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

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

BlueCross and BlueShield of Tennessee
Member Service
1 Cameron Hill Circle
Chattanooga, Tennessee 37402-0002
1-(800) 565-9140
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ATTENTION: If you speak English, free language assistance services and appropriate auxiliary aids and services are available
to you. Please call the Member Service number on the back of your Member ID card or 1-800-565-9140
(TTY: 1-B00-848-0298).

ATEMCION: 5i habla espancl, tiene a su disposicién servicios gratuitos de asistencia con el idioma, asi como ayudas y
servicios auxiliares adecuados. Llame al nimero de Servicio de atencion a miembros que figura en el reverso de su tarjeta de
identificacidn de miembro o al 1-300—565-91401 Y 1-B00-848-0238).
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ATTEMNTION : 5i vous parlez francais, des services gratuits d'assistance linguistique et des aides et services auxiliaires
appropnes sont & votre disposition. Veuillez appeler le numéro du Senvice adhérents indiqué au dos de votre carte d'assuré
adhérent ou le 1-800-565-3140 (TTY/ATS : 1-800-848-0298).
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ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose Sprachassistenzdienste und geeignete Hilfsmittel und
Dienstleistungen zur Verfiigung. Bitte rufen Sie die Mummer des Mitghederdienstes auf der Riickseite lhrer Mitglieds-1D-Karte
oder 1-800-565-9140 (TTY: 1-800-848-0238) an.
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PAMNSINIM: Kung kayo ay nagsasalita ng Tagalog, magagamit para sa inyo ang libreng mga serbisyong tulong sa wika at
kaukulang mga karagdagang tulong at mga serbisyo. Mangyaring tawagan ang numero ng Serbisyo sa Miyembro na nasa
likod ng inyong Kard ng ID ng Miyembro o sa 1-800-565-3140 (TTY: 1-800-848-0298).
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YKAZAHHOMY Ha obpatHol cropoHe Bawel nosHTHOMKELWWOHHON KADTEI YHaCTHUKE, WK No Homepy 1-B800-565-2140

(TTY: 1-BO0-848-0298).

a7 g py imen @ Loin | gt oy 33 o ewlin Slead o D maclus 5 olil, b el lead s U..'Al.a-,‘_}.u_,li o P P
ity ulas (TTY: 1-80 0298) 1-800-565- 9140!...13?._..:_;215: ._...Jli'._...-‘u_p: I oloa? ogload b oo gane

ATANSYOM: Si w pale Kreyol Ayisyen, genyen sévis asistans gratis pou lang ansanm ak &d pou sévis oksilyé apwoprive k ap
disponib pou cu. Tanpri rele nimewo Sévis Manm ki sou do kat ID Manm ou an cswa 1-800-565-9140 (TTY: 1-200-848-0228).

UWAGA: Osoby postugujgce sie jezykiem polskim moga bezplatnie skorzystad z pomocy jezykowej oraz rozwiazan i ustug
pomacniczych. Prosimy zadzwonic pod numer dziatu obshugi ubezpieczonych podany na odwrocie karly identyfikacyjnej
czlonka lub numer 1-B00-565-3140 (TTY: 1-B00-848-0298).

ATEMGAD: Se vocé fala Portugués, servicos gratuitos de assisténcia linguistica e recursos e servigos auxiliares apropriados
estdo disponiveis para vocé. Ligue para o nimero de telefone do servico de Atendimento ao Membro informado no verso de
seu cartdo de identificacdo de membro ou para 1-800-565-9140 (TTY: 1-B00-848-0298).

ATTEMZIOME: se parla italiano, sono disponibili per Lei servizi gratuiti di assistenza linguistica nonché aiuti e servizi ausiliar
adeguati. Chiami il numero del Servizio per i membr riportate sul retro della Sua scheda identificativa del membro oppure il
numers 1-B00-565-9140 (TTY: 1-B00-848-0298).

BAA'AKOHWIINIDZIN: DIné bizaad bee yénitt'go, t'éd jilk'eh saad bee éka'and’awo’ bee dka'anida’awo’l dod
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Ha'dit"ehi Blka'ana'awo’ Bt Ha'dit'éhl ID naaltsoos nit¥izi bine'déé” bindmboo bee hodillnih doodago
1-B00-565-3140 (TTY: 1-B00-848-0298).

WICHDICH: Wann du Deitsch schwetzscht un brauchscht Hilf fer communicat-e kenne mer dich helfe unni as es dich ennich
eppes koschde zellt. Mir kenne differnti Sadde Schprooch-Hilf beigriege aa fer nix. Ruf der Member Service Mumber uff die
hinnerscht Seit vun dei Member ID Card uff odder 1-800-565-9140 (TTY: 1-800-848-0238).

FAASILASILAGA: Afai e te tautala i le faa-Samoa, o loo avanoa mo oe auaunaga fesocasoani mo gagana e aunoa ma se totogi
faapea ma fesoasoani fa'acpo'opo ma auaunaga talafeagai. Faamolemole vala'au le numera o le Member Service (Auaunaga
mo Tagata Auai) o lo'e i tua o lau pepa 1D o le Member (Tagata Auai) po o le 1-800-565-2140 (TTY: 1-800-848-0298).

