Benefits Committee 
PLAXSPONSOR . Duke E,ncrgy Corporation. 
POSITIONAL . . -. - - .. . - PL.AGlOCJ~~IA&Y - the asymmetrical shape of an infant's hcad 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 SUIUJCS of the skull 
... PREVEjVTIV€ - . - CARE - mdicul  srr.vicc(. provided by or upon the direction of a rlocior or orhprprovider related IO the 
prevention of diseasc 
PRIMARY - CARE P~OVlDLR(p__c_P:,C-P~ - a n  i/i-neric~orkpro~idcr who has been designated by BCBSNC as a PCP. 
._ PRIOR -. - - REVIEW - the consideration of benefits for an admission, availability of care, conrinucd stay, or other services, 
supplies or drugs, based on the infomiation provided and requirements for a determination of mdicul  /irc-es,siiy of services and 
supplies. appropriatcness, health care setting. or level of care arid effectiveness. Prior review results in cer/(/icu/w/i or 
tionce/ iifrcuiion of benefits 
PIIOS-I'HETIC - . . . . - . - __ - API'LIAN.CES - fixed or reniovable artificial limbs or other body parrs, which replace absent niitLlr:ll Ones 
following permanent loss of the body part 
PROVJDEII - a / r o ~ p i / u / ~  / i ~ ) / i / i o ~ / ~ i i f / / ~ / ~ i / i i ~ ,  cloctor. or oilierproi,idtr, accredited. licensed or certified where rrequircd in the 
state of pr;ictice, performing within the scopo of license or certifimtion.. All services performed must be within the scope of 
license or certification to bc cligiblc for reimbursement 
REGISTERED - -._ NtJJ iSE ( I i N )  - 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. 
ROUTJNEfOO1' CAR E - hygiene and preventive maintenance such ;IS rriniming of corns, calluses or nails that do not 
usually rcquirc tlie skills of a qu;ilifietl pr,oi-idrr of foot care services 
SEXUAL, DYSFUNCTION -- a n y  of a group of sexual disorders cliaractcrized by inhibition either of sexual desire or of the 
psychophysiological changes tl i ; t t  usually c.hariicierix sexual response Jncli~ded are female sexual arousal disorder, m;ile 
erectile disorder an t i  hypo;ictivc scxual desire disortlcr 
Sl-1OKT-T~lIM R E H A I 3 I L I T A T I V ~  'I'HERAI'Y - scrvices and supplies both i q i u r i c w /  and o i ~ r p / i e / i r ,  ortlercd by :I (/ocio/, 
or o r l i . ~  / ~ i ~ ~ o ~ ~ / ~ l c v  to promote the rccovcry of the m!mhc,r lrom an i l lness, disease o r  injury w h e n  provided by a tlocior. ol / lpr  
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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 satisfactoi ily 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, s ~ r g e r y ,  or injury; or certain significant 
physical congerlirul conditions such as cleft lip and palate; or swallowing disorders related to a specific illness or injury. 

e) 

- SKILLED .___ NURSING FACILITY - a nonhospirnl,/ucilir?t licensed under state law that provides skilled nursing, 
rehabilitative and related care where professional niediccrl services ale administered by a registered or licensedpmcticul rztrrse 
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 medical core that is appropriate to prevent a material deterioration of the mer?zber’.r condition, 
within reasonable medical certainty 
SURGERY - - the performance of generally accepted operative and cutting procedures including specialized instrumentations, 
endoscopic examinations and other invasive procedures, such as. 
a )  The correction of fractures and dislocations 
b) Usual and related pre-operative and post-operative care 
c) Other procedures as reasonablc and approved by BCBSNC 
TOTAL OUT-OF-POCKET M-LZIMUM - the maximum amount listed in the “Summary Of Bcncfits” that is payable by 
the t?ietnber in a hem$[ period before the Plrrn pays IOO‘% of c.oiweii Jervices I t  includes deducrihle and coinsimnce. 
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 rcmoval a n d  return into the sanie body or transfer into another body of bone marrow or 
peripheral blood stem cells Grafting procedures associated with reconstructive wrg:ery are not considcrcd transplants 

~ URGENT -. - - I CARE _- - services provided for a condition that occurs suddenly and unexpectedly, requiring prompt diagnosis or 
treatment: such that in [he absence of immediate care the individual could reasonably be expected to suffer chronic illness, 
prolonged impainnent, or require a more hiizardous treatment Fever over 101 degrees Fahrenheit: ear infection, sprains, some 
lacerations and dizziness are examples of conditions that would be considered urgent. 
I.ITILIZATION MANAGEMENT(UMb - a set of formal processes that are used to evaluate the tne~liccrlnecessif~~, quality 
of care, cost-effectiveness and appropriateness of many health care services, including procedures, treatments, medical devices, 
providers and facilities 
-- WAITING .- PE,RlOD .- - the amount of time t1i;it must pass bcforc a n7ernber is eligible to be covered for benefits under the 
terms of the Plrrn 
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Case No. 2009+00202 
STAFF-DR-01-039 
Page 374 of 1661 SUMMARY OF BENEFITS 

This section provides a summary of your Blue Options HSA 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: 

Coinstiranee percentages shown in this section are the portion of the alloived amount that the Plan covers 
Deductible and coinsurance amounts are based on the nllorved ainounI 
Services applied to  the dechc.tctihle also count toward any visit or day maximums - To receive in-tielwork benefits, you must  receive care from a Blue Options in-network provider However, in an 
enrergency, or when in-network providers are not rtasonably available as determined by BCBSNC's access to care 
standards, you may also receive irt-network benefits for care from an orit-oj-network provider. Please see 
"Oiit-Of-Network Benefits" and "Emergency Care" 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 1 Call?" - If you see an out-of-netivork provider, you will receive oul-o/nelit;ork benefits unless otherwise approved by 
BCBSNC. 

Please Note: The list ofin-netrt;orkproviderS may change Prom time to rime, so please verify that the provider is still 
in the Blue Options network before receiving care. Find aprovider on the BCBSNC Web site at 
wvw.bcbsnc.com/members/duke-energy or call BCBSNC Customer Service at the number listed on your ID card or 
in "Whom Do I Call?" 

SPECIAL NOTICE IF YOU CHOOSE A N  OUT-OF-NETWORK PROVIDER 
NOTICE: Your actual expenses for covererl.serviceJ may exceed the staled coinsuronce percentage amount because 
actual provider charges may not be used to determine the Plan's and mer~iber's payment obligations. For 
out-of-nerroork benefits, you may be required to pay for charges over the ~~lloit~edainozint, in addition to any  
clerliictible and coinsirranee amount I 

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

In-network Out-of-network 

Lifetime Maximum, Deductible, and Total Out-o f-Pocket-Maximum 
Lifetime Maximum Unlimited Unlimited 
Unlimited for all services, except orthotic devices for positional plagiocephaly and substance abuse 

Deductible 
Employee, per benefit period $2,500 $5,000 

The deductible corresponds to the type of coverage you have chosen The employee deductible applies if you selected 
employee only coverage, otherwise, the famlly deductible applies 

Family, per benefit period $5,000 $10,000 

Total Out-of-Pocket Maximum 
Employee, per benefit period $4,000 $8,000 

The total out-of-pocket maximum is the  total amount you will pay for covered services and consists of the deductible 
PIUS t h e  coinsurance you pay. T h e  employee total out-of-pocket maximum applies if you selected employee only 
coverage; otherwise, the family total out-of-pocket maximum applies. 

Family, per benefit period $8,000 $16,000 
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In -network Out-of-network 

_- Physician Office Servicxs 
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 or Specialist 
Includes office surgery, x-rays and lab tests 

90% after deductible 70% after deductible 

Preventive Care 
Primary Care Provider or Specialist 1 00% 70% after deductible 
All services with a preventive care diagnosis covered, regardless of place of service. 
See Preventive Care in “Covered Services” for a list of those preventive care services that are not subject to the 
deductible. 

Short-term Rehabilitative Therapies 90% after dedilctible 70% after deductible 
Combined in- and out-of-network benefit period maximums apply to home, office and outpatient settings. 80 visits 
per benefit period for speech therapy, physicaVoccupationa1 therapy, and chiropractic services combined. 

Other Therapies 90% after deductible 70% after deductible 
lncfudes 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 90% after deductible 70% after deductible 

Routine Eye Exam 90% after deductible 70% after deductible 

Vrgent Care Centers-and Emergency 90% after deductible 90% after deductible 
Roam 

Ambulatory Surgical Center 90% after deductible 70% after deductible 

Outpatient Services 90% after deductible 70% after deductible 
Includes physician services, hospital and hospital-based services, outpatient clinic services, outpatient diagnostic 
services, and therapy services including short-term rehabilitative fherapies, and other therapies incltiding dialysis. 
See Physician Office Services for visit maximums. 
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In-network Out-of-network 

Inpatient - __ Hospitai Services 90% after deductible 70% after deductible 
includes physician services, hospital and hospital- based services, and 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. 

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 abuse services, except for emergencies. Please see the number in "Whom Do I Call?" 

Mental Health And Subslance AbuseS-erv&eS 
Prior review and certif/cat/on by Magellan Behavioral Health are required for mpatient and outpatient services Please 
see the number in "Whom Do I Call7" 

Mental Health Office Services 90% after deductible 70% after deductible 
Combined in- and out-of-network limit of 30 office visits per benefit period 

Mental Health Inpatientloutpatient Services 90% after deductible 70% after deductible 
Combined in- and out-of-network limit of 30 days per benefit period. 

Substance Abuse Off ice Services 70% after deductible 
Substance Abuse InpatienfIOutpatient Services 90% after deductible 70% after deductible 
Substance Abuse Benefit Period Maximum 

90% after deductible 

None 
Substance Abuse Lifetime Maximum $16,am 
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rescription Drug rogram Guide 
for Duke Energy Medical Plan 

~ ? ~ ( f ? d ~ ~  ’ manages YQUP prescription drug benefit for Duke Energy. 



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 Rledco By Mail, a home delivery pharmacy service. 

Through the prescription drug coverage, you can: 

6 

0 

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

6 

Prescription Drug Coverage Under the High-Deductible Health Plan 
DEW) Option 

Because you are enrolled in the Medical I’lan’s I.ligIi Deductible Health Plan option, you pay 100% of 
Medco’s negotiated price foi your prescription drug purchases at retail pharmacies and through Medco 
By Mail unti l  you meet the applicable Medical Plan annual deductible under the HDHP option’. If you 
use a participating pharmacy, once you meet your applicable annual deductible, the HDIHP option pays 
prescription drug expenses at 90”/0 coinsurance and you pay i 0?40 until you reach the applicable Medical 
Plan annual out-of-pocket maximum undcr the I IDI-1P option. I 1  you use a non- participating retail 
pharmacy (i e , not in the Medco network), once you meet your applicable annual deductible, the I-IDHP 
option pays prescription drug expenses at 70% coinsurance and you pay 30% until you reach the 
applicable Medical Plan annual out-of-network, out-of-pocket maximum under the HDHP option. After 
you reach the applicable annual out-ol-pocket maximurn, the HDHP option pays 100% of your eligible 
prescription drug puidiases loi- the remaindei of the calendar year. 

I f  you use any medications on a long-terin basis. ordering your medications through Medco’s mail order 
service niay still help you maximize savings I iowever. using Medeo By Mail for your maintcnancc 
medications (those prescription nicdications thal you take o n  a long-term basis) is not mandatory under 
the HDl IP option 

Remeinbcr Under rhe MDHP option. your eligible medical expenses and your eligible prescription drug 
puichase amounts apply to the HDI-IP option’s annudl deductible and you pay 100% of your eligible 
expenses (escluding certain prrventive care setviccs) un t i l  you rcacli the deductible 

As you make prescription di-ug purchases for each covei ed individual. the receipts you rcceivc can help 
you track  OW progress toward nieeting the annual deductible. You may also call Medco’s Meinber 
Seniices to determine the portion 0 1  the deductible t h a l  has been satisfied to date.  

http://www.medco.com


Medical Plan and Health Sav ings  Account  
I f  you have established a I-lealth Savings Account (I-ISA) and sufticient funds are available in your 
account, you may choose to pay any prescription drug annual deductible and coinsurance amounts with 
before-tax dollats by using your I-ISA debit card oi checkbook. 

Medical Plan and  Health Care Spending  Account  
I f  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 and coinsurance amounts with before-tax dollars by 
filing for reimbursement from your HCSA, using your MCSA debit card, or through the I-ICSA automatic 
reimbursement feature. 

Filling Your Prescription at a Retail Pharmacy 
You can fi l l  a prescription at a tetail pharniacy 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 You will pay 100% of the 
prescription drug purchase until you meet the applicable Medical Plan annual deductible under the HDHP 
option, after which you pay a coinsurance amount Once you meet the applicable Medical Plan annual 
out-of-pocket niaximum under the I-IDI-lP option. the Medical Plan pays for your prescription drug 
purchases at 100% 

.I 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, even ifyou have alteady niet the 
applicable Medical Plan annual deductible 01' annual out-of-pocket maximum under the HDHP 
option, when you pick up the prescription and then subniit a paper claim to Medco for 
reimbursement. You will be reimbursed based on the Medco negotiated price for the medicalion, less 
any required deductible and coinsurance. Retail pharrnacies that participate in the Medco retail 
pharniacy network f i l l  presct iptions at an agreed upon discounted pi ice.. When you f i l l  prescriptions at 
a non-participating retail pharmacyl 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 (lo not identify 
yourself as a Medco participant by presenting you1 Medco ID card and are required to pay full price 
for the prescription drug purchase? generally, you have up to 14 days ftom the time your piescription 
was purchased to return to the phartnacy, present your Medco ID card and ask the pharmacist to 
submit the older using the original dispensing date.. Please confirm that at the time you make your 
purchase that you can retut n to have your purchase re-processed. You may be entitled to a refund for 
the difference between the f i l l 1  price and yout applicable deductible and coinsurance 1-his process 
will efimina(e your need to sribrnit a paper claim lo Medco for reirnbur-scmcnt 

.I 

Using Medco By Mail 
The pres(:ription drug pi ogiam includes Medco By Mail, a home delivery phal IJlacy set vice, which offers 
a greatei discount on the cost of maintenance medication and a larger supply (up to 90 days) per 
prescription. Maintenance drugs are those you must take on a long-term basis for the tteatrnent of a 
chronic illness, such as diabetes. asthma or high blood pressure To use Medco 1 3 ~  Mail .  

1 

2 

Ask your physician to prescribe your medication for up to a 90-day supply. plus refills for up to 
one year. if  appropriate 
Mail yo111 prcscription along with a n  order forin and the requited purchase amount to Medco Call 
Medco to help you dtsrrrmine the required amount for p i l i  prescription d r u s  purchase If you 



e 

b 

e 

e 

e 

D 

b 

b 

established an HSA and sufticient funds are in your account, you may use your HSA debit card or 
checkbook to pay for your Medco By Mail prescription drug purchases. Order forms are 
available online on the Duke Energy Portal and at ~t~v .n iedco .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 pi.esc,i,iption when it is mailed to you. 
YOU may also ask your physician to call 1-888-EASYKX1 (1-888-327-9791) lor 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 c.ard); both numbers will be 1-equired for your prescription 
order 

4 

If your prescription is written fot less than a 90-day supply, the prescription will be filled in  accordance 
with the day supply your physician ordered If the medication is a federal legend, maintenance 
medication, a Medco pharmacist will review the prescription and notify you i f  the presci,iption is lcss 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 i f  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, cori ect dosages and otlicr 
helpful information When a prescription is ordered using Medco By Mail, Medco will autoriiatically 
dispense tlic generic equivalcnt if one is available and perniissi1)le by law, unless your physician has 
indicated that substitution is not iI l lo\~~td.  

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 ofren require special handling. 

Age-relatcd macular degcncration 
Alpha-I pioteinase deficiency 
A neni ia 
Anti-inrective therapy 
A si hma 
Cancer 
Cystic fibrosis 
Deep vein thrombosis 
Fabiy disease 
Gauclier diseasc 

D 

e 

D 

e 

e 

e 

Growth hot mone delicicncy 
Hemophilia 
Heparitis C 
Hereditary tyrosinemia 
i-4 1 v 
Hyperparathyi oidisni 
I in ni 11 ne de fi c i e nc y 
1 n fe rt i I i 
Insulin-like gi owth lactoi. therapy 
Iron chelation the1 apy 
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0 Mucopolysaccharidosis 
Multiple sclerosis 

0 Neutropenia 
0 Osteoarthritis 
0 Osteoporosis 

Parkinson disease 
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0 Poinpe disease 
0 Psoriasis 
0 Pulmonaiy hypei tension 
0 Respiratory syncytial virus 
* Rheumatoid arthritis 

llnder 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 
Accrerlo Henlllt Group Medco's Specialty Pharmacy.. Accredo is dedicated to helping you meet the 
particular needs and challenges of using specialty medications, inany of which require injection or special 
handling. Services include: 

0 

e 

e 

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 estra charge 
Refill reminder calls 
Coordination of home care and other healthcare services 
Free supplies, such as needles and syringes. to administer your medication 

0 

0 

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

rug 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 filled 
through Medco By Mail or at a participating retail pharmacy (using your Medco ID card), they are 
revicwed for any potential drug interactions. This review is especially important if you or your covei.ed 
family members take several medications or see more than one physician. i f  there is a question about your 
prescription. a registered pharmacist may contact your phvsician 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 prodwt 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 piescribe 
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 physician whether an equivalent generic or pi,eferred 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 i n  a higher cost to you for your prescription medication. 

Covered Expenses 
The following are covered expenses unless listed as an exclusion below. 
e Federal Legend Drugs 
Q State Resti icted DIugs 
e 

0 Insulin 
Compounded Medications ol'which at least one inpcdient is a legend drug 
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Needles and Syringes 
Over-the-counter (OTC) Diabetic Supplies (lancets, insulin syringes and needles) 
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 
Synagis/Respigam 
Hemophilia Factors 
Feitility Agents 
Zyban and Chantix (limit of 180 days of therapy per year and 360 days of therapy per lifetime) 
Substance abuse treatments 
Dental Fluoride Products 
Anti obesity Agents (covered Mcdco 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, Aciphes, Zegerid).. Refer to www.Medco.com or call member services at 
1-800-987-816 I for details. 

Dispensing Limits 
a 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 i0-day supply at a participating retail pharmacy and up to a 90-day 
supply through Mcdco 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 specific,ally listed as a benefit under "Covered Drugs " 

Non-Fedei al Legend Drugs - - 

Non-systemic contraceptives, devices 
Smoking Dctcrrents (except as listed above) 
Nutritional Supplements 
Ostomy Supplies (coveied under the Medical Plan) 
GI ucowatch Products 
Anti-obesity meds at retail 
Mi fe pres 
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 
111 ugs labeled "Caution-limited by Federal law to investigational use." or experimental drugs, even 
though a charge i s  made to the individual 
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0 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 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 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 after one ycar from the physician's original order 
Charges for the administration or injection of any drug 

e 

0 

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, 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 esample, if your spouse/domestic partner's medical plan does not cover prescription drugs or 
requires a higher deductible and coinsurance amount, you may want to use your Medco ID Card, instead 
of your spouse/domestic partner's plan, to obtain your prescriptions. Alternatively, if your 
spouse/domestic partner's inedical plan requires copays to purchase prescription medications i n  lieu of 
deductibles and coinsurance, you niay want to use your spouse/doniestic partner's plan, instead of your 
Medco ID Card, to obtain your piescriptions. 

ow' 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 filled, you will have to 
pay the applicable deductible or coinsurance amount. 

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. An original receipt should show the date, the cost, the strength. 
quantity, and days supply of medication: the name of the medication, piescription 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 coinsurance Medco will consider 
claims for payment, provided your prescription c.:laim is tiled within 15 months from the date of service. 
Claims tiled after 15 nionths from the date of service will not be considered for payment. For example, i f '  
you receive prescription medication on January 15, 2009, from a lion-participating pharmacy, you must 
file youi claim by Alii i l  IS. 20 IO, to receive reimbursement for your expenses Duke Energy offers new 
Medco pi'escription paiticipants a 45-day grace period for prescription dtug claims purchased at full cost 
in situations where the prescription ID card was not used.. The grace period allows inernbeis to be 
reimbursed at i 00%: less the applicable deductible and coinsurance. for paper claims submitted within 45 
days from a participant's initial eligibility ef'fective date 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 a paper claim for mediations purchased at full cost (no piescription ID card used) regardless o f  
whether the phai,macy was a participating or non-participating. 

To obtain a claim form. call Medco Member Services at 1-800-987-8361, or go online to 
1aa3v. 133 e0 co. coni 
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Submit claim forms to: 
Medco Health Solutions, lnc. 

PO Box 1471 1 
Lexington, KY 40512 

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 

J f  more time is needed because necessary inforniation 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 A n  adverse benefit determination notification for any 
prcsciiption drug plan claim will contain 

b the specific reason or reasons for the adverse determination; 

m 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 n  explanation of why such material or information is necessary; 

a description o f  the prescription drug program‘s review procedures and the time limits 
applicable, including a stalement of a claimant’s rights to bring a civil action under 
section 502(a) of ERISA following an adverse benefit determination on appeal; and 

upon request and free of charge, a copy of any internal rule, guideline. protocol or other 
similar criterion that was relied upon i n  making the adverse detcrmination regarding your 
claim. 

When You Have  a Complaint o r  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 determinatiun. Your written letter of appeal should include the folloiving 

D your name and member ID number; 

your doc.tor’s name and telephone number. 

0 the name of the medication: and 



e 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 infoi-niation relevant to your 
claim. Medco will review your claim without granting any deference to the initial decision regarding 
your claim. Also, no reviewer may be a person that was involved i n  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: 

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 frce of charge, 

a statement dcscribing any voluntary appeal procedures offered by the prescription drtig 

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

e 

D 

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

e 

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

e 

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 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 15 days of 
your request for a second review. Every notice of a determination on appeal will be provided in writing 
or electronically and, i f  an adverse determination, will include the inionnation listed i n  "Notice of Benefit 
L3eterinination on Appeal" above. 

You also have the right to bring a civil action undcr Section 502(a) 01 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 I? S 
Depai tnient o f  Labor office. 
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Legall 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 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. 

Discret ionary 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 
Call Medco Member services fbr additional information regarding the appeals process. 

This is a guide of covered expenses and expenses not covered under the prescription drug program For 
mole information about applicable deductibles, coinsurance and plan limits, please call Medco Member 
Seivices 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 

I O  
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SUMMARY OF PRESCRIPTION DRIJG BENEFITS 

In-Network 

$2,500 - Individual 
Annual Deductible - combined with 
mrtlicril; ripplies to nll plinrwiucy 
prrrirh NSCS $5,000 - Family 

Out-of Nerwork 

$5,000 - Individual 
$1 0,000 - Family 

Retail Pharmacy 
(up to a 30-day supply) 

In-Network Network out-of- 

You rnusl sholv your Meclco ID card 

Generic 90% 70% 

P' r e fe r r ed R r a n d 90% 70% 

Non-J>referred Brand 90% 70% 

Mail Order 
(up to a 90-day supply) 

In-Network Network 

9OYo N/A 

90% N/A 

90?4 N/A 

Oui-of 
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Health Savings Account 
In form at ion Booklet 

for 2009 

The inforniation presented in this booklet about the I-ligh-Deductible Health Plan option and 
Health Savings Account is not intended to provide tax advice All descriptions of  tax rules 
contained herein are intended to be used for general informational purposes and are based on tax 
rules in effect on October 1, 2008. Please consult your tax advisor to discuss what is best for 
your situation. 

This booklet contains selected highlights of Duke Energy's Medical Plan. I f  any statement 
herein, or any other communication. conflicts with applicable plan docunients, the plan 
documents shall govern Duke Energy retains the right to amend, modify or terminate its 
benefits plans in any respect and at any time, and neither its benefits plans. nor your plan 
participation shall be considered a contract for future einploynient 

The Health Savings Account described in this booklet is not n plan that is covered by the 
Employee Retirement Income Act of 1974, as  amended ("ERISA"). 

October 2008 
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INTRODUCTION 
This booklet reviews Duke Energy's High-Deductible Health Plan (HDHP) Medical Plan option 
and provides an in-depth look at how this option and the health savings account (HSA) offered 
through Duke Energy work together. It also includes information about resources and tools 
available to help you decide if the HDHP option and HSA make sense for you. Please review this 
guide carefully. 

Please be aware that it is YOUR responsibility to: 
0 Review all materials (both those provided by Duke Energy and those available from other 

sources) and determine your eligibility to elect to contribute to an HSA 
0 Not exceed the Internal Revenue Service (IRS) maximum HSA contribution amount 
> Keep receipts and documentation of  transactions related to withdrawals from your I-ISA 
P Consult a tax advisor regarding the tax consequences associated with an HSA 

ELIGIBILITY 
To be eligible to elect to contribute via pre-tax payroll deductions to the MSA offered through 
Duke Energy at this time, you must elect the I-JDHP option under Duke Energy's Medical Plan. 
Generally. active eniployees are eligible to elect the I-IDHP option, however: employees eligible 
for the CIGNA Tnternational Medical Plan option and employees represented by IBEW 1393 or 
IREW 1347 are not eligible to elect the HDEIP option at this time. Additionally, to establish and 
contribute to the HSA Duke Energy offers, you must be paid through the Duke Energy payroll 
system and elect to make I-ISA contributions via pre-tax payroll deductions Generally, 
employees who are billed directly for their health and insurance coverage on an after-tax basis 
(such as employees receiving Long-term Disability benefits and former employees enrolled in  
COBRA coverage) are not eligible to elect to Contribute to the HSA Duke Energy offers 

Additionally, per IRS regulations, you cannot contribute to an HSA if you are 

3 covered in any manner, even as secondary coverage, by a medical plan that is not a high- 
deductible health plan (except for certain limited, permitted coverages noted below) 

3 claimed or eligible to be claimed as a dependent on anyone else's tax return 
> contributing to or eligible for benefits (i.e., access to funds) from most health care 

reimbursement accounts (e g., general-purpose health flexible spending accounts (I-lealth 
FSAs) and health reimbursement arrangements (HRRs)), including that of your spouse 

> receiving Medicare or some Veterans Administration medical benefits 

You may contrihute to an FlSA if you have certain limited coverages approved by the IRS, such 
as dental. vision, long-term care insurance. Employee Assistance Plan (EA P}. disease 
iiianngement. and wellness programs. 

When you enroll i n  the HDI-IP option, you may also enroll your spouse or domestic partner and 
eligible dcpcndent children. However. because domestic partners are generally not tax 
depcndrnts under federal law. special tax rules apply to HSA distributions for health care 
expcnses incurred hy domestic partners as indicated on page 16- 

J 



1, Case No 2009-00202 
STAFF- DR-01-039 
Page 392 of 1661 

As stated above, you are not eligible to make HSA contributions if you are contributing to, o r  
have access to use funds from, most Health FSAs and HRAs, including that of your spouse. If 
you are a L,egacy Cinergy employee participating in the Post-Retirement Health Reimbursement 
Account Program, your participation in that program will continue and does not prevent you 
from being able to elect the HDHP option and contribute to an HSA while you are employed by 
Duke Energy. I t  is important to note that when you-have access to your HRA balance to pay 
eligible health care expenses (generally, when you terminate employment after having attained 
age S O  with five or more years of service), you will no longer be eligible to contribute to an 
I-ISA. At that time, if you have accumulated a balance in your HSA, you will have access to both 
your HRA and HSA balances from which you can pay eligible health care expenses. You may 
again bccoine eligible to contribute to an HSA at a later date if you use up your HRA balance 
and remain otherwise eligible to contribute to an HSA (e.g., covered under a high-deductible 
health plan, not enrolled in Medicare, etc.). 

The Duke Energy HDHP option is not available to retired employees. Enrollment in a high- 
deductible health plan is a rcquircment to contribute to an HSA, however, it is not a requirement 
to access the funds in an HSA. (See Groiving3~our HSA - Contributions beginning on page 7 
and Usiug your HSA - ~Mcrking IVithdrmvnls on page 14 for additional information). 

OVERVIEW OF THE HIGH-DEDUCTIBLE HEALTH PLAN (HDHB 
MEDICAL PLAN OPTION 

The following is a brief overview of the HDHP option offered under Duke Energy‘s Medical 
Pian. The I-IDI-1P option is administered by Blue Cross and Blue Shield of North Carolina 
(BCBSNC). The I-IDHP option offers the same BlueCard network of doctors and hospitals 
available under the Duke Energy PPO and EPO Medical Plan options. This is the largest network 
offered by BCBS, so that you have access lo network providers wherever you go across the L J S -  
and  in more than 200 countries and territories worldwide. To find a network provider, access the 
BCBSNC Web site from the Duke Energy Portal’s Ernplopee Center-Health & Insurance page. 
Additional information about the HDHP option can be fbund in the Duke Energy Corporation 
Medical Plan‘s Summary Plan Description 

The HLXIP option provides boll1 in-  and out-of-network coverage, just as the PPO options do. 
However. the HDHP option works differently than the PPO options in these three key ways: 

I With the exception of certain in-network preventive care services which arc covered at 
100%. all covered medical expenses are subject to an annual deductible and coinsurance: 

2 .  Under Individual + Spouse/Domestic Partner. Individual + Chiid(rcn). or Individual + 
Family coverage. the annual t‘amily deductible must be met before benefits are payable 
foi any Lovercd person (with the exception of certain in-network preventive care services 
which ale covered 01 100%); and 

3~ Once the applicable annual deductible is met. there are no copays. just coinsurance for all 
covered services (with the exception of certain in-networ k preventive care services which 
are covercd at IOO?h)  up to the out-of-pocket niaxirnum. 
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$2,500 
$5,000 
90% 

$4,000 

$8:000 

Siimnrnry oJ the HDHP Option 

$5,000 
$10,000 
70%* 

$8:000 

$16,000 

Plan Provisions 
Annual Individual Deductible 
Annual Family Deductible 
Coinsurance (plan pays) 
Annual Individual OOP Maximum (including 
deductible) 
Aniuial Family OOP Maxiinurn (including 
dcductible) 

DeductiblelCoinsurance 
DeduetibIe/Coinsurance 
Deduetible/Coinsurance 
Dedtictible/Coinsurance 

100% 
Deductible/Coinsurance 
Dcd~ictible/Coinsurance 

In-Patient Admission Ded/Copay 
Emergency Room Visit 
Office Visit (Primary) 
Office Visit (Specialist) 

Preventive Care 
Retail Prescription Drug 
Mail Prescription Drug 

Deductible/Coinsurance 
Deductible/Coinsurance 
Deductible/Coinsurance 
Deductible/Coinsurance 

70%* 
Deductible/Coinsurance 
Deductible/Coinsurance 

* Subject to reasonable and customary limits 
O W  = Out-of-pocket 

- 
HDHP Option for 2009 

In-Network Out-of-Network 

Nore: Untie1 the HDHP option. as with other Medical Plan options, prior plan approval is 
required in ordcr for certain procedures (such as hospital stays. inpatient or outpatient surgery. 
home health care, durable medical equipment, private duty nursing and non-emergency 
ambulance services) to be covered, in- or  out-ol-netwolk Bc sure to check with your health care 
provider about obtaining approval for any procedures he or she recoinmends. or you may call 
BCBSNC at 1-888-554-3202. I f  you don't, plan benefits niay be reduced or denied. Inforniation 
about prior plan approval can be viewed at w \ ~ ~ ~ . ~ c b s n c . c o n i / l l l e ~ n b e r s / ~ u k e - e n e r ~ ~  click on 
P i x w  Plan Appt oval 

Preventive Ctire Betiefit 
The following are examples of preventive caie services wliicli ale coveted at 100% under the 
FlDl IP option when received frorn in-network providers and filed by your provider as preventive 
caie. They are not subject to thc annual deductible or coinsurance- 
'i Annual adult physical exam, in addition to the following annual preventive 

visits/procedures 
o 
o Mammography scicening 
c Prostate screening 
o Colonoscopy 
c? 

3 We1 I-bab?/wcl I-child csams 
? Standard I m in u t i  iza t ion s 

OB/GYN visit and pap test 

Other preventive testing as age/gender appropriate 
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Aliiniral Deductible 
IJndei the HDI-1P option, before the plan pays benefits, you must first meet an annual deductible 
(see preventive care exception above): 

P $2,500 i f  you have Individual Only coverage 
P $5,000 if you have Individual + Spouse/Domestic Partner, Individual + Child(ren), or 

Individual + Family coverage - No benefits will be payable from the plan until you 
and/or your covered dependents have incurred covered expenses in excess of the 
total annualfamily deductible amount. 

Coitisrrrartce 
Once you meet your annual individual or  family deductible under the HDt-IP option, the plan will 
pay 90% of covered medical services received within the AlueCard network (except for certain 
in-netwoi k preventive care which is covered at 100% with no deductible, as described above) 
and 70% of covered medical services received outside the plan network. Coverage received out- 
of-network is subject to  usual and customary charge limits. 

Oui-ofLpocke2 Muxirniun Limit 
1 Jnder the I IDf-IP option. if total out-of-pocket costs (annual deductible and coinsurance 
combined) for in-network covered services reach $4.000 for individuals or $8.000 for families 
during tlic calendar year, the plan then pays 100% of covered medical expenses for the rest of 
that year. (For care received outside the BlueCard nctwork, the annual out-of-pocket maximums 
are $8,000 lor an individual and $ I  6.000 for families ) 

Emplqvee Contrihirtions 
Most employees will find that the HDHP option will have thc lomest employee contributions 
among tlie Medical Plan options offcred by Duke Fnergy. You might consider using the amounts 
you save on Medical Plan contributions to make tax-free contributions to your IISA. 

Blue Crosr arid Blue Sh ielrl of North Corolinri too1.v: 
With the full cost of non-preventive medical services being yours to bear under the HDHP option 
until you satisfy the applicable annual deductible. y u  will want to be knowledgeable about 
treatment options and choose wisely on where and h o s ~  you receive care The  following tools 
arc available when you log onto the BCRSNC Web site to assist you i n  decision making: 

Health Care Cost Estimator: Wont to know how m u c h  health care services might cost? 
This tool includes cost information for common inpatient hospital services. outpatient 
procedures and doctor's office visits. It can give you tlie information you need to more 
cffcctively partner with your doctor to make tlie best hcalth cate decisions for you 

Hospital Comparison Tool: This tool \till help you cornpare hospitals based on the 
factors that are important to you, such as hospilal reputation. number of beds and the 
number of patients successfully treated for particular conditions. 

Online Ilcalth Encyclopedia: Through the I lealthwise Knowledgebase. you can 
reseal cli health and wellness topics. including symptoms. treattnent options. p i  escription 
drug in forination, first aid techniques and mot e 
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OVERVIEW OF THE HEALTH SAVINGS ACCOUNT (HSA) 
The HSA offered through Duke Energy is administered by ACS and The  Bank of  New York 
Mellon (“Mellon”). Pairing the HDMP option with an HSA gives you a way to exercise choice 
over your health care spending rind provides a tax-favored way you can pay for your current and 
future health care expenses. 

Brief Silmmnry of the HSA 
B When you elect the HDHP option, you may also elcct to contribute to  an USA. (Nore: 

Yoti  are not required to conll-ibule lo /he HSA lo pcir(icipule in [he UDHP oprion.) 
3 You may elect to contribute to pour HSA on a pre-tax basis through payroll deductions 

by designating a dollar amount from $ 1  20 per year up to the applicable annual limits 
discussed below. You rnay change your prc-tax contribution amount prospectively at any 
time during the year.. 

o Duke Energy will match your pre-tax payroll contributions each pay period that 
you contribute up to an annual total o f  

m 

m 
$500 if you have lndividual Only HDHP option coverage 
$1,000 if you have Individual + Spousc/Domestic Partner, Individual + 
Child(ren), or Individual + Family HDHP option coverage 

l f  you are age 5 5  or  over at any point during the plan year, you may make 
additional pie-tax “catch-up” contributions of up to $ I  ,000 for the year. 

o 

B Duke Energy will make a one-time deposit of’ Company seed money to your HSA as 
€0 1 I ows  : 

o 
o 

$500 if you have Individual Only I-lDHP option coveragc 
$1,000 if you have Individual -1- Spouse/Domestic Partnet; Individual + 
Child(ren), o r  Individual + Family MDHP option coverage 
If you elect during annual enrollment i n  the fall to make pre-tax contributions to 
an HSA via payroll deductions, you will see pour one-time deposit of’Conipany 
seed money to your HSA in January. 
If  the first time you elect to makc prc-tax contributions to an HSA via payroll 
deductions is mid-year, you will see your one-time deposit of Company seed 
money to your HSA as soon as administratively practicable following pour 
election. 

3 l t y o u  earn a Duke Energy Live Well incentive for a plan year in which you enroll in  the 
HDFlP option and elect to make pre-tax contributions to a n  HSA via payroll deductions, 
Duke Energy will contribute thc applicablc amount o f  that Live Wcll incentive to your 
HSA rather than to a Health Care Spending Account (“HCSA”) since you cannot 
contribute to an HSA and have access to funds in a n  HCSA at the same time. 
Yozr are nhsa~a IO0  percei7l 17esled in /he conlrihzrlions yoti rind Duke Energy ninke IO 

your HSA 

o 

o 

B 

iVo/e: Conipany seed money is designed to help jumpstart your HSA and will also assist with any 
early espenses and initial administrative fees that will be chargcd against your HSA (See HS,4 
rjccouiii fee., and expeiues. page I9 ) 

Growing yorrr HSA - Contributions 

Your HSA c a n  grow with your pre-tau contribution< via payroll deduction., ( i f  >ou e l c c ~  to 
contribute), Contributions froni Duke Energy (sced money. matching conti ihutions and any 
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applicable Live Well incentive amounts) and any other contributions made to your FDIC-insured 
HSA checking account (see below), plus interest. You generally pay no tax on contributions 
made to your HSA whether they are your pre-tax contributions via payroll deductions, 
contributions from Duke Energy, or contributions sent by check to Mellon froin you or someone 
else on your behalf as long as you are HSA-eligible at the time the contributions are made. I n  
addition, i fyour  HSA checking account balance reaches a minimum of $2,000, you may choose 
to invest all or a portion of your HSA balance that exceeds $2,000 in one or  inore mutual fund 
investment options, and applicable investment earnings (or losses) will be credited to your 
account. Any interest and/or investment earnings will accumulate on a tax-free basis, without 
limit, year after year. even if  you are no longer eligible to make Contributions. 

Your contributions: 

When you elect to contribute to an USA, you will elect the amount o l y o u r  pre-tax payroll 
contributions. This amount may range from a minimum of $120 per ycar up to the annual 
rnaximums listed below. 