GAKIULA: Gare iga go kapetal Faluwasch, ye toore paliuwal yamem bwe tepangug rel gamatefal lane kapetal Faluwasch.
Fale peshem kol yegili nampal Member Service ila yelog liugul tagurul Member ID kard la yam gare 1-800-565-3140
(TTY: 1-BO0-848-0298).

ATENSION: Guaha setbisio siha para hagu yanggen fifino” CHamoru hao, dibatde na setbision inayudon fumine’ CHamoru
yan propriu na inasisten trastes yan setbisio siha. Put fabot 3gang | numiron Setbision Membro gi santatten i katts-mu Member
ID pat 1-800-565-9140 (TTY: 1-500-848-0238).
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Get the Most from Your Benefits

1. Create Your online account and download the BCBSTN mobile app. Goto bcbst.com/activate and click
registeronline accountso You can see and share Your Member ID card with a single tap, view claims,
and accessinformation about Your benefits anywhere, anytime. You can also download the BCBSTN
mobile app from the App Store® or Google Play® and log in using the same password.?

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

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

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

The Group has delegated discretionary authority to the Plan to make any be nefit determinations. It
has also granted the authority to construe the terms of Your Coverage with the Plan. The Plan shall be
deemedto have properly exercised that authority unless it abuses its discretion when making such
determinations, whetheror not the Group’s benefit planis subject to ERISA. “ERISA” means the
Employee RetirementIncome Security Act. The Group retains the authority to determine whether You
or Your Covered Dependents are eligible for Coverage.

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

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

3. HowA PPOPlan Works. You have a PPO plan. Through its vision claims administrator, BlueCross has an
arrangement with a national network of Ophthalmologists, Optometrists and Opticians. These Providers,
called Network Providers, agree to special pricing arrangements.

Your PPO plan has two levels of benefits. By using Network Providers, You receive the highest level of
benefits. However, You can choose to use Providers that are not Network Providers. These Providers are
called Out-of-Network Providers. When You use Out-of-Network Providers, Your benefits will be lower.
You will also be responsible forthe full amountthat an Out-of-Network Provider bills and will be
reimbursed up to the amount of Your Out-of-Network Allowance.

Attachment C: “Schedule of Benefits”, shows how Your benefits vary for services received from Network
and Out-of-Network Providers. Attachment A details Covered Services, and Attachment B lists services
excluded underthe Plan. By using Network Providers, You maximize Your benefits and avoid balance
billing. Balance billing happens when You use an Out-of-Network Providerand You are billed for any
unpaid Billed Charges. This amount can be substantial.
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http://www.bcbst.com/activate

4. Your BlueCross BlueShield of Tennessee Identification Card. Once Your Coverage becomes effective,
You will receive a BlueCross BlueShield of Tennessee Memberidentification (ID) card. Providers
nationwide recognize it. The Member ID card is the key to receiving the benefits of the vision plan.
Carry it at all times. Please be sure to show the Member ID card each time You receive vision services.

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

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

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

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

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

Name;

Address;

Telephone number;

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

Birth of additional dependents;

Marriage or divorce;

Death; or

Adoption.

T oTm oo o0 T

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

Google Play is a trademark of Google, Inc.
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Enrollinginthe Plan

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

A.

Initial Enrollment Period

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

Open EnrollmentPeriod

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

Adding Dependents

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

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

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

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

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

D. Late Enrollment

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

1. During a subsequent Open Enrollment Period; or
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2. Ifthe Employee acquires a new dependent, and the Employee applies for Coverage within
thirty-one (31) days.

E. EnrollmentUpon Change in Status

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

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

Marriage or divorce;

Death of the Employee’s spouse or dependent;

Change in dependency status;

Medicare eligibility;

Coverage by another Payor;

Birth or adoption of a child of the Employee;

Termination of employment, or commencement of employment, of the Employee’s spouse;
or

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

@O a0 oo

>

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

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

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

a. He orshe had othervision coverage at the time Coverage underthis Plan was previously
offered; and
b. He orshestated, in writing, that such other coverage was the reason for declining Coverage
underthis Plan at the time Coverage underthis Plan was previously offered; and
c. Such othercoverage is:
i. COBRAand the COBRA coverage is exhausted; or
ii. Non-COBRAand
1. You lose eligibility underthe other coverage (otherthanfora failure to
pay Premiums); or
2. Employercontributionsfor the othercoverage ended; and

d. He orshe applies for Coverage under this Plan and the administrator receives the change
form within thirty-one (31) days afterthe loss of the other coverage.
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When Coverage Begins

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

A. Effective Date of Group Agreement

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

B. EnrollmentDuring an Open Enrollment Period

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

C. EnrollmentDuring an Initial Enroliment Period

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

D. NewlyEligible Employees

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

E. NewlyEligible Dependents

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

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

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

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

F. Activelyat WorkRule

If an eligible Employee, otherthan a retiree (whois otherwise eligible), is not Actively at Work on the
date Coverage would otherwise become effective, Coverage forthe Employee and all of his or her
Covered Dependents willbe deferred untilthe date the Employee is Actively at Work. An Employee who
is not at work onthe date Coverage would otherwise become effective due to a health-related factor
shall be treated as Actively At Work for purposes of determining eligibility.
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When Coverage Ends

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

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

All Members’ Coverage through the Agreement will change or terminate at 12:00 midnight on the date of
such modification or termination. The Group’s failure to notify You of the modification or termination of
Your Coverage shall notbe deemed to continue orextend Your Coverage beyond the date thatthe Group
Agreementis modified orterminated. You have novested right to Coverage under this EOC following the
date of the termination of the Group Agreement.

B. Termination of Coverage Due to Loss of Eligibility

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

C. Terminationof Coverage

The Plan may terminate Your Coverage, if:

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

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

4. You or Your Covered Dependent(s) have made a misrepresentation of fact or committed fraud in
connection with the Coverage. This provision includes, butis notlimited to, furnishingincorrect
or misleading information or permitting the improperuse of the Member ID card.

D. Right To RequestA Hearing

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

E. Payment For Services Rendered After Termination of Coverage

If you receive and We pay for Covered Services afterthe termination of Your Coverage, the Plan
may recover the amount paid for such Covered Services from You.

BCBST—Vision
(1/10) Rev 7/25 Page 6



Continuation of Coverage

A. Continuation of Coverage - Federal Law

Ifthe Group Agreement remainsin effect, but Your Coverage underthis EOC would otherwise
terminate, the Group may be required to offer You the right to continue Coverage. Thisright is
referred to as “Continuation Coverage” and may occur for a limited time subject to the terms of
this Section and the federal Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA).

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

for COBRA Continuation Coverage. The following are qualifying events forsuch Coverage if,
underthe terms of this EOC, the event causes You to lose coverage:

a. Subscribers
Loss of Coverage because of:
i. Thetermination of employmentexceptforgross misconduct; or
ii. Areductioninthe number of hoursworked by the Subscriber.

b. CoveredDependents

Loss of Coverage because of:
i. The termination of the Subscriber’s Coverage as explained in subsection (a), above;
ii. The death of the Subscriber;
iii. Divorce or legal separation from the Subscriber;
iv. The Subscriber becomes entitled to Medicare; or
v. A Covered Dependent reaches the limiting age.

2. Enrolling for COBRA Continuation Coverage

The Group shall notify You of Your rights to enrollfor COBRA Continuation Coverage after:

a. TheSubscriber’s termination of employment, reductionin hours worked, death or
entitlement to Medicare Coverage; or

b. The Subscriber or Covered Dependent notifies the Group, in writing, within 60 days after
any other qualifying event set out above.

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

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

4. Coverage Provided

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

5. Duration of Eligibility for COBRA Continuation Coverage

COBRA Continuation Coverage is available for a maximum of:

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

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

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

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

c. Thirty-six (36) months of Coverage if the loss of Coverage is caused by:

i. The death of the Subscriber;

ii. Lossofdependentchildstatusunderthe Plan;

iii. The Subscriber becomes entitled to Medicare; or
iv. Divorce or legal separation from the Subscriber; or

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

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

a. ThePremiumfor such Coverage is not paid when due; or

b. You become coveredaseithera Subscriberor dependent by another group health care plan;
or

c. TheGroupAgreementisterminated;or
You become entitled to Medicare coverage; or
The date that a Disabled Member, who is otherwise eligible for twenty-nine (29) months of
COBRA Continuation Coverage, is determined to no longer be Disabled for purposes of the
COBRA law.

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

B. ConversionOptions

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

C. Continued Coverage During a Family and Medical Leave Act (FMLA) Leave of Absence

Underthe Family and Medical Leave Act, You may be able to take:

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

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

Contact the Employer to find out if this provision applies. If it does, Members may continue health
coverage during the leave, but must continue to pay the conversion options portion of the
Premium that the Subscriber would pay if he or she were actively working. Coverage will be subject
to suspension or cancellation if the Subscriber fails to pay the Premium on time. If the Subscriber
takesa leave and Coverage is cancelled for any reason during that leave, Members may resume
Coverage when the Subscriber returns to work without waiting for an Open Enrollment Period.

D. Continued Coverage During a Military Leave of Absence

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

E. Continued Coverage During Other Leaves of Absence

Your Employer may allow Subscribers to continue their Coverage during otherleaves of absence.
Continuous coverage during such leave of absence is permitted forup to 6 months. Please check
with Your Employerto find out how long a Subscriber may take a leave of absence.
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A Subscriber will also have to meet these criteriato have continuous Coverage during a leave of
absence:
1. Your Employer continuesto considerthe Subscriberan Employee, and all other Employee
benefits are continued;

2. The leaveis fora specific period of time established in advance; and

3. The purpose of the leave is documented.

You may apply for Federal or State Continuation or Conversion, if the Subscriber’s leave lasts
longerthan the permitted amount of time.
Members may continue health coverage during the leave but must continue to pay the conversion

options portion of the Premium that the Subscriber would pay if he or she were actively working.
Coverage will be subject to suspension or cancellation if the Subscriber fails to pay the Premium

on time.
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Claims and Payment

When You receive Covered Services from a Network Provider, the Provider will submit a claim to the
Plan. If You receive Covered Services from an Out-of-Network Provider, You must submit a claim form to
the Plan. We will review the claim, and let You, or the Provider, know if We need more information,
before We pay or deny the claim.