Cliuiiging your pre-tax coniribufiort amount: 
You may change prospectively the amount you contribute to your FISA via pre-tax payroll 
deduction at any time afier 1/1/2009 by visiting the L,ife/Work Events section o f the  niyl-lR home 
page (accessible through the Duke Energy Portal) or by calling the myFIR Service Center. Prc- 
tax payroll deduction changes will be effective as soon as administratively practicable. 

Cntclt-up rontributions: 
Participants who are age 55 or over at any point during the year may make additional "catch-up" 
contributions to their HSA in excess of the maxirnuin that applies to other participants. For those 
age 5 5  or over during 2009. the catch-up contribution limit is $ I  .OOO 

Contpan,v contributions - seed nioiiey: 
I f  you elect to make pre-tax contributions in 2009 via payroll dcduction and establish an I-ISA 
with Mellon, Duke Energy will make a one-time tax-free contribution of "seed money" to your 
HSA. The amount of such seed money contribution will be as fbllows: 

Individual Onlv H D H P  Option Coverage: $500 
Jndiviclual f SpoiiseLDP, Individual + Cliild(ren) or I~idiviiiurrl+ Fmiily HDHP Option 
Coverrip: $ 1  .OOO 

Company contrihiitions - tnutch: 
Duke Energy will match your pie-tax payroll contributions to your HSA each pay period that 
you contribute, up to an annual total o f  

Inclividuirl Onlv HDHY Option Coverage: E500 
Individuul f SpouseLDP, Inrlivirlrtirl + Cliild(ren) or Indivirluul f Funiilv NDH P Option 
C'overnge: $ I .OOO 

Compiu~~~ contrihirtiorr I - Live Well incenlive.$: 
1f)ou earn a Duke Energy L,ive Well incentive for a plan year in which you enroll in thc FIDIiP 
option and elect to make pre-tax contributions to an HSA via payroll deductions. Duke Energy 
will c.ontribute the applicable amount of rhat L ivc Well incentive to your ?+SA rather t h a n  10 ;in 
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Employee Age Annual Maximuni Contributions per HDHP Coverage C a t e g o q  

Spouse/DJ‘ Child (re n)  Family 
If  employee is $3,000 $5,950 $5,950 $5.950 
under age 55 
Ifemployee is age $3,000 -I. $1,000 $5,950 + $1,000 $5,950 + $1,000 $5,950 + $ I  :000 

Individual Only Individual -+ liidiviclual + Individual + 

HCSA since you cannot contribute to  an HSA and have access to funds i n  a n  HCSA at the same 
time. If  you elect the HDHP option during annual enrollment in  the fall but d o  not elect at that 
time to  make pre-tax contributions to an HSA via payroll deductions, Duke Energy will 
contribute the applicable amount of any L.ive Well incentive you earned for the next year t o  an 
HCSA for you. This means that you will not be eligible to contribute to an HSA at any point 
during that year, even though you are enrolled in the HDI-IP option, because you cannot 
contribute to an HSA and have access to  fiinds in an HCSA at the same time. 

Other cotitributions to your HSA: 
You - or anyone else, including family and friends - may send additional contributions to your 
I-lSA directly to Mellon, as long as total contributions to your HSA in any given year do  not 
exceed the applicable IRS annual limit (see Annual mnximzini HSA confrrbzrlion limits, page 9). 
Mellon can accept other contributions to your account for a calendar year up unt i l  April I5 of  the 
following year These other contributions to your account should bc tax deductible by you. 
Consult your tax advisor for more information. 

Tvpe of HSA cotttribrrtion utd tax treujntent rvftett credited to your ncrount: 

0 Your pre-tax contributions through pre-tax payroll deduction Tax-free 
3 Dukc Energy seed money, matching contributions and any applicable Live Well incentive 

amounts. Tax-free 
3 Interest or investment earnings: Tax-free 
3 Other contributions made by check directly to Mcllon 

o Tax-deductible on your federal income tax return (and most state income tax 
ret urns) 

-. I his means that i f  you contribute $1,300 to an HSA via pre-tax payroll deductions, you would 
save an estimated $424 i n  taxes (assumes federal income tax rate of 25 percent, state income tax 
rate of 0 percent, and FICA tax rate of 7 65 percent). If you are also subject to state income tax. 
your tax savings may be greater. 

Atiniid riiasiinurrr HSA cotrtribrrtion lintits: 
You can  contribute on a pre-tax basis via payroll deductions. and you have the ability to change 
your pie-tax contribution amounts at any time. However. because of the significant tax 
advantages of HSAs, the IRS sets contribution limits each year Tor 2009, those limits on total 
con~rihutions to an I-ISA are as follows: 
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Employee Age 

~ Ifemployee is 
under age 55 
1I'etnployee is age 
55 or over* 

Because Duke  Energy will make contributions to your HSA on your behalf in the form of seed 
money, matching contributions and any applicable Live Well incentive m o u n t s ,  limits for 
employee pre-tax contributions via payroll deduction are set lower than the IRS limits to take 
these Duke  Energy contributions into consideration. For 2009, Duke Energy will set the 
following employee payroll contribution limits: 

Annual Maximum Contributions per HDHP Coverage Category 
Individual Only Individual + individual+ Individual + 

Family -- Child( ren) -. - Spouse/DP 
-'-Sl,SOO $3,750 $3,750 $3,750 

$1,800 +*51:000 $3,750 + $1,000 $3,750 + $1,000 $3,750 + $1,000 

Here's how the amounts above were derived: 
0 Individual Only MDMP coverage: $3.000 IRS inax - $500 seed - $500 m a s  Company 

matching contribution - $200 max Live Well incentive amount = $1,800 
Individual + SpouseDP,  Individual -+ Cliild(ren) and Individual + Family I-IDHP coverage: 
$5,950 IRS n,ax - $1,000 seed - $1,000 inax Company matching contribution - $200 max 
ILive Well incentive amount = $3.750 

0 

I f  you do not maximize your Company contributions and, as a result, do not reach the I R S  limits, 
you can also make contributions directly to your I-ISA by personal check mailed to Mellon until  
the total contributions madc to your USA reaches the applicable IliS l imit  for the year. Although 
not made OJI a pre-tax basis, thcse contributions should be deductible on your federal income tax 
return 

Moiith!i~ determiria tion of applicable cotitribittion limit: 
Your eligibility to contribute to an I ISA Tor each month is generally determined by whether you 
have HDI-lP coverage on the fitst day of  the month Your maximum contribution for the year is 
the greater of: ( I ) tl7e full conlrihutron. or (2) the pro rated ainotrnt The full contribution is the 
maximum annual Contribution for the type or tlDI-iP coverage you have on December I The pro 
rated amount is 1/12 of the maximum annual contribution for the typc of HDHP coveragc you 
have times the number of months you have that  type of coverage. I f  your contribution is 
greater than the pro rated amount, and you fail to remain covered by a high-deductible 
health plan for tlic entire following year, the extra contribution above the pro rated 
amount is included in  ineonie and subject to an additional 10% tax. 

Sppci[iI rule f ~ r  ittarried iiidividuals: 
I f  either you o r  your spouse has fkmily HDHP coverage, then you both are treated as having only 
tilat family HDI-IP coverage. The IRS HSA contribution limit calculated under this special rule 
is ;I joint l imi t .  which is divided equally between you and your spouse, i f  you both ate HSA- 
eligible (unless you agree on a different division). So, if either you or your spouse is I-ISA- 
eligible and has family IHDl-lP coverage, your and your spouse's combined contribution l imit  is 
[lie annual l imi t  for individuals with family HDIHP coverage (55.950 for ZOOSj.. This is true even 
i f  one of you has family f4DHP coverage and the other has self-only HDHP coverage? o r  it'each 
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of you has family HDHP coverage that does not cover the other. Of course, family non-HDMP 
coverage (such as an  EPO, a low-deductible group health plan, a traditional health FSA or access 
to funds in an HRA) on the part of  eilher you or  your spouse that covers both of you makes both 
of you ineligible to contribute to an HSA. 

Only one person can be named as the account holder of an HSA If both you and your spouse 
have qualified H D H P  coverage and would like to make contributions to an HSA, you must each 
have your own HSA. l f y o u  and/or your spouse are eligible to make catch-up contributions, you 
may each contribute your catch-up contribution to your individual HSA. 

Rollover froin another HSA: 
You may have more than one HSA and may contribute to any o r  all of them as you choose. You 
can roll over litnds from another HSA into the HSA provided through your Duke Energy 
employment, and the amount of the rollover will not count toward your applicable annual 
contribution limit. Refer to the w\yw.hsan~ember,com Web site for additional information on 
rollovers. 

PLEASE NOTE: The IRS annual contribution limits apply to total contributions made to 
any and all HSAs for which you are the account holder, not just the HSA to which you 
make pre-tax contributions via payroll deductions as a Duke Energy employce. I t  i s  your 
responsibility to be mindful of the IRS limit applicable to you as you are making 
contributions. I f  you exceed the IRS limit, you may find you owe additional taxes and 
pen a 1 ties. 

If contributions to your HSA exceed the uniiiral IRS maximum: 
Mellon does not track whether you have individual or family FIDHP coverage and does not limit 
your H S A  contributions accordingly. For 2009, Mellon will accept contributions up to $6,950 
(the maximum family contribution for the year, plus the maximum catch-up contribution). I t  is 
VOIJR responsibility to make sure your contributions to your HSA do not exceed your own 
applicable IRS maximum l i m i t  for the year. If they do. you may withdraw those cxcess 
contributions and any  associated earnings from your account by your fedeial income tax filing 
deadline (April IS for most employees). You will have to pay ordinary income taxes on the 
excess contributions and any associated earnings you withdraw but no penalty tax. If  you fail to 
withdraw any excess contributions by your federal income tax filing deadline, they and their 
associated earnings are subject to ordinary income taxes plus a 6 percent excise tax. Contact 
Mellon directly at877-484-5029 i f  you have a question about the amount you have contributed 
for the year. 

Growing your HSA - Enrtlitigs 

Intere.~t: 
The amount in your FDIC-insured H S A  checking account earris interest at an annual rate of 
0.500 percent’. Interest accrues daily and is posted to your account on the last business day of 
every month. Your HSA checking account will continue to accrue interest as long as any funds 
remain in your H S A  checking account, cven i f  you no longer contribute to your HSA, participate 

i 0 500 peicenr Aniiual Permilage Yield (APY). iiilercst ia tes arc subjccl lo change periodically 



in the HDJ-IP option, or have terniinated employment with Duke Energy. Your HSA can grow 
with interest tax-free, year after year, without limit. 

- 
Fund Category Itivestment Fund Ticker. - 
Money Market Dreyfus Cash Mgmt Plus - lnvestor SHS DCVXX 
Interm ed iate-Term Bond Calvert Inconic Fund Class A CFICX 
Short-Term Bond Calvert Short Duration Inc Class A CSDAX 
High Yield Bond FANYX 
Short Government Goldrnan Sachs Short Duration Govt CL A GSSDX 
World Bond Templeton Global Bond Class A TPINX 
Mid-Cap Growth American Century Heritage Class A ATHAX 
L a g e  Blend Dreyfus Appreciation Fund DGAGX 
Large Value D r e y h s  Premier Strategic Value Class A DAGVX 
Diversified Emerging Fidelity Advisor Emerging Mkts Class A FAMKX 
Ma rli e t s 
Mid-Cap Blend Gabclli Asset Fund Class AAA GABAX 
Large Growth MFS Aggressive Gwth Allocation Class A MAAGX 
Foreign Large Growth Marsico Jntcrnat’l Opportunities MJOFX 
Foreign Large Blend MFS Research ln t l  Class A MRSAX 
Small Growth Fidelity Advisor Small Cap Class A FSCDX 
Small Blend Keeley Small Cap Value Fund KSCVX 
World Stock Mutual Series Mutual Discoverv Class A TEDlX 

Fidelity Adv High Inc Advantage Class T 

Investing your account balance: 
When your HSA checking account balance reaches $2,000, you may invest all or  a portion of the 
balance in excess of $2,000 in any of the 20 mutual h n d s  listed below. The investment choices 
available to you are from well-known fund families. Your choices include multiple equity, 
balanced, and fixed income options. The initial minimum investment in each fund is $ 1 .  
Whatever portion of your HSA account balance you choose to invest in mutual funds will be 
transferred from your ]?SA checking account to your HSA investment account. 

Moderate Allocation 
World Allocation 
Real Estate 

Fact sheets, prospectuses and historical performance information for all funds are available 
online at www.hsameniber.com . 

American Century Strat Alloc Class A 
IVY Asset Strategy Class A 
7 Rowe Price Real Estate Fund Adv CL 

ACVAX 
WASAX 

I PAIIEX 

For inore information about investing your account balance: you niay log on to 
Mnvw.hsamembcr.coni after you have establishcd your HSA 

Vesting 

I f  you lcavc Duke Energy. you take your HSA with you. You may continue to make tax-favored 
contributions to your  I ISA as long as you meet IRS requirements, including participating i n  a 
high-tleductible health plan. until yoti bccoine enrolled in Medicare You may continue to make 
tax-favored withdrannls li-nni your 1 I S A  for eligible health care expenses at any time. even if 
yoti are no longel eligible to make contributions. 
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You are always 100 percent vested in your entire HSA account balance, including Company 
contributions, your contributions, other contributions made on your behalf, intercst arid any 
investment earnings. Your HSA account balance is yours to spend as you see fit, just  as if  it were 
a personal checking account. In the event o fyour  death, your remaining account balance is 
transferred t o  your spouse, other designated beneficiaiy or estate. If your MSA is transferred to 
your surviving spouse, then your spouse becomes the account holder of the HSA and the transfer 
is not taxable. If  your HSA is transferred to  a designated beneficiary other than your surviving 
spouse, then the HSA ceases to be an HSA and an amount equal to thc fair market value of the 
account assets as of  the date of  your death is includible in the beneficiary’s gross income (or, if 
the beneficiary is your estate, includible in your gross income for the year in which your death 
occurred). A non-spouse beneficiary (other than your estate) may reduce the includible amount 
by the amount of  any payments made from the HSA for eligible health care expenses incurred by 
you before death, but only if the payments are made within one year after your death. The 
beneficiary may also be entitled to a deduction for estate tax attributable to the amount included 
in income. 

Estirbtisliing your HSA: 

When you clect to participate in the HDHP option, you may elect to establish and contribute to 
an HSA. 

Here ’s hon~: 
On the Your Benefits  resource^^ (YRR) Web site, you will specify the pre-tax dollai amount 
that you wish to contribute to your HSA for the year. 

When you reach the Confirmatioil page on the YBR Web site, during the annual benelits 
enrollment process you will see “You chose to contribute to the Health Savings Account; 
activate it  here.” When you click on “activate it here.” you will be taken to a Mellon Web site 
where you can activate your HSA. 

Alternatively, if you cstablish an I-ISA outside of annual benefits cnrollmcnt, you will receive 
information about activating your account from Mellon by mail. ?-his information outlines an 
electronic method as well as an alternative paper-based method. 

Please Note: 
9 You should activate your HSA as quickly as possible This allows you and Lhke  

Energy to contribute to your account and will authorize Mellon to issue you a debit 
card and debit card PIN so you can begin using your account. 

9 Activating your HSA online with Mellon during the annual benefils enrollment 
process is the fastest way to ensure that your account is ready to receive contributions 
in time for your first payroll deduction. 

P If you do not activate your HSA by accessing the Mellon Web site. you must 
complete a paper process to activate your account 

> I f  your HSA is not activated within 60 days. your prc-tax payroll deductions will be 
returned to you less applicablc lases, and you will 1101 rcccivc any Duke Energy 
contributions (except for any applicable Live Well incentive amount, which Duke 
Energ!‘ will thcn contribute to an I-ICSA for ~ o u ) . .  

1 3 



P If Duke Energy contributed a Live Well incentive amount to an HCSA for you 
because you did not establish your HSA during annual benefits enrollment, you are 
not eligible to  establish an HSA at any point during the plan year, even though you 
are enrolled in the HDHP option, because you cannot contribute to an HSA and have 
access to funds in an HCSA at the same time. 

After you activate your HSA, you will be mailed an HSA welcome kit along with a signature 
card and beneficiary designation form to return to  Mellon. The signature card must be returned 
to receive a checkbook from Mellon and for you to be able to write checks from your HSA. 

Once you return the signature card, Mellon will issue you an F-ISA checkbook. 

2lJsing your HSA: Making witlzdrawals 

After you activate your HSA, Mellon will send you a debit card that you may use to make 
withdrawals from your checking account anytime you have funds available After you complete 
and return a signature card, you will also have a checkbook that you may use to access funds in 
your account. 

The  I-ISA debit card and checkbook generally work like those for a personal checking account, 
except that the debit card will work only where eligible health care expenses can be purchased, 
such as pharmacies and doctors’ offices. Be sure that your checking account has  a sufficient 
balance to w v c r  your transaction, or you may be subject to overdraft fees (see HS.4 Accoztni fees 
and expenses, page 19). If you do  not have enough money in  your IISA checking account to 
cover an expense, but have sufficient funds in your HSA investment account. you can transfer 
money back to your HSA checking account and then pay for the expense. 

Although you do not need to submit receipts to get withdrawals from your HSA, be sure to keep 
them 10 document your eligible health care expenses. (See Tax records nnd repor/itTg, page 17.) 

You can access funds in your I-ISA at  any time, but you are no1 required to take withdrawals 
from your HSA You may choose to let the funds build a reserve in your account for current and 
future health care expenses as the f inds  accumulate tax-free, year after year. Keep all your 
receipts for eligible health care expenses. You may receive reimbursement i n  a future year for 
an expense incurred in a previous year i f  you have receipts to substantiate your withdrawal (in 
the event of an audit) and i f  you had already established your I ISA at the time the expenses were 
incurred. (See Mmugingyozo- HSA on page 17) 

You must keep documentation (such as receipts) with your tax records suflicient 10 show that:  
F The withdrawals were exclusively to pay or reimburse eligible health care expenses 

F The eligible health care expenses had not been previously paid or reimbursed from 
another source, and 

. -  
Y I-he eligible health care expenses had not been taken as an itemized deduction on your 

income tax return in any year. 
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Eligible ltealtli care expeiises: 
Withdrawals from your HSA to pay for eligible health care expenses incurred after your HSA 
is established are tax-free even if the expenses are not covered by the HDMP. This includes 
expenses incurred by your eligible dependents even if those dependents are not covered under 
your medical plan or by a high-deductible health plan. Listed below are some examples of 
eligible health care expenses. Please nlso refer IO IRSpublicaiion 502 avnilnble nl wivw.irs.gov 
fbr niore delailed [islings of eligible and rroneligible expenses Note: The list of eligible expenses 
includes ( I  wide range of iteinr and services, including some [hat niay not be covered by your 
HDHP option. 

Acupuncture 
Ambulance expenses 
Art i fi c i a I teeth 
Chiropractors 
Christian Science practitioners 
Deductibles under your o r  your eligible dependents’ health iiisurance coverage 
Dental treatment 
E,yeglasses 
Fertility enhancement 
Hearing aids 
LASIK eye surgery 
Long-term care insurance (up to certain limits) 
Medicare deductibles 
Mileage and certain other travel costs related to medical care 
Nursing homes 
Out-of-pocket medical expenses not paid by your current medical plan (hospitalization, 
lab and x-ray services. office visits and prescriptions) 
Orthodontia 
Orthopedic shoes 
Over-the-counter medicines 
Oxygen and equipment 
Podiatry 
Prescription drugs 
Prosthesis 
Smoking cessation programs 
Telephones and television for the hearing impaired 
Vitamins ( i f  prescribed) 
Vaccines 
Weight loss programs 
W 11 ee 1 c h a i I s 
So me pre in iu m s i ncl ud i n g  
o Medicare coverage (Part A, Part B. Part C and/or Part D premiums for you. your 

spouse, or  dependents) 
o COBRA coverage 
o Long term care coverage (up to c,ertain limits) 
o I-lealtli coverage if you are receiving federal or state unemployment benefits 
o PI ...IC. ASE. NOTE.: Payments for health insurance premiums or  coverage contributions 

roxbar-d self-fiincled health coverage such as that offered to employees and retirees by 
Duke Energy arc not reimbursable from a n  HSA.  