Claims Billing

1. You should not be billed or charged for Covered Services rendered by Netw ork Providers, except for
required Member Payments. The Network Provider will submit the claim directly to Us.

2. You may be charged or billed by an Out-of-Network Provider for Covered Services rendered by that
Provider. If You use an Out-of-Network Provider, You are responsible for payment of all charges and
must submit an Out-of-Network claim form, including itemized receipts, to be reimbursed up to the
Out-of-Network Allowance.

To be reimbursed, You must submit the claim within one (1) yearfrom the date proofis otherwise
required. If You do not submit a claim, within the one (1)-yeartime period, it will not be paid.

3. You can access a claim form by visiting bcbst.com/visionclaimform or you can request a copy of the
form by calling Us at the member service numberon the back of Your MemberID card. If a paper
formis requested, we willsend You a claim form within fifteen (15) days. You must submit Your
itemized receiptto Us with the claim form. We may also request additional information or
documentationifit is reasonably necessary to make a Coverage decision concerninga claim.

4. A Network Provideroran Out-of-Network Provider may refuse torenderaservice or reduce or
terminate a service that has beenrendered, or require You to pay for what You believe should be a
Covered Service. If this occurs, you may submita claim to Us and We will make a decision concerning
whetherthe Plan will Coverthat service.

WheneverYou needtofile a claim Yourself, We can process it for You more efficiently if You complete a
claim form. This will ensure that You provide all the information needed. You can access a claim form
by visiting bcbst.com/visionclaimform oryou can requesta copy of the form by calling Us at the member
service numberonthe back of Your MemberID card. You can submit Your claim online or mail Your
claim formto Our vision claims administrator:

First American Administrators, Inc.
ATTN: Out-of-Network Claims
P.O.Box 8504

Mason, OH 45040

Payment

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

2. IfYou received Covered Services from an Out-of-Network Provider, You must submit, in a timely
manner, a completed claim form for Covered Services. If the claim does not require further
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investigation, We will reimburse You. Our payment fully discharges Our obligation related to that
claim.

3. Ifthe Group Agreementis terminated, all claims for Covered Services rendered priortothe
termination date, must be submitted to the Plan within one (1) yearfrom the date proofis otherwise
required.

4. We will pay benefits within thirty (30) days after we receive a claim form that is complete. Claims are
processedin accordance with currentindustry standards and based on Ourinformation at the time
We receive the claim form.

5. Whena claim is paid or denied, in whole or part, You will receive an Explanation of Benefits (EOB).
This will describe how much was paid to the Provider, and Your out-of-pocket costs paid to the
Provider. The Plan will send the EOB to the last address onfile for You.

6. You are responsible for payingany applicable Copaymentamounts and amounts above the Plan
allowances to the Provider. If We pay such amounts to a healthcare provideron Your behalf, We may
collect those cost-sharingamounts directly from You.

Paymentfor Covered Services is more fully described in Attachment C: Schedule of Benefits.
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Grievance Procedure

A. Introduction

Our grievance procedure isintended to provide a method through w hicha Member can requesta
review of an Adverse Benefit Determination.

Underthis grievance procedure, aclaim will notbe an Adverse Benefit Determination if a Provideris
required to hold You harmless for the cost of servicesrendered.

Please contact Our consumeradvisors at the Member Service numberonthe back of Your Member
ID card (1) to file a claim; (2) if You have any questions about this EOC or other documents related to
Your Coverage (e.g., a Claim Summary, sometimes referred to as the Explanation of Benefits (EOB),
or monthly claims statement); or (3) to initiate a grievance.

1
2.

This grievance procedure can only resolve grievancesthat are subjectto Ourcontrol.

You cannot use this grievance procedure to resolve a claim thata Provider was negligent.
Network Providers are independent contractors. They are solely responsible for making
treatment decisionsin consultation with their patients. You may contact Us, however, to
complain about any matter related to the quality or availability of services or any otheraspect of
Your relationship with Providers.

You may requestaformto authorize another personto act on Your behalf concerninga
grievance.

Any grievance filed pursuant to this section will be resolved in accordance with applicable
Tennessee orfederallaws and regulations and this EOC.

B. Description of the Review Procedures

1

Inquiry

An inquiryis an informal process that may answer questions orresolve a potential grievance.
You should contact Our consumer advisor if You have any questions about how to file a claim or
to attempt to resolve any grievance. Making an inquiry does not stop the time period for filing a
claim or beginninga grievance. You do not have to make an inquiry before filing a grievance.