1.5 
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Examples of expenses that are not eligible health care expenses and thus payment of which does 
not qualify for tax-free withdrawals include: 

Advance payment of future medical expenses 
Athletic club membership 
Cosmetic surgery 
Electrolysis or hair removal 
Hair t ran sp I ant s 
Premiums for coverage to supplement Medicare 
Over-the-counter vitamins and nutritional supplements 
Special foods or  beverages 
Teeth wh i ten i ng 
Any expenses incurred by your domestic partner (unless recognized as your tax 
dependent for federal income tax purposes) 

You can access the funds in your HSA via the Melton Web site ~ ~ ~ ~ . l i s a n i e m b e r . c o m )  even 
after you terminate employment with Duke Energy or  are no longer eligible to contribute to your 
H S A  (such as if you are no longer enrolled in a high-deductible health plan), and you may 
continue to get tax-free withdrawals for eligible health care expenses until your account is 
depleted. 

The money in your HSA is yours lo spend as you see fit. However, the timing and purpose for 
each withdrawal will determine whether yoti receive the money tax-free or will have to pay 
income taxes and possibly an additional penalty tax on the withdrawal. 

Withdrutvril.s for:  
o Eligible lierrl~li crirc espcnAees (see page I .5) for you and your elrgible dependenls are 

r r l~o~i , y s  t i is:  free 
o Notieligible expenses after you reach age 65, become disabled* or die are subject to 

ordinary income lases 
o Notieligible expenses before you reach age 65, become disabled* or die are generally 

sub.ject to ordinary income t a x c s p h r  a I O  percent penalty tax 

Keep in mind, tax-free withdrawals arc available for all eligible health care expenses incurred by 
your eligible dependents after your FlSA is established, even if those dependents are not covered 
under the Dulie Energy-sponsoi-ed IHDHP option. For example, i f  your spouse is covered by his 
or her employer‘s health plan.  you may use your HSA to pay the costs of copays, deductibles and 
c,oinsui-ancc iinder [hat plan \\ ith tax-rree dollars. 



Tux records and reporting: On contribu/ions 
Your Duke Energy W-2. form will show total Company contributions to your account for the 
year as well a s  your contributions through payroll deduction. As long as these contributions were 
made when you were eligible to contributc to an HSA, these aniounts are not taxable to you. By 
May 1 each year, Mellon will send you IRS Form 5498-SA showing total contributions to your 
account for the preceding tax year, including Company contributions, payroll deductions and any 
other contributions sent directly to Mellon on your behalf. 

Tax records ~ n d  reporting: On distributions 
By January 3 I following any year in which there are withdrawals from your HSA, Mellon will 
issue you an IRS Form 1099-SA showing the total withdrawal amount for the year. Total 
distribution and contribution amounts are available at any time, for both the current and prior 
calendar years, on the Mellon Web site (www.hsamember.com ). 

After you have electcd to contributc to an t lSA and activated your account (see also Estoblishing 
J~ozwHSY, p g e  13). you have access to the Mellon HSA Web site (www.lisamember.com ) 
wheie you can learn more about your HSA.  On your first visit to the Mellon HSA Web site, you 
will need to register a usel ID and password. The Mcllon HSA Web site gives you secure access 
to your HSA account information. updated daily, and allows you to. 

3 Re-order statements or checlts 
& View mutual fund performance in formarion 
3 Make investment elections 
3 Sei alerts to be notified (via a personal email address. phone, text message, etc.) if your 

account balance reaches a certain level or i f  a transaction processes 
9 Generate reports of tiansactions 
> Get answers to your questions 

The Mellon H S A  Web site continues to be available lo you if your employment wi th  Duke 
Energy conies to an end. 

Blue Cross Blue Shield ofNorth Carolina has also inade it easy to track pour eligible health care 
expenses in one place using the My NSA Account tools available on the RCBSNC websitc. 
\~w\~~.hcbsnc.coni/nieinbers/duhc-ctier~~ click on A4emher Services. This site is populated with 
your Mellon ClSA account balance intbrniation on a daily basis so your medical claims, HSA 
balance and transactions can all be viewed in one place 

This site also allows you 10 conveniently l ink  your HSA withdrawals to medical claims. By 
using this feature evcry time you make a wihdrawal  from your HSA,  you can conveniently tie 
witlicirawals rrom yout- HSA to a specific medical claim or expense to assist with record keeping 
atid tax reporting. You can also add infotination about other eligible liealtli care expenses paid 
Froin your 1HSA such as dental, pharmacy, and over the counter expenses to again enable you to 
conveniently l ink them to a n  HSA withdrawal. You can generate reports of your withdrawals 
and the associated expenses quickly and easily. l f  you do not use this feature3 you will need to 
ni:sniinlly keep records of your expendi tures .  
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Online tools urd  colculotors: 
You'll find convenient online access using the My HSA Accozrnl tools to: 

h View a summary of your Medical Plan benefits and covered dependents 
> View your medical claims and expenses 
h View your HSA account balance and transactions 
> Link your HSA transactions to your health claims to assist with tax reporting 
P Generate HSA contribution and withdrawal tracking reports 
h Access various planning tools, tips and resources 

Medco manages the pharmacy portion of  Duke Energy's HDHP Medical Plan option. To learn 
more about the cost o f  a medication and the most cost effective means to purchase your 
medications, log on to www.mcdcohealtIi.com. then select Price CI Mehculron. This will provide 
information about what your estimated cost €or a particular medication would be at retail vs. mail 
order as well as any additional information related to the particular medication that may apply 
Re sure to also check the M j  Rx Cl7olces tool to determine if there may be a lower-cost option 
for the medication that you may wish to discuss with your doctor. 

As noted above, an amount withdrawn from you1 HSA related to a pharmacy expense will 
appear when you log on to vmw.hsamembcr.com and review your account balance. Again, i f  
you wish to capture detail about a tion-BCBSNC withdrawal i n  one place, you can add this 
information on the BCBSNC Web site as described above. 

PI8 on e assistatwe: 
You may access your HSA information 24 hours a day through interactive voice systems. You 
may also speak directly with a representative Monday through Friday (except national holidays), 
during applicable business hours at: 

877-484-5029 (Mellon) Sam - 8pm EST - for questions about your I-lSA account 
eligibility. contributions; withdrawals, balance inquiries. investments options. taxation, 
rollovcrs, transfers, etc. 

888-554-3202 (BCBSNC) Sam - 9pm EST - for questions about the I-1DWP option and 
your medical claims 

800-987-8361 (Medco) 24 hours a day - for questions about your pharmacy claims under 
the HDI-IP option 

888-465- I300 (niyI-1R Service Center) Sam - Spin EST - for questions rclated to 
eligibility. your elections, 01 changing your HSA pie-tax contribution amount 

Ascisfurice by ntrril: 
You will receive monthly statements by mail from Mellon summarizing your I-ISA account 
activity. i tic I ud ing : 

o Contributions 
o Withdrawals 
o Fecs, as applicable 
o Intercst/investment earnings 

http://www.mcdcohealtIi.com
http://vmw.hsamembcr.com
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You will also receive the annual statements described above for tax filing purposes. 

Docunierrt your rviiltdrnwals: 
Although you are not required to submit documentation at the time you make an HSA 
withdrawal (an advantage over health care spending accounts), it is essential that you keep all 
receipts and other documentation of withdrawals from your HSA.  You -not  Duke Energy, 
BCBSNC or Mellon - are responsible for proving that tax-free withdrawals from your account 
were made for eligible health care expenses. If  you are audited by the IRS. you will need to 
substantiate every withdrawal to confirm that i t  received ihe correct tax treatment. 

HSA account fees arid expenses: 

Mellon automatically deducts certain fees from your account. All deductions will appear on your 
online account records and your monthly account statement. 

Set lip fee:  
All account set up fees are waived for Duke Energy accounts. You may see a $ I 5  fee referenced 
on the Mellori Web site. Pleasc be aware that it is not applicable. 

Morithly clreckitig account rnninlenance fee: 
If your mernge mon~hly account balance is $ l , O O O  or  less, it is subject to a monthly $3.50 fee 
that will be autoiriatically deducted from your account. When your average inontlily balance 
exceeds $1,000, no monthly tees will be assessed. 

Insufficient halnrrce,fee: 
In the event that your I-ISA balance is insuff?cient to cover a cliec,k you issue, your account wilt 
be assessed an overdraft fee of $25. Ifyour hulnnce i.s insuflificieiit lo cover an IdSA &bil cord 
[ronscrction, the entire trnnsnclion wiI1 be declined 

I n  vestriien t ~ c c o i i  ni fees : 
When you elect to invest some or all of the portion of your I-ISA balance in excess o f  $2,000 
among the available investment options, the following types of fees will apply to amounts held in 
your investment account. 

Account maintenance fee 1 $2.90 / inonth 
Asset rnanaeenient fees I $0 

__ __ 
$0 

I ransaction fees 

- 

All fees are subject to change. 
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KING THE DECISION: 

This booklet is designed to give you details on how the HDHP option and HSA work. Here are 
some suggestions on steps to take as you consider what options might make the most sense for 
you and your family: 

I I Do the research: What types of medical services do you and/or your covered dependents 
typically use during a year? What types of claims did you file this  year? How about next year; do 
yori expect any changes in  medical coverage needs? 

2. Review your Medical Plan options: Take a look at how each of your Medical Plan options 
work (including any plans that might be offered through your spouse’s employer). What are the 
deductibles, copays, coinsurance levels and annual out-of-pocket maximums? What are the 
annual employee contributions? 

If you elect the HL3I-E’ option and establish an HSA, then later determine that the HDIIP option 
is not thc best option to meet your needs, you may change youI Medical Plan option election 
during a future annual enrollment or upon a qualifying mid-year status change (such as birth, 
marriage, or divorce). Recall that to contribute to an HSA you must be enrolled in a high- 
deductible health plan; however, you may continue to access the funds in your I-1SA even if you 
are no longer eligible to contribute. (See U s i n g ~ ~ o t ~ r  HSA - Muking wilhdrmvnls on page 14.) 

3 Consider how the HDHP option with an HSA fits into thc mix: Pay special attention to the 
lower employee contribution cost. the Company contribution< you would receive to your I-ISA, 
and the opportunity this option gives you to save and invest tax-free dollars to help cover current 
and future out-of-pocket health care expenses, including health care costs i n  retirement. 

4. Do the niath: Think about how your expected medical costs for next year would be covered 
tinder each pian. Dc sure to look at your totnl out-of-pocket cost.r for each plan - copays. 
deductibles, coinsurance, your employee conti ibutions for coverage and any I-ISA contributions, 
including Company contributions. And remember - money in your HSA is yours to keep and can 
grow tax-free year over year. The Medical Expense Estiniator tool on the Your Benefits 
Resources (YBR) Web site during your enrollment period enables you to compare your 
estimated total out-of-pocket costs under each of Dukc Eticrgy’s Medical Plan options. 

5.  Try these online resources for more help in making a decision: 
~ww. h sa tm ern ber.co m or ww . bc bsn c . com /ni en1 bcrsld u k e-en e r w /  (C I ic k o t i  HDlP-f lSA) to 
learn more. On these Web sites, you can read about the tools available to help you lcarn about 
I-ISAs, their tax advantages. how they work. and more. 

6. Othcr online resources/Web sites: 
wwv.ustreas.pov/ot~~ces/public-affail-s/lisa/ with information on: 

3 All Treasury Department guidance 
3 Frequently asked questions 
3 IRS forms and publications 
3 HSA status 
3 Examples of tax savings from I-ISA contributions 
3 And more. 

20 



Case No. 2009-0020* 
STAFF-DR-01-(.)39 i Page 409 of 1661 

http://www.ustreas. gov/offices/pu blic~-affairs/lisa/pdf/HSA-Tri-fold-engl ish-07.pdf 
A short two-page summary of HSAs (Note: This is the 2008 version of this posting) 

hnp://www.ustreas.gov/offices/public-affairs/hsa/pdf/all-aboiIt-HSAs 072208.pdf 

Health Savings Accounts vs. Health Care Spending Accounts: 

You may have previously participated in the Health Care Spending Account (HCSA), to 
accumulate tax-free dollars to help cover out-of-pocket eligible health care expenses. Due to the 
tax advantages offered by both HSAs and HCSAs, the IRS does not permit you to contribute to 
both. Here is a brief comparison of  the key differences. 

Your year-end 
balance 

If you Icave Duke 
Energy 

Mid-year changes 

Expense 
documen tation 

sponsored HDHP option to contribute 
to a HSA on a pi-e-tax basis via payroll 
deductions. 
You don’t have to use your entire HSA 
balance each year. Whatever you don’t 
use continues to accrue interest or 
investment earnings and rollover year 
after year. 
You can take your HSA with you if you 
change employers Any balance 
retnaining upon your death will be 
[ransferred to your spouse, other 
designated beneficiary or  estate 

You can make mid-year changes to 
your  contribution election at any tiine. 

You don‘t nced to submit receipts to 
titkc a wirhdrawnl front your account. 
NO‘PE: Ifrcquested. you niust submit 
teceipts to the Internal Revenue Service 
(IKS). 

You don’t need to be entolled in 
a specific (or any)  Duke Energy 
Medical Plan option to 
contribute to a HCSA. 
You must spend the entire 
balance of your I-ICSA each year 
or you forfeit whatever remains 
at the end of the year. 

You can’t take your HCSA with 
you i f  you change employers, 
but you may be able to start a 
new account at the new 
employer. You may also he ablc 
to elect COBRA continuation 
coverage for your Duke Energy 
HCSA for the remainder of the 
plan year in which you leave 
Duke Enerw. 
You can‘t m k e  mid-year 
changes to your contribution 
election; escxpt in limited 
circumstances (for example. a 
chanee in familv status). 
For most situations. you must 
provide reccipts to request 
rei ~n bursenmit for your e I ig i ble 
hcalth care expenses. 

http://www.ustreas
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No auto-reimbursement option. You 
decide when you incur an eligible 
health care expense if you prefer to use 
funds available in your HSA or if you 
prefer t o  save those fiirtds for later and 
pay from your pocket. 

Ala to- 
reimbursemen t 

Auto-reimbursement feature is 
an option where your claims can 
automatically be reimbursed to 
you once UMR has been notified 
by the carrier feeds that a claim 
has occurred. 

Additionally: 

Duke Energy seed 
money and 
rn a ! cli i n g 
contributions 

Dulte Energy Live 
Well 
contributions 

Interest and 
investment 
earnings 

Annual 
enrollment 

uke 

Duke Energy will contribute seed money 
3nd matching contributions to your HSA 
up to a maximum of $1 ,000* for 
Individual HDHP option coverage o r  up 
to $2,000" for Individual + S p o u s e D P ,  
Individual + Child(ren) or  Individual + 
Family HDHP option coverage You 
can contribute u p  to the applicable IRS 
maximum of $3.000 or  $5,950 for 2009. 
A n  additional $1,000 may be conttibuted 
by those who are age 5.5 and over during 
2009. 

*Seed money and matching 
contributions combined 
Those who earned a Live Wcll rcward of 
up to $200 for the 2007-2008 cycle that 
ended June 30, 2008 will have thcir 
incentive applied to the HSA. 

Interest is credited to your HSA 
checking account monthly. You may 
also choose to invest a portion of your 
balance in mutual fund options, once you 
establish a minimuni chccking account 
balance. 
Once established, there is no need to re- 
enroll. However, you will have to 
participate in the HDI-1P option under 
Duke Energy's Medical Plan to make 
pre-tax payroll contributions to the HSA 
via Duke Energy. 

x 

Duke Energy does not 
contribute to your HCSA 
(unless you have earned a L,ive 
Well reward - see below) You 
can contribute up to $5,000 on 
a pre-tax basis for 2009. 

Those who earned a Live Well 
reward of u p  to $200 for the 
2007-2008 cycle that ended 
June 30, 2008 will have their 
incentive applied to the I-ICSA. 
Your account does not earn 
interest and docs not offer 
investment options. 

You must re-enroll each year to 
participate i n  the HCSA. 
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Medical Plan Benefits 

Standard Out-of-Area (OOA) option 



Inside you will find: 
. SECTION 1: Duke Energy Medical Plan-General Information 

. SECTION II: 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 P l m  
General In formation 
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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 
coveiage 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 amcnd or terminate the Medical Plan. 

The attached Medical Pian booklets and summaries of benefits describe your 
Medical Plan benefils. applicable deductible, co-pay and co-insurance 
infoimatiori. 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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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 

I f  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:OO a.m. to 8:OO p.m., Eastern Time. Information is also available 
through the \’OUT Benefits ResourcesTM (YBR) Web site at http://resources.hewitt coni/duke- 
energy . 

Eligibility 

Eligible Employces 

Generally, you are eligible for coverage under the Medical Plan on your first day of active work 
as a n  eligible employee (provided you enroll within 3 I calendar days of the date you become an 
uligible 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 Eneigy company that is 
parlicipating in the Medical Plan (collectively referred to with Duke Eneigy as the “Company”) 
and you must be classified by your Company as a: 

0 Regular employee; or 

Fixed-term employee 

Generally, you we 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 foi, a 
specifically defined time frame, duration of a project (usually one year or less), until services are 
110 longer needed. or un t i l  the work goes away. 

You are nut eligible IO participate i n  the Medical Plan if you are: 

e a non-resident alien with no U.S. source income. 

0 not on a U S payioll of the Company; 

covci ed by a collective bargaining agreementt unless the collective bargaining D 

agteeinent i n  effect expressly pi.ovides for partic,ipation in the Medical Plan (a 

http://resources.hewitt
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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 throiigh any means, including an 

0 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 Conipany 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 Conipany‘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 U S domestic assignment 

instead, YOLJ will be eligible t o r  the Medical Plan’s special international assignment coverages 
These coverages are described i n  a special booklet and not in  the Medical Plan’s General 
Information booklet or the other Medical Plan booklets. 

Eligible Retirees 

If your employment teirninates 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 thal offers access to retiree coverage under 
the Medical Plan; and 

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

C:ontact the myl-1R Servicr Center if you want to knon if a particular Company offers access to 
retiree coverage undci the Medical Plan 

If your Company employment terminated belore January 1 ~ 2009, your 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 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 illedical Plan - Eligible Relirees and Mid-Year Coverage Changes €or additional 
infonnat ion. 

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: 

D pour eligible spouse 

your eligible doinestic partner‘ 

D 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 “coininon law marriage ’’ 

Generally, for health coveiage of a taxpayer’s spouse to be tas-free to the taxpayer, the spouse 
must be recognized as such under appticablc state law, Ivhich may include “common law 
marriage,” and the spouse must meet [he federal tax reqiiireinent of being a person of the opposite 
sex who is the taxpayer’s husband oi 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 Energy Corporation, a North Carolina corporation, (2) was employed 
by Duke E,nergy 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 affiliatcd with (or lias bceti designated as Iiaving been affiliated with) Duke Energy 
Corporation, a North Carolina corporation, immediately prior to such merger. 

employment with Cinergy Corp and its affiliates prior to [lie merger of Cinergy Corp. and Duke Energy 
Corporation, a North Carolina corporalion. ( 2 )  was einployed by Ciiiergy Corp and its affiliates 
iriimediately prior to such  merger, ( 3 )  was hired following sucli merger by a payroll company that was 
affiliated with (or Iias been designated as Iiavin@ been affiliated with) Cinergy Corp iininediately prior to 
such merger or (4) was hired by Duke E.nergy Business Setvices. L.1L.C oil or after July I, 2008 at a work 
location such that he or slie would Iiavc bceri eniploved by Duke E.nergy Shared Services. Inc i f  he or she 
was hired to work at such location imincdiately prior lo Ju ly  I .  2008 and lie or she is so designated as 
L.egacy Cincrgy i n  accordance with rules presrribed by the Plan Administrator 
‘i See Migiblc Re1iree.c for informalion reg;irding eligible retirees‘ ability to elect coverage for a domestic 
partner 
* ,A child of divorced parents will generally be recogiiizcd hy Seclioii 152(e) of the Internal Reveriuc Code 
23s a dependent of both parents for purposes of coverage rrildrr  lie Medical Plan 

When used in tliis booklet, the term “Lezacy Cinergy’‘ refers to an individual who ( 1 )  tenninated 
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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. 

Domestic Partner Eligibility 

If you are an active emptoyee" enrolled in Medical Pian coverage, you can elect coverage for 
your eligible same- or opposite-gender domestic partner. You and your domestic paitner 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 

0 

e 

0 

domestic partnership with anyone else; and 

0 

Child 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 not qualify as a dependent if the 
child has reached age I8 as of the date of adoption or placement for adoption); or 

conservatorship; or 

spouse has coui-t-appointed legal guardianship or managing conseivatorship, who 
is living in your household on a substantially full-time basis, who you claim as a 
dependent lor federal income tax purposes, and with whom you have a regular 
parentichild relationship 

In addition to ineeting the above requirements. a child must also ineet the following eligibility 
criteria: 

e 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 whom you or your 0 

0 Unmarried: and 

0 Pritnarily dependenl on you lor support, and 

L.ess than age I9 if not a full-tinic student. or 0 

1. See Eligible RerireeJ for iiiforniation rcgarding eligible retirees' ability to elrci coverage for a domestic 
partner 

4 
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e Less than age 25 if a full-time student at an accredited educational institution 
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 Any age i t  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-supporl on yotir 
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 lnternal 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. 

An  eligible child can only be covered by one Company employee 0 1  retiree 

Employee and Retiree Couples 

No one may be considered as a dependent of more than one employee or mot-e than one retiree 

Verification of Dependent Status 

You may be required to provide evidencx of dependent eligibility, such  as, but not limited to, a 
marriage license, divorce deci,ee, 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 I9 and each year beyond age 
19. 

To continue coverage beyond age 19 for a child who is physically or mentally incapable 01 self- 
support, you must provide evidence of your child's incapacity to the applicable Claims 
Administrator. The application can be obtained by contacting the myHR Service Centei I You 
may be required periodically to provide evidence of the child's continuing incapacity 

If a Dependent Becomes Ineligible 

I f  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) \vho 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 31 calendar days oftlie loss of eligibility: 

0 The dependent's coverage ends ar rnidniglit on tlie lasl day of the month 
in which tlie dependent loses eligibility IOI coverage, and 

5 
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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: 

e The dependent’s coverage ends at midnight on the last day of the nionth 
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 he or she is no longer covered, 
unless you experience another worWlife event which allows you to 
change your Medical Plan elections), 

e 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 i n  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 undei 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 undei the Medical Plan to 
your ineligible dependents. 

Enrolling in the Medical Plan - EliPible 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. 

If you have questions or need assistance in making your Medical Plan elections, contact the 
myt4R Service Center. 

When you enioll in  the Medical Plan as an eligible eniployec. based on the tfcpendent(s) that you 
elect to cover, if any, your coverage level will be one of the lollowing 

e 1 nd i v i d ua I On I y 
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8 individual + SpouseDomestic Partner 

8 Individual + Child(ren) 

8 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 
(I-IIPAA). you can enroll yourself and your eligible dependents for coverage under the Medical 
Plan during the year iF: 

You or your dependent had other coverage under anothcr 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. 

8 

8 

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

8 The other coverage was: 

Under a federal continuation provision (COBRA) and the continuation 
period for the other coverage was exhausted (COBRA covcrage 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 misrepi,esentation).) 

Not under COBRA and the other coverage terminated as a result of ( 1 )  
loss of eligibility (such as loss of eligibility due to legal separation, 
divorce, death, termination of employinen! 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 ljiled to pay timely 
conkibutioris, or for cause (such as [?ling fraudulent claims). 

I f  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 dcpendcnt through marriage, birth, 
adoption or placement for adoption, you must enroll within 31 calendar days of  the event 

7 



Otherwise, unless a subsequent worMlife event giving rise to a mid-year election change occurs 
(see Mid-Year Coverage C17anges), 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 tor 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 pour termination or in a subsequent plan year, you must reenloll as a 
new employee. 

Enrolling in the Medical Plan - Elipible Retirees 

When You Are First Eligible 

If you are an eligible retiree as described in  Eligible Relirees, 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 depcndent(s) that you 
elect to cover, if any: your coverage level will be one of the following : 

Individual Only; 

e Individual + Spousett; 

Individual + Child(ren); or 

e 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 contacting thc 
niyHR Service Center. 

I f  you have any questions or need assistance in making your enrollment elections. contact the 
mvl-lR Service Center 

'i See f l igible /iriiiee.s for information regarding your ability to elect coverage for 3 domestic partner 

8 
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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 31 calendar days of a worWlife event for 
which mid-year election changes are allowed. 

Please refer to Dirriiig Anriiraf Enrollment and Mid-Year Coverge Chonges for additional 
in format i on 

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 10 drop or add eligible dependents. 
This is “annual enrollment .* You will receive information and instructions each fall about annual 
enrol I ment . 

Hf 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 
temiinates, you may reelect retiree coverage, however, unless you were represented by IBEW 
1347, IBEW 1393, USW 120.19, USW 5541-06 or UWUA, you will not receive additional 
service credit foi 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 

I f  you are an active employee, you and the Company share in  the cost of mcdical coveiage 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 you1 pay on a pre- 
tau basis each pay period Because your contributions are taken as deductions on a pre-tau basis, 
they are not subjecr to federal inrome, Social Security and  most stairs inrome [ayes 
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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 i s  subject to applicable tries 

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 Ehployees 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 i t  is medically inadvisable for you to 
attempt to meet thc requirements for the non-tobacco user discount), you may still apply to 
receive the discount by providing these two items 

I I A written statement from yous (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 niedically 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. Eithet, ofthe following: 

A written statement from the recommcndcd 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 wrilten certification from 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 pt'ocedure, a new physician's 
statement and a new tobacco cessation program's statement will bc required each year In order 



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(s1 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 coveragc, either in the 
form of subsidized monthly coverage under the Medical Plan or Health Reimbursement Account 
benefits. Inforination 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 satisrying all 
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 conti ibutions 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 retii,ec medical coverage and will be 
responsible for paying the full cost of any retiree coverage you elect under the Medical Plan, 
unless you are iepresented by IBEW 1347, IBEW 1393. USW 12049, USW 5541-06 or UWUA, 
in which case the rules directly above for individuals hired beforc January I ,  2009 continue to 
apply to you. 

I f  you are rehired on or after January I ~ 2009 and you subsequently terminate your employment 
with tlie Company as an eligible retiree, you will be eligible for a Company contribution towards 
the cost o f  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 ai the time 
of your previous termination: you will be treated as a new hire and will be responsible for paying 
tlie full cost of any retiree coverage you elect. The rules describcd i n  this paragraph do not apply 
to individuals iepresented by IBEW 1347, IBEW 1393. USW 12049, USW 5541-06 or UWUA. 
If  you are represented by one of these unions, the rules directly above for individuals hired before 
January 1 ~ 2009 continue to apply to you. 

I 1  



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 pa:'ments, when they are due and where they 
need to be sent. 

* 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 Debil 
Aurhorization must be completed and returned to the myHR Service 
Center. 

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

* 1.f 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 myHR Service Center 

Termination of Coverage for Non-Payment 

Your coverage will be terminated for non-payment if: 
0 you do not make the required payment in full for two months, or 

you call the myHR Service Center to indicate the payment is being sent, but i t  
e you are two months behind but have been sending in partial payments, or 

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 froin the date printed on the Confirmation of Coverage statement, however. 
past due contributions niust be paid in ful l  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 LO be billed 
and miis[ be paid 

When Coverage and Contributions Begin 

When you make youi Medical Plan elections as a newly eligible employee or ictiree. coverage 
begins on the date you become eligible (assuming h a t  you make your elections within 31 
calendai days of becoming eligible) Deductions for your conti ibutions (or payment foi 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 cligibility for coverage Specific information about these “worMIife” 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 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 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 I f  n Dependent Becomes Ineligible for information about the 
conseqiiences of failing to not i6  the myHR Service Center within 3 1 calendar days of a loss of 
eligibility 

I f  you are eligible to niake changes. the elections you make must be consistent with and on 
accoun[ of the worMlife event 

Below is a list of some worldlife 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 tinder 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 

e The nuinbei of your eligible children changes 

you have, 01 adopt, a child 

you become the legal guardian of a child 

yout child gains or loses eligibility lor coverage under the Medicd Plan 
(foi examplet your dependent child niarries or turns I9 and i s  not a full-. 
time studenr) 

13 
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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’ m 

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

There is a signitkant inciease or decrease in the cost of coverage under the 0 

employer plan in which you1 dependent participates 

0 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 wot ldlife event within 3 1 calendar days ofthe event 

Election Change 

Start or increase coverage 

DecrGse or stop coverage 
(your elective decrease or 
coverage termiiiation)** 

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

Coverage 

Coverage changes on the day 
the worldlife event occurred 
(Event Date) 

Coverage changes on tlie first 
day of the month after your 
Election Dare* 

coverage for individuals no 
longer eligible ends at 
midiiighl on the last day of 
the month in which tlie 
individual loses el igi bi t i  ty 
for covet age (Event Date) 

~~ 

Contributions 

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

* Court Orders If a Qualified Medical Child Support Ordcr is issued requiring medical coverage for your 
child. you may change your inediral coverage election to provide coverage for your child. You may also 
make an  election change to caiicxl medical coverage for t l i e  child if the order requires t h e  child’s other 
parent to ptovide coverage - E,ntitleinent to Medicare or Medicaid If you, your spouse o r  aiiy drpcndeiit child is enrolled in the 
Medic.al Plan aid subsequently become entitled to coverage iii Pair A or Part  B of Medicare or i n  Medicaid, 
vou ]nay makc an election to cancel Medical Plan coverage lor 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 myMR 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 o f  absence is unpaid such that you begin to be billed directly for the 
monthly contribution for your medical coverage. see Terminrilion of Cnvemge for- Non-pay men^ 
for a description of what happens when rcquired payments for coverage are not made 

If You Beconie Disabled 

If you begin ieceiving disability benefits under the Duke Eneigy Short-Term Disability Plan or 
the Duke Energy Long-Term Disability Insurance Plan or pay under the Sick l i m e  Pay Benefit, 
you may be eligible for continued covcrage under the Medical Plan. Contact the inyHR Service 
Center for additional infomiation rcgarding your ability to continue coverage under the Medical 
Plan if you begin receivirlg disability benefits If you begin to bc billed directly for the monthly 
contribution for your medical coverage, see Tetiiiimlion of Coverage for iVon-Pa;vmeii! for a 
description of what happens when required payments for covet age are not made. 

When You Reach Age 65 

If you continue to work past age 65. your Medical Plan (.overage will continue as long as you 
remain an eligible employee and pay any iequiled 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 bccoinc cntitled to Medicaie. you will be required to 
enroll in  an option that coordinates with Medicaie Contart tlie myl-iR Service Center for 
additional information regarding the options available to you when you become entitled to 
Medicare 

I f  you elect to terminate your coverage under the Medical Plan when you becoinc entitled to 
Medicare, any o f  your eligible dependents who are covered under thc Mcdical Plan and  are not 
eligible for Medicare may continue coverage under the Medical Plan until reaching age 65. 

I f  you and/or a covered dependent enroll in a Medicare prescription drug plan for a calendar year, 
VOIJ niidior your covered dependent will not be eligible for coverage undei tlie Medical Plan for 
that calendar year. Therefore. Medical Plan coverage ends fol- a calendai yea1 for individuals 
who cnroll in a Medicarc piescription diug plan mid-year Such individuals may be able to eni,oll 



for Medical Plan coverage at the next annual enrollment if Medicare prescription drug coverage i s  
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 ernploynient ends, unless you elect to 

the last day of the month in which you cease to be an eligible employee, retiree 

continue covetage under COBRA or as an eligible retiree; 

or dependent or otherwise cease to be eligible for coverage under the Medical 
Plan; 

the end of the period foi which your last requiied contribution was made; 

the date the Company inforins the Claims Administrator that you (while you are e 

still eligible) are canceling Medical Plan coverage; or 

when the Medical Plan is discontinued 0 

Your dependent's coverage will end when your coverage ends, at the end of the pcriod 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 inust be 
completed and received within 60 days of the event or notification, whichever is later. 

When you1 coverage ends, you will receive a certificate of c o v e q e  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 

I f  you die while you and your spouse/domestic partner are covered under the Medical Plan, your 
surviving spouse/domestic partner may continue Medical Plan covcragc by making contribution 
payment arrangements with the myHR Service Center 'I'his c o w a g e  can be conrinucd u n t i l  rhc 
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 a n  ernployel'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: 

continue to meet tlie definition of eligible dependents, and 

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 may be eligible for continued coverage under COBRA for up to 
36 months in certain situations 

Your spouse/domestic partner riiust imtnediately 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 I f a  Dependen/ Beconies Ineligible for a description of what happens when your 
spousddoniestic 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/domestic partner should go to the YBR Web site or contact the myHR Service Center. 

See Teimina/ion oy' Coverage ,for iVon-Payriien/ for a description of what happens when required 
payments for doverage are not made. 

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

If You Become Divorced or Your Domestic Partner Relationship Ends 

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

See I f  n Depeiideilt Becomes Ineligible for a description of what happens when you eirhei do or 
do not repon your divorce or the end of your domestic partner relationship within 31 calendar 
days 

'To drop coverage for your former spouddomestic partner. go to the myHR l i n k  on the Duke 
Energy Portal o r  contact the myl-1R Service Center. 

I f  You Leave the Company 

if your employment with tlie Company terminates, your coverage under the Medical P l x i  will 
end, unless you clcct to conlinue coveiage under COBRA o r  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 Continua tion Coverage 

IJnder COBRA (Consolidated Omnibus Budget Keconci liation Act), you, your spouse and 
eligible dependent children may elect to continue Medical Plan coverage if certain qualiQing 
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 doniestic 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. m 

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 I esuit of your: 

death, 

m divorce, 

e termination of domestic partner status, 

dependent child ceasing to be a dependent as defined by thc Mcdical Plan 

e 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 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 even[ rights. (Refer 
to Mulriple Qiicilfiiizg Events.) 

Ban k r u p t cy Proceed i n g 

I f  you are a retiied employee and you or your eligible dependents lose coverage iesulting from a 
bankruptcy proceeding against your Company. you may qualify for continuation coverage under 
COBRA 
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E[pa 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 n u t  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 IS-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 not i3  the myHR Service Center within 30 days 
of tlie date you are determined by the Social Security Administration to no longer be disabled. 

I f  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. I f  COBRA is elected. coverage tor 
your covered depeqdents will extend 36 months from the date you first became covered by 
Medicare or the maximum coverage period for the qualifying event ( I S  months i n  the case of 
termination of employtnent 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 qualirying event) 12 
months later on January I ,  2010, your eligible dependents would be eligible Tor continued 
coverage unt i l  the later of. 

0 36 months following the date you become covered for Medicare - January 1.  
201 2 ,  or 

18 months following your termination of employment - July 1.701 1 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 Qualifying Events 

I f  your dependents experience mole 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 tlie first qualifying event 

For example. if you terminate employment, you and your dependents may be eligible for I8 
months o f  continued coverage During this 18-month period, i f  your dependent child ceases to be 
a dependent undei the Medical Plan (a second quafifjing event). your child may be eligible for an 
additional period of continued coverage This period would not exceed a total or36 months from 
tlie date of your teimination (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: 

m 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 a n  eligible dependent is determined to be disabled by the Social Security 

e 

the Medical Plan; 

e 

m 

Admini strati on 

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 m 

your c o w e d  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 1 0  
the medical coverage of similkrly situated active eniployees 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 depcndents will be required 10 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 evenr 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; 

The Company terminates the Medical Plan for all employees, or 

The COBRA participant becomes covered under anothei group medical plan (as 

* 

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 

If you become covered undcr another group medical plan and are attected by a pie-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 iemain 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 io an individual policy upon your termination from the 
Company or when coverage ends. 

Medical Child Support Orders 

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

9 Notify you (and any other peison 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 
eligible for coverage under the Medical Plan and notify you i n  writing of the 
decision. 

As appropriate to the court order., the child will he enrolled for medical coverage, unless there are 
legal proceedings that dispute the detcr.mination 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 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: 

a 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. 

If someone else (other than the provider) files a claim on 

a 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 otlicr forms; a 

answer all questions to the best of your knowledge 

You musl notilj, the applicable Claims Administrator if-a provider. 

8 Bills you for services or treatment that you have never received 

e Asks you to sign a blank claim form. 

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

Any covered person who knowingly intends to defraud the Medical Plan wilt 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 o f  or suspect any illcgal activity, call the applicable Claims 
Administrator at the toll-free numbcr on your 1 D. card All calls are strictly confidential 

0 t h e r I m p o r t a n t In for In at i o n 

Plan Sponsor 

Duke Fnergy Corporation i s  the sole sponsor of the Medical Plan. 
telephone number and employer identification number (EIN) are 

The company address, 

Duke Energy Corporalion 
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 EJN and the plan number assigned to 
the Medical Plan. The plan number assigned to the Medical Plan is 502. 

Fu n d in g 

Benefits under the Medical Plan generally are provided from funds held by trustees. All Medical 
Plan claims escept 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 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 15258 

The Company may also provide benefits under the Medical Plan through insurance or froin 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. 

PI a n  Ad m in i s trator  

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 Bcnefits 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 whelhei an eligible individual is enrolled for participation in or covetage 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 t he  Medical Plan The 
Claiins Administrators may be contacted at the addresses listed in the Medical Plan booklets 
Yo11 c a n  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. 

Invest men t 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 I1 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 
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, ECO4Z, 
Charlotte, NC 28202 

Plan Year  

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

Service of Legal Process 

Thc person designated for service of legal process upon the Medical Plan is: 

Vice President, Legal 
139 East Fourth Street - Room 25 AT11 
P . 0  Bos960 
Cincinnati, OH 45201-0960 
(S 13) 4 19-1 85 i 

L.egal 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 employe1 s of Duke Energy 
ihat have adopled the Medical Plan 
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Claim Determination Procedures Under ER-ISA 
The following are two different types of claims that may be made under the Medical Plan: 

e 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 Denied Claim Reviewers. The Company has no 
discretionary authority with respect to claims for Medical Plan benefits. 