Submitting a Grievance

You must submit a written request asking the Plan to reconsideran Adverse Benefit
Determination. You must begin the grievance process within one-hundred and eighty (180) days
from the date We issue notice of an Adverse Benefit Determination. If You do not initiate a
grievance within one-hundred and eighty (180) days of when We issue an Adverse Benefit
Determination, We may raise Your failure to initiate a grievance timely as a defense if Youfile a
lawsuit against Us later. The grievance process that was in effect on the date(s) of service for
which You received an Adverse Benefit Determination willapply.

Contact Our consumeradvisors at the Member Service number on the back of Your Member D
card for assistance in preparing and submitting Your grievance. They can provide You with the
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appropriate formto use in submittinga grievance. This is the first level grievance procedure and
is mandatory.

a.

Grievance Hearing

Afterthe Plan has received and reviewed Your grievance, Our first level grievance
committee will meetto consider Your grievance and any additional information that You or
others submit concerning that grievance. For grievances concerning urgent care or pre -
service claims, the Plan will appoint one or more qualified reviewer(s)to considersuch
grievances. Individuals involved in making prior determinations concerning Your grievance
are noteligible to be voting members of the first level grievance committee or reviewers.
The committee or reviewers have full discretionary authority to make eligibility, benefit
and/orclaim determinations, pursuantto the Group Agreement.

Written Decision
The committee or reviewers will considerthe information presented, and You will receive a
written decision concerning Your grievance as follows:

i. Fora pre-service claim, within thirty (30) days of receipt of Your request for review;
ii. Fora post-service claim, within sixty (60) days of receipt of Your request forreview; and

iii. Fora pre-service urgent care claim, within seventy-two (72) hours of receipt of Your
requestforreview.

The decision of the committee will be sentto You in writing and will contain:
i. Astatementofthe committee’s understanding of Your grievance;
ii. The basis of the committee’s decision; and

iii. Referencetothe documentation orinformation upon which the committee based its
decision. The Plan will send You a copy of such documentation or information, without
charge, upon written request.

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

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

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

2. Allowance — The maximum amount available to You for a Covered Service listed in AttachmentC:
Schedule of Benefits. If You do not use the entire Allowance in a single instance, You will not be able
to use any remaining balance for the rest of the Benefit Period.

3. BenefitFrequency—The period of time in which a benefitis payable as shown in the Schedule of
Benefits. The Benefit Frequency begins on the later of the Insured Person’s effective date orlast
date services were provided to the Insured Person. Each new Benefit Frequency begins at the
expiration of the previous Benefit Frequency.

4. BenefitPeriod— A twelve (12) month period based on the last date of service during which any
benefit limits accumulate/are counted.

5. Billed Charges— The amountthat a Provider charges for services rendered. Billed Charges may be
different fromthe amountthat BCBST determinesto be the Maximum Allowable Charge for
services.

6. BlueCross, BlueCross BlueShield of Tennessee, Our, Plan, Us or We — BlueCross BlueShield of
Tennessee, Inc., orour vision claims administrator.

7. Coated Lenses— A substance added to a finished lenson one or both surfaces.

8. Comprehensive Eye Examination — A general evaluation of the complete visual system. The
examinationincludes history, general medical observation, externaland ophthalmoscopic
examinations, gross visional fields, basic sensorimotor examination, and Refraction. It always
includes initiation of diagnostic and treatment programs. It may include biomicroscopy, examination
with cycloplegia or mydriasis and tonometry, as determined by the Provider. These services may be
performed at different sessions but comprise only one Comprehensive Eye Examination.

9. Contact Lenses:
a. Cosmetic— ContactLensesthatare not Medically Necessary and are constructed solely for
cosmetic and/or convenience reasons.

b. Medically Necessary— Contact Lenses thatare constructed forthe Medically Necessary
conditions listed below.
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10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

(i) Aphakia (after cataract surgery). A pair of single vision lenses or multi-focal lenses and
frames can be provided with the Contact Lenses.

(ii) When the visual acuity cannotbe corrected to 20/70 in the bettereye exceptthrough
the use of Contact Lenses (must be 20/60 or better).

(iii) Anisometrophia of 4.0 diopters or more, provided visual acuity improves to 20/60 or
betterin the weakereye.

(iv) Keratoconus

Copayment— The dollar amount specified in Attachment C: Schedule of Benefits, that You are
required to paydirectly to a Providerfor certain Covered Services. You must pay such Copayments
at the time You receive those Services.

Covered Dependent(s) — A Subscriber’s family members who: (1) meet the eligibility requirements
of this EOC, (2) have been enrolled for Coverage; and (3) for whom the Plan has received the
applicable Premiumfor Coverage.

Covered Family Members — A Subscriber’s family members who: (1) meet the eligibility
requirements of this EOC, (2) have been enrolled for Coverage; and (3) forwhomthe Plan has
received the applicable Premium for Coverage.

Covered Services, Coverage and Covered — Those Medically Necessary and Appropriate servicesand
suppliesthat are setforthin Attachment A of this EOC, (thatis incorporated by reference). Covered
Services are subjectto all the terms, conditions, exclusions, and limitations of the Group Agreement
and this EOC.