Claims submission ptocedures foi your Medical Plan bencfits 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 iepresentative) 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 Enrollrnent Claim is assigned for initial claims to Duke 
Energy I-Iuman Resources; mhich is the Initial Claim Administrator l-luman Resources has 
delegated its authoi it? 10 the Hewitt Associates Benefits Determination Review Team. For 
denicd claims on ieview. authoriry 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 proceduies for the Medical Plan as described in this General 
Information booklct and any updafing materials 

Initial Claim 

If you have an Eligibility 0 1  Eniollment Claim, you (or your authorized representative) must 
submit a claim initiation form lhis form can be obtained by calling the myHR Service Center. 

f-he claim form rnust be subinitlcd i n  ivriiing IO the address on the form and include: 

e A statcinent that the claim is a “Claim for Eligibility/Enrollment” and 

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

idcntifiLation of the Medical Plan, 

e 

nu in her. 
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e A complete description of the claim, including the eligibitity/enrollnient issue 

Dependent information. i f  applicable; and 

Any additional infonnation you want considered 

presented; 

0 

A “Claim for Eligibility/E.nrolIment” 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 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 i s  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 resiiine on the date you .or your representative responds to the notice 
You will have 4.5 days to iespond to the request for information. 

Adverse Determination 

In the event of an adverse eligibility o r  enrollment determination, in  whole or in part, you (or 
your authorized representative) will be notified of the adverse determination in writing 

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

0 the specific reason or reasons for the adverse determination; 

ieference to the specific plan provisions on which the determination i s  based; 

a description of any additional inaterial or inforination necessary to perfect the 

a description of the Medical Plan’s ieview procedures and the time limits 

0 

8 

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

applicable, including a stateinent of a claimant’s rights to bring a civil action 
under section 502(a) of E.RISA 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 detemination) 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 01 scientific explanation of h e  
determination, applying the terms o i  the Medical Plan to your medical 
ciicumstances. oi a statement that sricli clinical 01’ scientific explanation will be 
provided fice of charge upon iequest 

e 

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

0 il‘ 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 Coininittee 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 deterniination that has been appealed, any new inforniation 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 regaiding 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 

8 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 righr, upon requesl and free of charge, to access and 

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

8 

appeal is based, 

receive copics o f  documents, records and other inlorination relevant to the claim, 
8 

8 

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

8 if  an intcrnal rule, 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 critei,ion will be provided free of charge upon 
request; 

B if the adverse determination is based on a medical necessity or experimental or 
investigative treatment, eitliei a clinical or scientific expianation of the 
determination, applying the terms of the Mcdical Plan to your medical 
circumstances, or a statement that such clinic.al or scientific explanation will be 
provided free of charge upon request; and  

the statenlent. 
options, such as mediation. One way to find out what may be available is to 
contact your local US" Department of ILabor Office and your state insurance 
I-egu la tory agency "'' 

After completing all mandatory appeal levels. you liilvtl the riglit to lurrhcr appeal adverse 
detcrniinations by bringing a civil action undei- ERISA l'lcase I efei. to the S/u/eiiier71 oj' ERISA 
Ri<qhrs section below 

"You and your plan may have other voluntaiy 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 tlie Appeals Procedure You may not initiate a legal action against tlie 
Claims Administrators, the Medical Plan. the Company, or tlie 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 perinanently waived and abandoned, and you will be precluded 
from reasserting it. 

Discretionary Aut h oi-ity 

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 detenninations, with the Initial Claim Administrators' and Denied Claim 
Reviewers' decisions, interpretations and factual determinations conti olling. Requests for 
information regarding individual claims. or review of a denied claim, are to be directed in writing 
and properly addressed to tlie 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 teiniinate the Medical Plan in any respect and at any 
time. For example, tlie 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 sub-ject 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 affec,t the benefits 01 benefit coverage 
not only of active employees (and their dependents), but also of former active employees who 
retired, became disabled, died or whose Conipany employment Itas otherwise terminated (and 
their dependents), and also of any covered person who began receiving benefit coverage or 
payments prior to tlie amendment or terminalion. If such a termination 01' aniendnient occurs, 
affected participants will be notified. The right to amend or terminate The Medical Plan map be 
exercised by the Board of Directors, or its authorized delegates. and any atnendment shall be in 
writing. 

In the event of a complete teimination of the Medical Plan eligible claims tot Medical Pian 
benefits will be  paid by the Duke Eneigp Corporation Welfare Benefits Trust VEBA I ,  tlie D U ~ C  
Energy Corpot ation Post-Retirement Medical Benefits Trust VEBA 11 and/or the Dukc Enet gy 
Corporation Master Retirement Trust - 401 (h) Account, as applicable. to the exlent that funds are 
ava i 1 a bl e 
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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: 

Receive Information About Your Plan and Benefits 

e examine, without charge, at the Plan Administrator’s o f k e  and at other specified 
locations, such as worksites and union hallst all documerits 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 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 surrrinary 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 

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 coveiage, fiee 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 requesr i t  
before losing coverage. or if you request it up 10 24 months after losing coverage. 
Withoul evidence of creditable coverage, you may be sueject to a preeuisting 
condition exclusion for 12 months ( I8  months for late eniollees) after your 
cnrollment date in your coverage. 

b reduction or elimination of exclusionary periods of coverage for preexisting 

* Addiiionally, the Company extends c;ontinualiori o f  coverage uiider COBRA to covered domestic partriers 
i f  they lose eligihility for coverage i n  certain situations 
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Prudent Actions by Plan Fiduciaries 

I n  addition to creating rights for plan participants, EWSA imposes duties upon the people 
responsible for the operation of the Medical Plan. The people who operate pour Medical Plan, 
called “fiduciaries” of the Medical Plan, have a duty to  do  so prudently and in the interest o f  
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 fiom obtaining a welfare benefit or exercising your rights under 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. 

Ilnder 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 froin 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 scnt 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 i n  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 rnedical child support order, you may file suit in fedeml court. If i t  shoiild 
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 L I S .  Department of Labor, or you may 
file suit in a fedcral court. The court will decide who should pay court costs and legal fees. If 
you are successful, the court may order the person you have sued to pay these costs arid 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 i f  you need 
assistance in obtaining documents froin the Plan Administrator, you should contact the nearest 
office of the Employee Benefits Security Administration, I J S  Department of Labor listed in your 
telephone directory or the Division of Technical Assistance and Inquiries, Employee Benefits 
Security Adiiiinistration, I1.S. Department of L.abor, 200 Constitution Avenue N.W., Washington. 
D.C You may also obtain certain publications about your rights and I-esponsibilities 
under ERISA by calling [lie publications hotline of the Employee Benefits Semi ity 
Administration 

202 10 

Keep Us Informed 

I t  is your responsibility to make sure that your benefits records are coirect and that the personal 
information nccded to ad~ninisier your benefits is curient Promptly review any confirmation and 
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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, 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 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 worldlife 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 rcvision 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 Medic.al 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 t  the SPD had never 
been published and the Medical Plan had never gone into effect 

.3 I 
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BENEFIT BOOKLET 
This benefit booklet describes benefits provided under the Duke Energy Medical Plan's 
Pieferred Provider Organization (PPO) option (the Plan). Blue Cross and Blue 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 Insuraiice 
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 is an independent licensee of the Blue Gross and 
Blue Shield Association. 
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Duke Energy Medical Plan (3 OPTIONSsM -- 

Quick Reference - Toll Free Phone Numbers, Web Site and Addresses ro 

BCBSNC Web Site  
www.bcbsnc. comlmemberslduke-energy 

Member Services Web Site 
wvw. bcbsnc. comlmem bersldu ke-energy 

BCBSNC Customer Service 
1-888-554-3202 

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

Certification 
1-800-214-4844 

Magellan Behavioral Health 
1-800-359-2422 

Blue Card@ PPO Program 
1-800-810-BLUE (2.583) 

Medical Claims Filing: 
BCBSNC Claims Department 

PO Box 35 
Durham, NC 27702-0035 

AddlReniove Someone From Your Policy 

To find a network provider by location or specialty, 
get gcneral 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 Extrass*' discounts, 
"proof of coverage" portability certificates and more. 

To eiiroll in a safe and secure customer service web 
sitc 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. 

To  request certification for out-of-network 
inpatient scrviccs. 

For mental health and substance abuse inpatient and 
outpatient pre-certification Note You do not need 
ccrtification for office visits. 

To find a participating provider 

Mail completed medical claims to this address. 

Contact Duke Energy's myl-IR Service Center at 
1-838-465- 1300 

Your plan for better health": b c b s n c .  corn  
4 



Tips for Getti g the Most 
ut of YO r Health 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 d o  N O T  require you to have a primary care physician, we strongly urge you to select 
a n d  use one. A primary care physician infonils you of your health care options, documents your care, and 
maintains your records for you. I n  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 i t  will be to take control of your health. Let RCRSNC 
help you understand your plan and use i t  effectively through our customer-friendly Web site 
(www.bcbsnc.com/members/duke-energy), toll rree Customer Service line (1 -888-554-3202) 

Your pian far better health'.' b c b s n c .  corn 
4 
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Duke Energy Medical Plan OPTIONS’” 
MEMBER RIGHTS AND RESPONSIBILITIES 

As a BIiie Cross and Blue Shield of North Carolina member, yon 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, iiicluding 
(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-friendly information to help you  make informed decisions about your health 
cai’e 
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 t h a t  measures will be taken to ensure the confidentiality of your health care informalion 
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 i t  provides 
Make recommendations regarding the organization’s members’ rights and responsibilities policies 

- 

0 

+ 

. 

0 . 
- . - 
A.s a Bliie G.os.v m d  Blue Sliield of North Carolina niember, you have the responsibiliiy to: 

Present your lL3 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 Scrvices if you have a question or d o  not understand the material provided by 
RCRSNC 
F o l l o \ ~  the course of treatment prescribed by your doctor. I f  you choose not to comply, tcll your doctor. 
Providc complcte 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 
appoinlmcnt, give the doctor’s office adequate notice. 
Participate i n  understanding y o u r  health problems and the medical decisions regarding your health care 
Be considerale and courteous to Blue Options providers, their staff and BCBSNC representatives 
NotiPy youi employer and RCBSNC i f  you have a n y  other group coverage 
Notiry 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 m  
4 
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Welcome to Blue Cross and Blue Shield of North Carolina's Blue Options plan! 
AS a ineriiber of the  Blue Options plan, you will enjoy quality health care from a network of health care providers 
and easy access to speciali,sts. You also have the frecdom to  choose health care providers who do not participate in 
the Blue Options network. 
You may receive, upon request, information about Blue Options, its services and docrors, 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 inrbrmation about your benefits and can help you understand how to 
maximize them. Please read i t  carefully. 
I fyou  are trying to determine whether coverage will be provided for a specific service, you may wan t  to review all of 
the following: 

"Summary of Benefits" to get an overview of your specific benefits, such as dediictible, coin~uraiice and 
maximum amounts - "Covered Services" to get more detailed information about what is covered and what is excluded from coverage 
"Uiilizaiion hlui~uger~~eni" for important information about when ptior review and cert@cation are required . "What Is Not  Covered?" to  see general exclusions from coverage 

If  you still have questions, you can call BCBSNC Customer Services a t  the number listed on your ID Curd OJ in 
"Whom Do X CaII?" and get further inlormation. 
As you read this benefit booklet, keep i n  mind that any word you see i n  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-EngEsh Speaking -AJepbers 
This benefit booklet contains a summary in English of your rights and henelits under the P h i  If y o u  have difficulty 
understanding any part oi'this benefit booklet, contact BCBSNC Customer Service to obtain assistance. 
AVlSO P A R A  AFILIADOS QUE NO I-IABLAN lNGI ,ES 
Este manual de beneficios contiene un resumcn en inglts de sus derechos y beneficios que le ofrece el P l m  Si usted 
tiene dificultad en enlender alguna seccion de este manual, por favor Ilame a1 BCBSNC Customer Service para 
recibir ayuda.  

"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. 
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____ BCBSNC Web Si& 
To view your claims, get Plan information, claim forms: health and wellness information, find a doctor, change your 
address, and request new ID car~ls,  visit the BCBSNC Web site: www.bcbsnc.com/members/duke-energy 
____ BCBSNC - - - - Customer -- - ____-__ Service 
For questions about your benefits or claims, ID card requests, or to  voice a complaint: 
BCBSNC Customer Service . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  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 inpalietit and outpatient services, except for ojyice visit services and in 
emergencies In the case of an etnergemy, please notify the vendor as soon as reasonably possible: 

HealthLine Blue SM 

To receive confidential, up-to-date health informalion 24 hours a day from specially trained nurses: 
H e a l t h l h e  Blue . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1-877-477-2424 (toll free) 
COBRA Agministrator _- 
UMII. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1-800-523-3578 (toll Tree) 
Prior Review 
Some services require prior review and certijicarion by BCBSNC. The list of these services may change from time to 
time. Please visit the BCBSNC Web site at 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 Reikw“ in “Utilizarioi? h4anrigerne~zt” for information about the review process. To 
request prior review, call: 
Providers . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . . . 1-800-214-4844 (toll free) 
IMemhers . . . . . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1-877-258-3334 (toll free) 

Magellan Behavioral Health . . .  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1-500-359-2422 (toll free) 

~ _ _ _ - - - ^ _ -  

___-_ - - - 
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Blue Options gives you the freedom to choose any provider - the main difference will be the cost to  YOU. 

Here’s a simple Iook at  how it works: 

Whenever you need care, 
you have a choice. If  you visit an: 

- 

/ I 

provider: provider: 

L 
1 

You receive in-network 

coverage available 
benefits the highest level of 

I 
No refersals necded ill 

1 
No claim form needed -i 

I 
The in-networkprovider is 
responsible for obraining J cerrijication 

I 
You receive out-ofnetwork 

benefits*-- you will share 
more of the cost of your care 

I 
No referrals needed u 

I 
You may be required to 

submit a claim form 

I 
You will be responsible for 

obtaining cerripcarion 

* Note: Seine services niay not be covered our-of-nerivork. Please refer to ”Summary Of Benefits” and “Covered 
Serltices ” For oii~-of-i~et~~~o~/c benefits, you may be required to pay charges over [he cr/hivedmnoiri7f7 in addition to 
your ollr-qf-I1etII*orlC rlrchtr-rible and coinsuraiice amounl.  I n  an ei~ergency, in situations where in-netlvork providers 
are 11oi reasonably available as  determined by BCBSNC’s access to care standards, or in continuity of care 
situations, o~i/-oj- i7emork benefits will be paid at your  fn-iielwork coiii.s~~rcince and will be based on the billed 
amount However, you niay be responsible for charges billed separately by the provider which are not eligible for 
additjonal r e imbu~-se~~~en~ .  If‘ you  are billed by the provider, you will be responsible for  paying the bill and filing 
claini with BCBSNC. For more information, see “Einergei7cy Care,” ”Continuity Of Care” in  “Utilirarioii 
h ~ ~ l I 7 [ l ~ ( ? / 1 7 ~ ~ i 7 / , “  anti for information about BCBSNC’s access to care standards, see the RCRSNC Web site at 
www.bcbsnc.co~ii/n~enibers/duke-energy. If’  you  believe an iiz-iwr~i~ork prosider is not reasonably available, you can 
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help assure that benefits are paid at the correct benefit level by calling BCBSNC before receiving care from an 
out-of net work provider 

/n-Ne&tork Benefits 
In-network providers are health care professionals and facilities that have contracted with BCBSNC, or providers 
participating in the BlueCard PPO program. In-netivork providers agree to limit charges for covered services to  the 
allowed amount. If the billed amount is greater than the alloivedaniount, you are not responsible for the difference. 
You pay only the applicable copnyinent or coinstrrnnce, and noncovered expenses. Your in-network provider is 
required to use the Blue Options network hospitnl where helshe practices, unless that hospital cannot provide the 
services you need. 
Your ID card gives you access to participatingproviders outside the state of North Carolina through the BlueCard 
PPO program.. Your ID card tells participatingproviders 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 
in-network copnynierit or coinsurance. 
You are not required to obtain any referrals to see an bi-netiuorliprovi~ier. In-nelwork providers will file claims for 
you. I t  is the tne~nher’s responsibility to request prior review when necessary. Prior review is not required for an 
einergeiicy . 
The list of in-nerritorkprovin’c.rs may change from time to time. In-ne~ivork providers are listed on the BCBSNC Web 
site at www.bcbsnc.com/members/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 

With the Blue Options plan, you may choose to receive coveredservices from an oi~t-oj-iierii~orkpr~)i~ider - provider.r 
not designated as a Blue Options provider by BCBSNC When you see an out-rf-netivork provider. you may be 
responsible for  paying a n y  charges over the a//oivec/ ariiourit in addition to your copayfiienzs or coinsnrn?lce, 
noncovered expenses and certijication penalty, if any. BCBSNC encourages you to discuss the cost of services with 
out-of-nerivork providers before receiving care so you will be aware of your total financial responsibility. 
You are not required to obtain any rderrals to see an  out-of-ricr,i;orlcpro,iirJer. You may have to pay the 
our-of-rreiivork r~rovirler in full  and submit a claim form to BCBSNC if  the ozrr-oj-iiericiorkprovider does not bill 
BCBSNC directly for services. 
Our-o/-nerivor-k providers, unlike in-netic~ork providers, are not obliga led by contract to request prior review by 
BCBSNC. I f  you  go to an out-qftretivor/i provider or receive care outside of North Carolina, it is your responsibility 
to request or cnsui’e thal yourproi+der requestsprior review by BCBSNC. Failure to request prior revieit’ and obtain 
certijicarion may result in a partial or lull denial of benefits. Before receiving the service, you inay want to verify 
with BCBSNC that cerliJcution has been obtained. See “Prospective ReviewlPrior Review” in ”Utilization 
M~nrrgenienr“ for additional information. Prior review is not required for a n  emergency. 
Out- Of- Network Benefit - Excepti0n.s 
I n  an emergency, in situations where in-nerwork providers are not reasonably available as determined by BCBSNC’s 
access to care standards, or in continuity of care situations, OL/~-O/-HC~IVO~/~ benefits will be paid at your in-network 
copayi?ient or coitisuronce and wili be based on the billed amount.  However, you may be responsible for charges 
billed separately by the provider which are not eligible for additional reimbursement. I f  you are billed by the 
provider, you will be responsible for paying the bill and filing a claim wi th  BCBSNC. 
For more information, see “ h e r g e n ~ y  Care,” “Continuity 01 Care” in “Utilhniion Monngeinent,” and for 
infoimatiori about BCRSNC‘s access to care standards, see the BCBSNC Web site at 
wwrv.bcb~nc.coni/membersldulce-energy. If you beljeve an in-netivorh p i  ovider is not reasonably available, you can 
help assure that benefits are paid at the correct benefit level by calling BCRSNC before receiving care from an 
our-of-net ll:or/i pro d e r  
The . .- .. Role .. . Of - A. Primary Care Provider (pCP)-Or SpeE@/ist 
I t  is important for you to maintain a relationship with a PCP; who will help you rnanage your health and help you 
make decisions about y o u r  health care. If  y o u  change PCPs, be sure to have your medical records transferred, 
especially immunization records, to provide your new clocrnr with  your rnedic;il history You should p;irticipate 
activcly in all decisions related to your health care and discuss a11 treatment options with your health care provjder 
regardless of cost or benefit coverage. PCP.s are trained to deal with a broad range of health care issues and can 
help you  to determine when you need a speciulisr 

Out-Of-Network Benefits --.- - ___- 
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Blue Options covers only those services that are medically necessary. Also keep in mind as you read this section: 
Certain services requirepriur review and ccrtificatiun 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 " Utilization Managenient" for information about the review process, and visit the 
BCBSNC Web site at www.bcbsnc.comlmembets/duke-energy or call BCBSNC Customer Service to ask whether a 
specific service requires prior review and certificntion. 
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 
deteimine whether a procedure, treatment, facility, equipment, drug or  device is inedictilly necessary and eligible 
for coverage, investigntional or experimental, or requiresprior review and cerii/ica!ion 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/members/duke-energy, or 
call BCBSNC Customer Service at the number listed in "Whom Do 1 Call?" 

Off ice Services 
Care you receive as part of an oJfice visit or house call is covered with a copuytiient, 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 ale billed. 
The Plun also provides benefits for six nutritional visits per benefit period. Your benefits cover a total of six visits to 
a n  in- or our-of-network provider. If you see an in-netivork provider, any applicable c-opayrnenr, coinsurance or 
deiluctible is waived for these six visits. If you go to an oitr-c?f-netivork proi~ider, ilehciible and coinsurance will 
apply" 
A copayii?ent will not apply if you only receive services, such as allergy shots or other in,jectjons, and are not charged 
for an oj'ice visit. 
Certain diagnostic imaging procedures, such as CT scans and MRIs, are subject to roiiiszrrance and any applicable 
deductible, and may require prior review and certification or services will  not  be covered 
Some c1c~tor.s or otlrer providers may practice in outpatient clinics or provide liospital-based services in their offices. 
These services are covered as Chitpatien1 Services and are listed as Ourputient Clinic Services in "Summary Of 
Benefits." The provider search on the BCBSNC Web site a t  ivww.bcbsnc.com/members/duke-energy indicates which 
providers will collect rledzrctible and coinsurance, or you can call RCBSNC Customer Service at the number listed in 
"Whom Do I Call?" for this information. 

Office Services Exclusion . Services i n  free-standing surgical facilities, independent laboratories, therapy facjlities or ourparienf hospital 
depar tments. 

Preventive Care 
The  Plan coverspreventive care services t h a t  can help you stay sare and heal thy 

Routine Physical Examinations 
One routine physical examination and relatcd diagnostic services per betx$tperiorf will be covered for each 
nieniber age two and older. 
Well-Baby And Well-Child Care 
These services are covered for each metnho up io  24 months of age including periodic assessments and 
inimunizations. Benefits are limited to six well-baby visits for mei7ihet.s through 12 months old and three 
weJl-child visits for niemf7er.s I3  months to 24 months old. 
immunizations 
The fit11 series of standarr) immuniz~alions recommcnded by the Centers for Disease Contiol and Prevention 
(CDC) and the American Academy of Family Physicians (AAFP)  is covered. 
Covered immunizations include the following- - Tetanus. diphtheria, pertlissis (Tdmdap) - I-liB 

Polio - liepatitis A and 13 
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Measles-Mumps-Rubella (MMR) Human papillomavirus vaccine 
Influenza Chicken pox - Pneumococcal vaccine Rotavirus 
Shingles 

e Meningococcal vaccine (available in- and out-of-nerwork). 
Immunizations Exclusions 

Immunizations required for occupational hazard - Immunizations required for international travel. 
See "Summary Of Benefits" for the following services, since benefits may vary depertding on where services are 
received. 
The following benefits are available in-network and out-of-network: 

Gynecological Exam And Cervical Cancer Screening 
The cervical cancer screening benefit includes the examination and laboratory tests for early detectjon 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 members age 2.5 and older at  risk for ovarian cancer, an annual screening, including 21 transvaginal 
ultrasound and a rectovaginal pelvic examination, is covered. A female meniber is considered "at risk" i f  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 hereditary ovarian cancer syndrome. 

Screening Mammograms 
Beginning at  age 3.5, one screening manunogram will be covered per female tneriiher per calendar year, along 
with a docror'.~ interpretation of the results. More frequent or earlier mammograms will he covered as 
recommended by a doctor- when a female rnernber is considered at risk for breast cancer. 
A female r~ier71ber is "at risk" if she: 

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, o r  
3las not given birth before the age of 30. - 

Colorectal Screening 
Colorectal cancer examinations and laboratory tests for cancer are cove1 ed for any symptomatic or 
asymptomatic rirernbcr who is at least SO years of age, or js less than 50 years of age and at high risk for 
colorectal cancer. Increased/high risk indivitluals 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 srrrger,!;, such as colonoscopy and sigmoidoscopy, and others are considered lab tests: such as 
Hemoccult screenings. 
The provider search on the RCBSNC Web site at .rvw~v.bcbsnc.cornlmembers/duke-energy can help you find 
office-based provirlrrr,~ or call RCBSNC Customer Service a t  the number listed in "Whom Do I Call?" for this 
info1 Ination. 
Prostate Screening 
One prostate specific antigen (PSA) lest or an equivalent serological test will be coveled per male meniber per 
calendar year. Additional PSA tests will be covered if recommended by a doctor.. 

Diagnostic Services 
Diagnoslic procedures such as laboratory studies, radiology services and other diagnostic testing. which may 
jncl iide elec~roenrephalogra~ns (EEGs), clectrocardiograrns (ECGs), Doppler scans and pulmonary function tests 
(PFTs), help your n'ocror find the cause and extent of your condition in order to plan for your care. 
Cerrilin diagnostic imaging procedures, such as CT scails and MRIs.  may require prior J C I W I I ~  and (.erIijicutioii or 
services will not be covered 



STAFF-DR-01-039 COVERED SERVICES (cont.) Page 463 of 1661 

Your ciocior 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 or 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 Pfurz 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 medicc~lly necessur.v. Qualified individuals 
include n~nnhers  who have any one of the following conditions: 

- - 
0 

Estrogen-deficient and at clinical risk of osteoporosis or low bone mass 
Radiographic osteopenia anywhere in the skeleton 
Receiving long-term glucocorticoid (steroid) therapy 
Pri in a r y hyper pa ra thyroid j sin 
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 Uiitpaiierzt Services in the "Summary Of Benefits." 
Emergency - -Cce 
The Plun 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 knowtedge of health and medicine, could 
reasonably expect the absence of immediate niedical attention to result in any of the  following^ 
. 
. . 
* Death 
1 l ean  attacks, strokes, uncontrolled bleeding, poisonings, major burns, prolonged loss of consciousness, spinal 
injuries, shock and other severe, acute conditions are examples of etnerge~icie~s~ 

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

What To Do In An Emergency 
I n  a n  e i ~ e r g e n ~ y ,  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 wiergencies I f  you are unsure if your condition is an emergency, you can call Heal thl ine Blue; 
and a I-lealthLine Blue ntirse will provide information and support that may save you an unnecessary trip to the 
emergency I oom 
Prior-le~ieiv is not required for emergency services Your visit to the emergency room will be covered if your 
condition meets rhe definition of an eiiicrgenc~v. 
I f  you go io a n  emergency room for treatment of an eniergency, your coiimruiice will be the same, whether you 
ilse a n  itr-17eiii;ork or orit-of-ne~work provider. When you receive these services from an OM-of-tierivork provir/er, 
benefits are based on the billed amount. However you may be responsible for charges billed separately by the 
provid[jr which iire no[ eligible for additional reimbursement, and y o u  J I X I ~  be required to pay the entire bill at 
the time of service, and filc a claim with BCBSNC.. 
PI (01 ~ o v ; ~ . I I ~  and ~erijfi'cuiioti by BCBSNC are required lor ir7patzenl hospitalization and other selected services 
following ~ i e r g c i ~ y  sei viws (including screening and stabilization) in order 10 avoid a penalty You may need 
to tr;inslt.r to ;in iiwwtii;orA hospital once your condition has been .rrmhi/ired in order to continue receiving 
/ w i w t i l  oi/,  benefits 
Care Following Emergency Services 
In o d e r  10 receive ii~-ticiii or / ,  benefits lor follow-up care related to the er,iergrmy (such a s  oj j . ;c~ vis i ts  or 

e yo11 kit  the eniergency room or were discharged from the hospiiol), you must use i ~ - i 7 ~ i 1 ~ o r / i  
olIow-iip care related to Ihe erricrgcncy condilion is not cunsidered a n  P I ~ I P ~ ~ Y ~ C ) ~  and will be treated 

ihe siinic ;IS ;I ~iornial health care benefit. 
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__ Urgent __-- Care 
The Plan also provides benefits for urgent cure services. When you need urgent care, call your PCP, a specialist or 
go to an urgent care provider. If you are not sure if your condition requires urgent care, you can call HealthLine 
Blue. 
Urgent care includes services provided for a condition that occurs suddenly and unexpectedly and requires prompt 
diagnosis or treatment such that, i n  the absence of immediate care, the rneirrber 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. 
___ Fa it y Planning 

Maternity Care 
Maternity care benefits, including prenatal care, labor and delivery and post-delivery care, are available to all 
female inenibers. A cop~i jment  may apply for the ojpce visit to diagnose pregnancy. If a number changes 
provirier.r during pregnancy, terminates coverage during pregnancy, or the pregnancy does not result in delivery, 
one or mole copayiiwtzrs 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 newbom 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 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 certjficaticm. 

I f  the inothcr chooses a shorter stay, coverage is available for a harm liealth 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 certiJicatiori are required 
foi inpu[iei7t stays extending beyond 48 hours following a vaginal delivery or 96 hours following a cesarean 
section For information on ceri~/icufiori, contact BCBSNC Customer Service at  the number listed in "Whom 
Do I Call'?" 

'Termination of Pregnancy (Therapeutic Abortion) 
Benefits for therapeutic abot tion are available through the first 16 weeks of pregnancy for a l l  female 
tne,nher.r 

Compiications Of Pregnancy 
Benefits for c o t 7 ~ p l i ~ ~ ~ i i o i z ~  q//~regtiuncy are available to all female meinhers including dependent children. Please 
see "De fin i t ions" for an ex planation of c~ot~iplication.s of pregnancy 
Newborn Care 
hpirierit newborn care of a well baby is covered under the mother's maternity benefits described above only 
durjng thc firs; 48 hours after a vaginal delivery or 96 hours after delivery by cesarean section. This inpatient 
newborn care (well baby) requires only one benefi't period deetfirctih/e for both mother antl baby. Benefits also 
include newborn hearing screening ordered by a docfor to determine the presence of permanent hearing loss. 
For ;iddirional coverage or the newborn, whether inpatient (sick baby) or ontpatie,it, the newborn must be 
cnrollecl for  coverage a s  a dcpendcnt child within 3 I days o f the  birth. At this time, the baby must meet the 
individual heiiefii per.iod tiedirciihle i f  applicable, and prior review and ~err(fificurioiz are 1,equired to avoid a 
pen a I ; y 
infertility And Sexual Dysfunction Services 
Renclirs are provided for certain services relaled to the diagnosis, treatment and correction of any underlying 
causes 01' ii?/erti/ir,v antl sc.\r/ol &$t/i( riot7 lor all r71cnrhcr.r except depentleni children. 
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The Plan provides benefits for participation in clinical trials phases 11, 111, and JV. Coverage is provided only 
for tnedically riecessury 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 tneniber must meet all protocol requirements and 
provide informed consent in order to participate. The trial must involve the treatmerit of a life-threatening 
medical condition with services that ale medically indicated and preferable for that member compared to 
non-iiivestigutiunal 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 i n  a setting and by personnel of high expertise based on training, experience and patient 
v ol 11 me, 
Clinical Trials Exclusions 
.I Clinical trials phase 1 

Non-health care services, such as services provided for data collection and analysis 
/tzvesrigaiiono/drugs and devices and services that are  not for the direct clinical management of the 
patient. 

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

Accidental injury of the natural teeth, jaw, cheeks. lips, tongue, roof and floor of the mouth 
Congcnitul deformity, including cleft lip and cleft palate 
Disease due to infection or tumor, including tumors, cysts and exostosis 
l 'emporomandibular joint (TMJ) disease, including splinting and use of intra-oral prmll ief ic  uppliunces to 
reposition the bones. Surgical benefits for TMJ disease arc limited to srrrgery performed on the 
teinporoniantlibularjoint I f  T M J  is caused by malocclusion, then benefits are provided for surgical 
correction of malocclusion if surgical management of the TMJ is iiiediicrilly necessary Please have your 
provider contact BCBSNC before receiving treatment for T M J  

0 Impacted wisdom teeth. 
The Plan provides benefits I'or extractions, crowns, bridges, and dentures for treatment of disease due to 
infection or tumor. For treatment of co/7yenila/ 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 siirgical correction, benefits for siirgeiy will be sub.ject to 
inedjcal nccessiry ieview to examine whether or not the condition rcsulted in functional impairment. Examples 
of filnctional impairment include an impairment that arfects speech o r  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 l~o.spital or n ihr la fory  sirrgicul w n l e r  This benefit is only available to dependent children below 
the age of nine years, persons with serious mental or physical conditions and persons with siznificant behavioral 
problems The treatingprui~ider must certify that  the patient's age, condition or problem requires hospitalization 
or general anesthesia in ordcr to safely and effectively perform the procedure. Other c icnf r r l  serviceJ, including 
the charge for ,swgeiy,  are not covered ~inless specifically covei ed by the Plun Pi ior reiveiv and terr~ficufiui? are 
reqLijred or services will not be covered, unless ti'eatment is for an c ~ ~ r , q e i 7 ~ ?  

Dental Treatment Excluded Under Your Medical Benefit 
. . . 

Injury related to chewing or biting 
Preventive dental care, diagnosis 01 treatment of or relaled to the teeth or gums 
For disease due to infection or tumor. 
- Dental implants 
- Treatment for periodontal disease 
- 
- Orthodontic braces 

Dental root form implants or root con;ils 
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For T M  J disease: 
- Dental implants 
- Treatment for periodontal disease 
- 

- Crowns and bridges 
- Extractions 
- Dentures 
- Orthodontic braces 
Replacement of crowns, bridges, dentures or in-mouth appliances, except as spec;ifically stated as 
covered. 

Dental root form implants or  root canals 

- 
Dwrable Medical Eqwipment 
Benefits are provided for durable medical equ@menr 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 covercd equipment. Benefits will end when i t  is determined that the 
equipment is no longer inedically necessary. Certain durable inecfical eqi@i~iei~~ requires ptior review and 
certification or services will not be covered. 

Durable Medical Equipment Exclusions 
Appliances that serve no medical purpose 01' 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, hospital type beds, oxygen equipment (including oxygen), insulin 
pumps, Glucowatch and Autosensors, nebulizers and supplies related to the usc of nebulizers and other 
durable n?eclical e9iiipnienr, 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 equiprncnt 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 liinitcd to the standard models, as determined by BCBSNC, 
The Plun will pay benefits, i f  determined to be rned;cull~~ irece~~at); ,  for ONE of the following: a 
manual wheelchair, a motorized wheelchair, or motorized scooter 

BCBSNC will pay benefits for thc replacement of any diirable riierlical eqitipincnt subject to the proof of change 
in a medical condition or that the equipment is no longer usable or repairable. 
Eye Exams 
The Plriiz provides coverage for one routine comprehensive eye examination per bemfir period Diagnosis and 
treatinent of medical conditions of the eye, and drugs administered for purposes o~he r  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 Plarr. 

- 
- 

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

Home Health Care 
Hoine Iiealtli care services, such as professional services or a regiyrer-cd irur.sc ( Rhr) or licciisc~rl~~r~iicriccrlr~~ir,~e 
( L P N )  for visits totaling 8 hours a day, are covered by the Plun when the r?ieriiher is Iioniehourrtl due to illness or 
injury. Nome hecrltfi care requires prior. review and cer~$ir.a~ioii or services will not be covered 

Home Health Care Exclusions . I-lomemaker services, such as cooking and housekeeping 
. Dietitian services or meals . Services tha t  are provided by a close relative or a member of your household 

Home infusion Therapy Services 
Home infusion therapy is covered for the atlminisrration of prescriprion t l r i i p  directly into a body organ or 
cavity 01 v ia  intravenous, inti-aspinal, intramuscular, subcutaneous 01- epidural 1-outes. under a plan prescribed 
by a clorior. These services must be provided under the supervision of a n  X N  or f_.Ph' Home inrusion therapy 
requires prior iei*icw and cei lijicutiori or services will not be covered 



Hospice Services 
Your coverage provides benefits for hospice services for care of a terminally ill tneniher 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 docror 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 rneclical szipplies such as ostomy supplies, catheters, oxygen and diabetic pump and 
pump supplies (needles, syringes, teststrips are covered under the pharmacy plan). To obtain t7ieriicai 
supplieslecluipment, please find a provider on the BCBSNC Web site a t  wvvw.bcbsnc.com/rnemberslduke-energy or 
call BCBSNC Customer Service. 

Medical Supplies Exclusion 
Medicalsupplies not ordered by a doclor 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 necessciry and prescribed by a provider. Foot orthotics may be 
covered only when custom molded to the patient. Charges for custom built orthopedic shoes when r?ieclicully 
izecessary must be prescribed by a docfor and limited to two (2) pairs per calendar year.. Orthotic devices for 
correction ofpositiot~alplagioce~/ialy, 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 Piut7 provides benelits for tnerlically necessary private duty services of an RN or LPN wheii ordercd by your 
docfor. Prior review must be requested and cerfiji:ctitioti must be obtained or services will not be covered. These 
services are always subject to the c/edcicrihlc and toiiisiitmw. regardless of loca1ion of service. 

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

Prosthetic Appliances 
The P / U n  provides benefits for the purchase, fitting, adjustinenls, repairs, and replacement of pos / /wr jc  
appiiutices. The pro.s~hetic appliances must replace all or part of a body part or its function The type of 
pros~lretic cippliance will be based on the functional level of the n~etnher. Therapeutic contact lenses may be 
covered when used as a comeal bandage for a medical condition. Benefits include a one-time replacement of 
eyeglass or contact lenses due to a prescription changc after cataract surgery. Certain prostheric appliurice.s 
require prior review and cerrijicariori or services will not be covered. 

Prosthetic Appliances Exclusians . 
. . 

Dental appliances except when tncdicnll-v necessary for the treatment of te~nporomandibular joint 
disease 
cosmetic improvements, such as implanlation of hair follicles and skin tone enhancements 
L.enses for keratoconus or a n y  other eye procedure except as specifically covered under the P h i  

Surgical Benefits 
Surgical benefits by a professional or facility provider on a n  rnparie~r or oidtptienr basis, including pre-operative 
and post-operative care and care ofcomplications, are covered. Surgical benefits include diagnostic surgery, such as 
biopsies, siglnoidoscopies and colonoscopies, and reconstructive srrrgery performed to correct tongeiiircil defects 
that result in functionnl impairment of newborn, adoptive and foster children. 
Certain surgical procedures. including those that  ;ire potentially co.smetic, require prioi re i~ ic iv  and crr.i~ico/ion or 
services will not be covered. 
Mul~ip le  surgical procedures performed on the same date 01 service and/or during the same patient encotinter, 111ay 
not be eligible for separate reimbursement. For information about coverage of multiple surgical procedures, please 
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refer to BCBSNC's medical policies, which are on the BCBSNC Web site at mvw.bcbsnc.comlmemberslduke-energy, 
or call BCBSNC Customer Service at  the number listed in "Whom D o  I Call?" 

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 docror other than the attending surgeon 
or assistant at  s2rrger.y. 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: - 
- 
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 cieduc~i6les, copovn7ent or coinsurance and limitations as 
applied to other medical and surgical benefits provided under the Plflii 

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 P l m  provides coverage for the following therapy services to proniote the recovery of a inember from an illness, 
disease or injury. A clocror or orket yrofessiomnlprovir~er must order these services. 

Short- Term Rehabilitative l h  erapies 
The following therapies are covered only for treatment of conditions that are expected to result in significant 
clinical improvement in a t?.rei~dxr's condition: 
. 