Employee — A person who fulfills all eligibility requirements established by the Group and the Plan.

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

ERISA — The Employee Retirement Income Security Act of 1974, as amended.

Full-time Student— A studentwhoiis enrolled in and attending an accredited or licensed high school,
vocational or technical school, college, or university, on a full-time basis. The number of hours
required for full-time status is dependent onthatschool’s published requirements.

Group Agreement or Agreement — The arrangements between the Plan and the Group, including
this EOC, the Employer Group Application, any Riders, any amendments, and any attachments to the
Agreement orthis EOC. If there is any conflict between the Group Agreement and this EOC, the
Group Agreement shallbe controlling.

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

Incapacitated Child — An unmarried child of the Subscriberwhois Covered underthe Plan upon
reaching the Plan’s Limiting Age, and continuesto be, both (1) incapable of self-sustaining
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21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

employment by reason of intellectual or physical disability; and (2) chiefly dependent upon the
Subscriber or Subscriber’s Covered spouse for economicsupportand maintenance. Proof of such
incapacity and dependency must be furnished within 60 days of when the child reaches the Limiting
Age. Annual proof of the dependent's continued compliance with the terms of incapacity and
dependency may be required.

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

Medicare — Title XVIll of the Social Security Act, as amended and Coverage under this program.

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

MemberPayment —The dollar amounts for Covered Services that You are responsible foras set
forthin Attachment C: Schedule of Benefits, including Copayments. The Plan may require proof that

You have made any required MemberPayment.

Network Benefit—The Plan’s paymentlevelthat applies to Covered Services received from a
Network Provider. See Attachment C: Schedule of Benefits.

Network Provider— An Ophthalmologist, Optometrist or Optician who has contracted with the Plan
to provide access to benefitsto Members at specified rates.

Open Enrollment Period — Those periods of time agreed to by the Plan and the Group during which
eligible Employeesand their dependents may enrollas Members.

Ophthalmologist— A person or doctor of medicine (M.D.) or osteopathy (D.0.) who specializesin
the comprehensive care of the eyes and visual system to prevent, diagnose and treat any eye

disease, disorderorinjury.

Optician —One who is licensed to fit, adjust, and dispense eyeglasses and other optical devices on
the written prescription of a licensed Ophthalmologist or Optometrist.

Optometrist— A doctor of optometry (0.D.) whois trained to detect and correct vision problems
primarily by prescribing eyeglasses or Contact Lenses.

Oversized Lens— Any lens with an eyesize of 61mm or greater.

Out-of-Network Allowance — The total dollar amount, as stated in Attachment C: Schedule of
Benefits that You receive forservices rendered by an Out-of-Network Provider.

Out-of-Network Provider— Any Provider who'is an Eligible Providertype but who does not have a
contract with the Plan to provide Covered Services.

Payor(s)— An insurer, health maintenance organization, no fault liability insurer, self-insured group,

or otherentity that provides or pays fora Member’s health care benefits.
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35.

36.

37.

38.

39.

40.

41.

42.

43.

Premium— The total paymentfor Coverage underthe Group Agreement, including amounts paid by
You and the group for such Coverage.

Provider— A person orentity engaged in the delivery of vision care services who, orthat is
licensed, certified or practicing in accordance with applicable State or Federal laws.

Qualified Medical Child Support Order — A medical child supportorder issued by a court of
competentjurisdiction that creates or recognizes the existence of a child’s right to receive benefits
for which a Subscriberis eligible underthe Group Agreement. Such order shall identify the
subscriberand each such child by name and last known mailing address; give a description of the
type and duration of coverage to be provided to each child; and identify each health plan to which
such orderapplies.

Refraction — A test performed by a Providerto determine the glasses or contact lens prescription
due to arefractive error (forexample, nearsightedness, farsightedness, astigmatism or presbyopia) .

Retinal Imaging — Photographing portion(s) of orthe complete retina surface and structures.

Standard Lens— Standard glass or plastic (CR39 in clear or Rose tint #1 or #2). Any lens that will
fit any frame with an eyesize lessthan 61mm.

Standard Frame — Any frame that has a retail value of $100.00 or less.

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

Vision Examination— Any eye or visual examination covered underthe Policy and shown in the
Schedule of Benefits.

. Vision Materials — Those materials provided forvisual health and welfare shown in the Schedule of

Benefits used to aid in the correction of vision, including, but not limited to lenses, lens options,
frames, and contact lenses.
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Evidence of Coverage
Attachment A: Covered Services

Plan benefits are based on the services and supplies described in this Attachment A and provided in
accordance with the benefit schedules setforthin this EOC’s Attachment C: Schedule of Benefits.

Please also read Attachment B: Exclusions.