Speech therapy. 
Benefits are limited to il combined in-iierworlc and our-of-nerivork benefit period visit maximum lor the following 
categories of therapies: occupational and/or physical therapy, speech therapy, chiropractic services or  a n y  
combination of these therapies. These visit limits apply in all places of service except inparirnr (e.&-, ourparienr, 
office and home) regardless of the type ofprovider (chiropractors, otlier ducrors, physical therapists). Sliorr-teri~ 
r-ehabilitrriive f f i e t q ~ j ~  received while an iriparierit is not included i n  the benefir period i?iu~imui~i .  

Other Therapies 
Thc Plriii covcrs: . Cardiac rehabilitation therapy . Pulmonary and respiratory thcrapy 

Dialysis treatment . Chemotherapy, including intravenous chemotherapy. For bone marrow or peripheral blood stem cell 
trnn splcrnrs, see I' Trt~nsplaii IS ."  

0cr:upational 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 certrficatioiz, 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 treatment plan including 
the type of therapy to be administered, the goals, setting and periodic measures for the therapy, w h o  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.) 

(R) 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 f'or t i  ansplunrs, including hospitol and professional services for covered tf-aizsplaiit 
procedures. The P / O n  provides care management for tramplant services and will help you find it horpirml or Blue 
Quality Center for Transplants that provides the truizsplunf services required. Travel and lodging expenses may be 
reimbursed, based on BCBSNC guidelines that are available upon request from a traiisplaiif coordinator 
For a list of covered transplants, call BCRSNC Customer Service at the number listed in "Whom D o  I Call?" to 
speak with a rrm~splun~ coordinator and request prior review. Certificotioii must be obtained in advance from 
BCBSNC for all  rran,splunr-related services in order to assure coverage of' these services. 
If  a traizsplant is provided from a living donor to the recipient ii7einber who will receive the transplai7t~ 
. Benefits are provided for reasonable and necessary services related to the search for a donor up to a maximuni 

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

. 

Some trunspIrint services are i ~ i v e ~ ~ i , ~ u r ~ o i ~ u I  and not covered for some or all conditions or illnesses Please see 
"Definitions" for a n  explanation of itz~~e.st~~~utioi7al. 

Transplants Exclusions . 
. 

The purchase price of the organ or tissue if  any organ or tissue is sold rather than donated to the recipient 
inemher 
The procurement of organs, tissue, bone marrow or peripheral blood stem cells or any other donor  services 
i f  the recipient is not a nietiiher 
Trc1i7.~pluri IJ , jncl ud I n g high (lose chcm 01 her a py ~ con si dered c.iperim~n to1 or in ver/igurfond 
Services for or related to the transplantation of animal or artificial organs or tissues. 

. . 
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Mental Health And Substa_nce 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-nefwork inpatienl and outpatient services is coordinated through Magellan Behavioral 
Health. 
Separate visit limits and  benefit maximums may apply and are combined for in- and out-oj-netivork services. See 
information on office visit benefit maximums below. 

Office Visit Services 
Prior review by Magellan Behavioral Health is not required for ojfice visit services. T h e  following professional 
services are covered when provided in an office setting: - Evaluation arid diagnosis 

- Individual and family counseling 
0 G r o u p  therapy. 
The following rules apply to mental health oflice visi! benefit rnaximums: - 

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

Partial-dayhight hospitalization services (minimum of four hours per day and 20 hours per week) 
4 Intensive therapy services (less than four hours per day and minimum of nine hours per week) 
lnpa tien t Services 
Covered inpufienr treatment services also include: 
. 
. 
Please note benefits for inpurietir and ourpurienr nierlicol 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, or for services from a n  
our-oftietivork provider which will be paid at the out-of-netivork benefit level. Although prior review is not 
required Tor etiiergency situations, please notify Magellan Behavioral Health of your  inpnrienl admission as  soon 
as  reasonably possible. In addition, i f  you choose to reccive nonemergency inpnrietir or ourpr~rietir services from 
an in-ner,vork provider without requesting prior revicw and receiving certificcition from Magellan Behavioral 
Health, you will receive coverage at the our-of-nerrvork benefit level and will be responsible for the difference 
between the u//oivedatrio~rtrr and the provider'.s f u l l  charge 
When you need inpmtietrr or ourporietir treatment, call a Magellan Behavioral Health customer service 
representative at  the number listed in "Whom Do 1 Call?" The Magellan Behavioral IHcalth customer service 
representative will refer you  to an  appropriate it?-tierivorkproi~i~/er and give you information about prior revici+; 
and cerrlfcnfioti requiremenis 
Mental Health And Substance Abuse Services Exclusions And Limitations 
. Psychoanalysis . Cou~lsejing with relatjvcs about a paiierit with titental illness, alcoholism, drug addiction or chemical 

dependency 
Iiipaiieiit confinements that are primarily intended as  a change of environment 
Mental health services received in rcsidcntial trcatmcnt facilities 
Mental health c o v ~ r ~ d s r n ~ i ~ i r  r\ are subject to the medical deducrihle and apply toward the medical 

Substance abuse coveted S P I  vices are subject to the mcdical rlecliictihle and d o  not apply toward the medical 
L oinlrrrrcrtice tiiii  x-iiiiiitii 

Medically 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 a s  one visit.. 

Each service listed in this section under office visir services 
Semi-private room and board 
Detoxification to treat substance abuse. 

. . . 
('(7itl V l t " U I 1  C P H i 1 1  YitTll I /  J 1 . 
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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 Not Covered?" In addition, the Plan does not cover 
services, supplies, drugs or  charges for: 

Any condition, disease, ailment, injury or diagnostic service to the extent that benefits are provided or  persons 
are eligible for coverage under Title XVlII 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, i f  the employee, eniployer or 
carrier is liable or responsjble 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 Induslrial 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 Plm 
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 gfjecrive dute 
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 a medical doctor 
Administrative charges billed by a prov;i/er, 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 allowcri uinoirnt for services usually provided by one doctor, when those services are provided 
by multiple iiociors or n7eriicu/ cure provided by more than one doctor Tor treatment of the same condition 

Claims not submitted to  BCBSNC within I S  months of the date the charge was itrcirrred, except in the absence of 
legal capacity of the nirtnher 
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 a t  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 surgery for 
psychological or emotional reasons, except as specifically covered by the Plun 
Services received either before or after the coverage period of the Plun, regardless of when the treated condition 
occurred, and regardless of whether the care is a continuation of care received prior to the termination 
Citsrodid CUYC designed essentially to assist an  individual with activities of daily living, with or without routine 
nursing care and the supervisory care of'a doctor. 

Dejiru/services provided in a hospitn/, except as specifically covered by the Pkui7, when a hazardous condition exists 
at the same time, or covered oral siirgery services are required at the same time as a result of a bodily injury. Dental 
care, dentures. dental implants. oral orthotic devices, palatal expanders and orthodontics except a s  specifically 
covered by the PJmi" 
The following drugs: 
. . 

C 

D 

Pre.vcrip/iorr Lirrugs except as specifically covered by the Pluti 
Iiljections by a health care professional oJ injectable prescriptioti c h g s  which can be self-administered, unless 
medical supervision is required 
Clo1niphene (e.& ~ Cloniid). menotropins (e g.. Repronex) or orher drugs associaled wi th  conception by artificial 
means 
E\peri,iiet?tuldrugs or any drug not approved by the Food and Drug Adminislration (FDA)  for the applicable 
diagnosis or treatment. However, Ihis esclusion docs not apply to pr~s(;r;piIoi7 drug.' used i n  covered phases 11, 

. 

. 
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111 and IV clinical trials, o r  drugs approved by the F D A  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 o r  group instruction and counseling, except as specifically 
covered by the Flair 
Side effects and complications of noncovered services, except for einergencj~ services in the case of an ernergency 
Services that would not be necessary if a noncovered service had not been received, except for ernergency services in 
the case of an emergency 
The following equipment: - 
- 
0 

~.~perirnentalservices including services whose efficacy has not been established by controlled clinical trials, or are 
not recommended a s  a preventive service by [he U.S. Public Health Service, except as specifically covered by the 
PIu17 

F 
Roilrim foot cure that is palliative or cosn-relic 

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

J-rearing aids or examinations for the fitting of hearing aids except as specifically covered by the Plu71 
Blolistic nieclicirie services 
Hypnosis except when used for control of acute or chronic pain 

I 
Inpatierrr admissions primarily for the purpose ol receiving diagnostic services or a physical examination. Inpcrrient 
admissions primarily for the purpose of receiving therapy services, except when the admission is B continuation of 
treatment following care at an inpotienr facility for an illness or accident requiring therapy. 
Itii~cstigntionnl services in nature or obsolete, including any service, drugs, procedure or treatment directly related to 
a n  invesrigatior-r~~l treatment: except as specifically covered by the Plciri 

1, 
Services provided and billed by a lactation consultant 

NI 
Services or  supplies deemed not merlical!p neces.vary 

0 
,Any treatment or regimen, medical or surgical, for the pui'pose of reducing or controlling the weight of a 177ei77bpr or 
for treatment ofohesity, except for surgical treatment 0 1  morbid obesity: or as specifically covered by the Pian 

P 
Care or services from a prorider. 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 

Caniiot legally provide or legally charge for the services or services are outside the scope of the provider's license 
or certification 
Provi<ies and bills for services from a licensed health caie prolession:ll who is in training . 

. Is i n  / ~ 1 ~ 1 7 7 b ~ r ' s  immediate family. 

IS 
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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 P/un 

Services or supplies that are: 
Not performed by or upon the direction of a doctor or ot /~er  proiv7ler 
Available to a inember without charge. 

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

The lollowing types of therapy: 
0 

. 

. Massage therapy. 
Travel, whether or not recommended or prescribed by a ciocror or other licensed health care proiessional, except :IS 
specifically covered by the P l m  

The following vision services: 

S 

T 

Music therapy, remedial reading, recreational or activity therapy, all rorms of special education and supplies or 
equipment used similarly 
Main t e n w  ce therapy 

V 

Radial keratotoniy and other refractive eye szrrgery: 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. 
Eycglasses 01 contact lenses, except as specifically covered in "Prosthetic Applruncc.~" 
Orthoptics, vision training, and low vision aids. 0 

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 nulrition. External 
nutrition products that are administered orally are excluded. 

19 



I Case NO. 2009-00202 
STAFF. DR-01-039 ' i Page475 of 1661 I UTH..EATION MANAGEMfNT 

To make sure you have access to high quality, cost-effective health care, the Plan has a utilization nianageinenf ( 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 at whether health care services are medically neces,sary, provided in the proper setting 
and for a reasonable length of time. The Pfun will honor a certijication to cover medical services or supplies under the PIun unless 
the cerfificution 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. 

Flights ._ ~- 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 tnetnber's behalf with the member's written consent. In the event you appoint 
an authorized reprcscntative, references to "you" under the "Ufilizmiot~ Managernent" section mean "you or your 
authorized representativc" (i c , the authonzcd representative may pursue your rights and shall receive all noticcs and 
benefit determinations). 
5CBSNC's Responsibilities 
As part of all Uilf  decisions, BCBSNC will. 

A Uhl decision that is timely, meeting applicable federal time frames 
The reasons for BCBSNC's denial of a requested treatment or health care service, inclnding an explanation of the UM 
critcria and treatment protocol used to reach the decision 
Have a niedical director from BCBSNC make a review of all denials of service that were based upon m e d i d  necessily 
Request a review of denial of benefit coverage through the grievance process 
Have an authorized rcprcsentative 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 certi/ccr/iorz of a health 
care scrvicc is necdcd 
Limit what BCBSNC requests from you or yourprovider to information that is needcd to review the scrvicc in qucstion 
Rcquest all inforniation ncccssary to make the U M  decision, including pertinent clinical information 
Provide you and your provider prompt notification of the U M  decision consistent with the Plan. 

- 
- 
I n  the event BCBSNC does not receive sufficient information to approve coverage for a hcalth carc service within specified 
time frames, BCf3SNC will notify you in writing that benefit coverage has been denied. Thc noticc will explain how you 
may pursue a review of the UM decision. 

Prospective .R eview/Pr/or .l?e!@w 
The P h i  requires that certain health care services rcceivc prior review as noted in "CoveredServices " Thcsc types of reviews are 
called prospective reviews. If' neither you nor your prow2er requestsprior review and receives cerrificatiorz, 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 BCBSNC Web site at wivw.bcbsnc.conilmemherslduke-energy or call BCBSNC Customer Service at the nuniher 
listed in "Whoni Do I Call?" for a detailed list of these services. The list of services that requireprior review may change from time 
to time. 
I f  thc rcqucstcd (er/Ifi(u/io17 is denied, you have the right to appeal. See "What I f  You Disagree With A Decision?" for 
additional iiiforniation, Certain services may not be covcrcd ou/-of-ne~ivork. See "CoveredSerikes " 
BCBSNC will make a decision on your request for cer/i/icn/ion within a reasonable amount of time taking into account the 
mcdical circumstances Thc decision will be made and communicated within three business days after BCBSNC receives all 
necessary inforniation but no later t h a n  1.5 days from the date BCBSNC received the request. I f  your requesr is incompleic, 
the11 within five days from the date BCBSNC received your request, BCBSNC will notify you and your provider of how to 

' properly coniplcre your request RCBSNC may also take an extcnsion of up to 1.5 days if additional information is necded. 
BCBSNC will m t i f y  you a n d  youi~providw bcforc the end of the initial IS-day period of the information needed and the date 
by which BC13SNC expccts to make ii dccision You will have 45 days to provide the requested information. As soon as 
I3CBSNC receives the requested information, or at the end of the 4.5 days, whichever is earlier, BCBSNC will make ;i decision 
within three business days I f  I3CBSNC does not approve benefit coverage of a health carc service, BCBSNC will notify you 
and t l i e p r o ~ ~ j ~ / ~ ~ ~  by writlet1 OJ clcctronic con~irmation 

Expedited Prospective Review 
you have ;I riglit to i i n  cxpeditcd review when the rcgular time frames for a dccision: (1) could seriously jeopardize your or 
your dq~cndcnr's life, htralth. or ability t o  regain maximum function; or ( i i )  in the opinion of your provide,, would subjccr 
yo11 or your dcpcndeni to sevcre pain that cannot be itdequately managed without the requested care or treatment 
BCBSNC will notify you and your proiider of 11s decision as soon as possiblc, taking into account the medical 
circumst;ii1(.cs IiCBSNC: nil1 notify you and your prni~idci .  of its decision within 72 hours after rcceivins the request. I f  
BCnSNC needs ;itltlition;il irilorrn;i~ion to proccss your cxpeditcd review, BCBSNC will notify you and y o u r  prot*irkr of [he 
inforni:ition iicodcd a s  soon as possible but no later th;in 24 hours following the receipt of your rcquesr You will then bc 
g i ~ e n  ;I rc;isoi>abIc amount 0 1  limc. but  not lcss t h a n  48 hours, to provide thc requcstcd information As soon a s  BCBSNC 
recejvcs tj1c recjucstcrl inl-urin;ition. or i\t the cnd of the time period specified lor you to providc thc information, whicllcver 
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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 cornmunica te concurrent review decisions to the lzospiral 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 
cerificarion o f a  health care service, BCBSNC will notify you, your lzospifafs or other facility’s UM department and your 
provider Written confirmation of the decision will also be sent to your home by U.S. mail. 
For concurrent reviews, the Plm7 will remain responsible for covered services you are receiving until you or your representatives 
have been notified of thc 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 yourproviiler, would sub,ject 
you or your  dependent to scvcrc pain that cannot be adequately managed without the requested care or treatment. I f  you 
request an extension or treatment that BCBSNC has already approved at least 24 hours before the current approved 
treatment ends, BCBSNC will notify you and your provider of its decision as soon as possible taking into account the 
medical circumstances, b u t  no later t h a n  24 hours after receiving the request. 

__ Retrospective - -. Reie-w-s 
BCBSNC also reviews the coverage of hea l~h  care services after you receive them (retrospective reviews). Retrospective review 
may include a review to determine i f  services received in 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 
UCBSNC received the 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 rr?etfiLalnecessir~~ and whether the service 
received was a benefit under this P h 7  BCBSNC may take an extension of up to 15 days if additional infomiation is needed. 
Before the end of the initial 30-d;iy 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 ieceivcs the requested infoimation, or at the end of the 90 days, whichever is earlier, BCBSNC will make a decision 
within 15 days. Scrvices t h a t  were approved in advance by BCBSNC will not be subject to denial for r~iedicnl nece,rsiry once thc 
claim is received, unless the cerriJcuricm was based on a material niisrepresentation about your health condition or you were not 
eligible for these services under the P h  due to termination of coverage or nonpayment of premiums. AI1 other services may be 
subject to retrospective review and could be denied for n7ediccrl rivccJsIrjj or for a benefit limitation or exclusion. 

Men7hers with complicatcd and/or chronic medical needs inity, solely at the option of BCBSNC, be eligible for care 
rnaiiagerncnt services Cart ni;ina_eenient (or case management) encourages mcnzbers with complicated or chronic medical 
needs, thcir provitkrs, and  the Plrrr7, to woi k together to meet the individual’s health needs and promote quality outcornes. To 
accomplish this, rr7en7bo.s enrolled i n  or eligible for care management programs may be contacted by BCBSNC or by a 
representative of BCBSNC Thc Pltrri is not obligatcd to provide the same benefits or services to a rnernber at a later date or to 
any other rr7ctr7ber. Information about these serviccs can be obtained by contacting an in-nefworli PCP or In-nerivork specidisr 
or by calling BCBSNC Customer Service 

car!? Mana.gemell.t 

Continuity Of Care 
Continuity of care is a process that itllows rncmbers with ongoing special conditions to continue receiving care from an 
ozr/..oj-neritvrk provklor, when thc /?7cirr7ber’s eri7ploI~er changes plans or when their provider is no longer in the Blue Options 
network I f  your PCP or r p ’ r  rolisr leaves the BCBSNC provider network and they itre currently treating you for an ongoing 
special condition that niccts BCBSNC continuity of care crjrcria: BCHSNC will notify you 30 days before the provitfer’s 
tcrniination, a s  long as BCBSNC rcceives timely notification from the prtwidcr~ To be eligible for continuity of care, the rrzer?7ber 
must be actively being scen by the t ~ i ~ / - ~ ~ ~ / ~ ~ , r i i , ~ ~ r / ~  proi.Idcr for a n  ongoing special condition and the provider must agree to abide 
by the Pltrri’s requirements for continuity of care An ongoing special condition means. . i n  the case of : in  acute illness, ii condition that is serious enough to require rnerlrcrrl w r c  or treatment to avoid a reasonable 

possibility ofdeatli or ptrmaneni hilrln, 
i n  the case of 3 chronic illness or condition. a disease or condition that is life-threatening, degenerative, or disabling, and 
requires rrzcclicol (cite or treatment over a prolongcd period of  time, . i n  the case of pregnancy. the scc.ond and  third trinicsters of pregnancy, . i n  the case of a termin;tl illness. ;in individual h x  ;I medical prognosis that the /77en7her’s life expectancy is six months or 
less 

l-he allowed transirional period shall cxtend up to 90 days, its determined by the poi’iu’er, cxcept i n  the cases of 
. scheduled s-irrgoiy. org;in triiiispl;intatioii. o r  ir7/1u/i0/7~ care which shall extcnd through the date of discharge and 

post-discharge follow-up care or otht:r Irz/m/rm/ C I I I C  occurring within 90 days of the date of discharge; and 

. 