Your benefits are greater when You use Network Providers. The Plan contracts with Network Providers.
Network Providers have agreed to accept the Network amounts as stated in Attachment C: Schedule of
Benefits as the basis for paymenttothe Providerfor Covered Services. Network Providers have also
agreed notto bill You for amounts above the Network amounts for Covered Services. However, if You
select non-standard optional services or features, You will be required to pay for them, evenif the
amountexceeds the Network amounts stated in Attachment C: Schedule of Benefits.

Out-of-Network Providers do not have a contract with the Plan. This means they may be able to charge
You more than the Maximum Allowable Charge (the amount set by the Plan in its contracts with
Network Providers). When You use an Out-of-Network Provider for Covered Services, You will be
responsible for any difference between what the Plan pays and what the Out-of-Network Provider
charges. This means that You may owe the Out-of-Network Provideralarge amount of money.

Obtaining services notlisted as a Covered Service in this Attachment ornot in accordance with the
Plan’s Health Care Management policies and procedures may resultin the denial of benefitsora
reductionin reimbursementfor otherwise eligible Covered Services.

Benefits paid under this Vision EOC do not apply to any maximums paid or owed forany othercoverage
You may have.

A. VisionCare

1. Covered Services

Vision Examination(s)

a
b. Eyeglassframes

o

Eyeglass lenses

d. Contact Lenses
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Evidence of Coverage
Attachment B: Exclusions

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

1. Medical and/orsurgical treatment of the eye, eyes or supporting structure, including surgeries
to detector correct refractive errors of the eyes.

Refraction, when not provided as part of a Comprehensive Eye Examination.

Eye exercisesand/ortherapy.

Visual Training.

Chargesfor vision testing, examinations, lenses and frames ordered while insured but not
delivered within sixty (60) days after Coverage is terminated.

6. Chargesfor sunglasses, photosensitive, anti-reflective or other optional charges when the
charge exceedsthe amountallowable forregularlenses.

7. Chargesfiled for procedures determined by the Plan to be special or unusual(i.e., orthoptics,
vision training, subnormalvision aids, aniseikoniclenses, tonography, corneal refractive
therapy, etc.).

8. Chargesforlensesthatdo not meetthe Z80.1 or Z80.2 standards of the American National
Standards Institute.

9. Chargesin excess of the Out-of-Network Allowance as established by the Plan.
10. Oversized Lenses.

11. Corrective eyewear required by an employeras a condition of employme nt, and safety
eyewear unless specifically Covered underthe Plan.

12. Non-prescription lenses and frames, and non-prescription sunglasses (exceptfor 20%
discount).

13. Two pairs of glassesin lieu of bifocals.

14. Servicesor supplies not listed as Covered Services under Attachment A: Covered Services.

15. Self-treatmentortraining.

16. Servicesthat are Free.

17. Services or suppliesforthe treatment of work-related iliness orinjury, regardless of the
presence or absence of workers’ compensation coverage. This exclusion does notapply to
injuries or illnesses of an Employee whoiis (1) a sole-proprietor of the Group, unless required
by law to carry worker’s compensation insurance; (2) a partner of the Group, unlessrequired
by law to carry worker’s compensation insurance, or (3) a corporate officer of the Group,
provided the officer filed an election notto accept workers’ compensation with the
appropriate government department.

AN

18. Servicesor supplies received before Your effective date of Coverage with this Plan.

19. Servicesor suppliesreceived after Your Coverage underthis Plan ceases, evenif those
expenses relate to a condition that began while You were Covered, except that this Plan will
Cover chargesfor Vision Materials that were ordered before Your Coverage ended and are
delivered within thirty-one (31) days from the date of such order.

20. Services or chargesto complete a claim form or to provide medical records or other
administrative functions. We will not charge You or Your legal representative for statutorily
required copying charges.

21. Chargesfor failure to keep a scheduled appointment.

22. Chargesfor telephone consultations, e-mail or web-based consultations, ortelemedicine
services.
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23. Court ordered examinations and treatment.

24. Chargesfor services performed by You or Your spouse, or Your or Your spouse’s parent, sister,
brother or child.

25. Any charges for handling fees.
26. Safetyitems oritemsto affect performance primarily in sports-related activities.
27. Chargesfor replacement of broken, lost, or stolen lenses, Contact lenses or frames.

28. Charges for services or materials from an Ophthalmologist, Optometrist or Optician acting
outside the scope of his or herlicense.

29. Chargesfor any additional service required outside basicvision analyses for Contactlenses,
exceptfitting fees.

30. Contact Lensesthatare constructed solely for cosmetic and or convenience reasons.
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Attachment C: Schedule of Benefits

Group Name: HHM CPAs
Group Number: 146666
Effective Date: January 1, 2026

Members have the right to obtain vision care from the Provider of their choice. However, payment
of benefits varies depending on the type of Provider chosen. Benefits are payable as shown in the
following Schedule of Benefits:

Benefit

In-Network

Out-of-Network

Benefit Frequency

VISION EXAMINATION

Comprehensive Eye

Subscriber 12 months
Dependent Spouse 12 months

Examination »10 Copayment Up to 535 Dependent Children 12
months
Retinal Imaging Up to $39 Up to SO
and
Subscriber 12 months
Contact Lenses Fit And Dependent Spouse 12 months
Follow-Up Dependent Children 12
months
Standard $40 Copayment Up to SO
Premium 10% off retail price Up to SO
VISION MATERIALS'
Benefits available for contacts
or eyeglass lenses 1 time
within Benefit Period
Subscriber 12 months
. Dependent Spouse 12 months
Standard Plastic Lenses Dependent Children 12
months
Single Vision $10 Copayment Up to S$30
Bifocal $10 Copayment Up to $45
Trifocal $10 Copayment Up to $60
Subscriber 12 months
S0 Copayment Up to Dependent Spouse 12 months
2
Frames $150 Allowance Up to 575 Dependent Children 12
months
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Contacts In lieu of
eyeglasses frames and
lenses®

Subscriber 12 months
Dependent Spouse 12
months
Dependent Children 12
months

S0 Copayment Up to

Conventional $150 Allowance Up to $120
. S0 Copayment Up to

Disposable $150 Allowance Up to $120

Medically Necessary Paid in full Up to $200
Subscriber 12 months
Dependent Spouse 12

Lens Options months
Dependent Children 12
months

Standard Polycarbonate S40 Copayment Up to SO

Standard Polycarbonate

(For Covered Dependent

children under 19 years >0 Copayment Up to 55

of age.)

UV Treatment $15 Copayment Up to SO

Tint $15 Copayment Up to SO

Standard Plastic Scratch

Coating $15 Copayment Up to SO

Standard Progressive $65 additional

Lenses (add on to Bifocal) Copayment Up to 545

Premium Progressive See Fixed Premium

Lenses (add on to Bifocal) ProgressYiestTler Price Up to $45

Standard Anti-Reflective

Coating S45 Copayment Up to SO

Premium Anti-Reflective See F|?<ed PrerTnum

Coatin Anti-Reflective Up to SO

& Coating Tier Price List

Photochromic Lenses $75 Copayment Up to SO

Other lens options 20% off retail price Up to SO

Premium Tiered Price

List*

Premium Progressives

Tier 1 (add on to Bifocal) $85 Copayment Up to SO

Tier 2 (add on to Bifocal) S95 Copayment Up to SO

Tier 3 (add on to Bifocal) | $110 Copayment Up to SO

S65 Copayment
. . 20% off retail price
Tier 4 (add on to Bifocal) Up to $120 Up to SO
Allowance
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Premium Anti-Reflective

Coating
Tier 1 S57 Up to SO
Tier 2 S68 Up to SO
Tier 3 20% off retail price Up to SO
DIABETIC EYE CARE Care andtesting for
diabetic members
Up to 2 Per 12 month
Exam S0 Copayment Up to $77 Benefit Period
. . Up to 2 Per 12 month
Retinal Imaging S0 Copayment Up to $50 Benefit Period
Extended Up to 2 Per 12 month
Ophthalmoscopy 20 Copayment Up to 515 Benefit Period
. Up to 2 Per 12 month
Gonioscopy S0 Copayment Up to S$15 Benefit Period
Scanning Laser S0 Copayment Up to $33 Up to 2 Per 12 month

Benefit Period

1. Additionalcomplete pair eyeglasses purchases (frame, lens andlens options) receive 40% off re tail

price at Network Providers once benefit used.
2. Additional 20% off retail cost above Allowance.

3. Additional 15% off balance over Allowance on conventional Contact Lenses.

*Fixed pricing is reflective of brands at the listed tier level. All providers are not required to carry all

brands at all levels.
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Evidence of Coverage
Attachment D: Eligibility

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

A.

Subscriber
To be eligible to enrollas a Subscriber, You must:
1. Be afull-time Employee of the Group, whois Actively At Work; and

2. Satisfy all eligibility requirements of the Employer and Group Agreement; and

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

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

Covered Dependents

You can apply for Coverage for Yourdependents. You must list Your dependents onthe Enrollment
Form. To qualify as a Covered Dependent, each dependent must meet all dependent eligibility
criteria established by the Employer, satisfy all eligibility requirements of the Group Agreement, and
be either:

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

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

a. A child of the Subscriber or the Subscriber’s spouse forwhom a Qualified Medical Child
Support Order has beenissued; or

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

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

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

The Employer’s determination of eligibility underthe terms of this provision shall be
conclusive.

The Plan reserves the right to require proof of eligibility including, but not limited to, a certified copy
of any Qualified Medical Child Support Order or certification of full-time student status.
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C. Loss of Eligibility

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

IMPORTANT PRIVACY INFORMATION

EFFECTIVE DATE 1/1/2026

THIS NOTICE DESCRIBES HOW HEALTH PLAN INFORMATION ABOUT YOU MAY BE USED AND
SHARED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY

LEGAL OBLIGATIONS

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

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

The law requires us to keep private all of the information we have about you, including your name,
address, otherdemographicinformation, claims information, financial information (including social
security numbers), diagnosis information, other health information, and otherinformation that can
identify you (your “information”). The law requires us to follow all the privacy practices in this notice
fromthe date on the coveruntil we change or replace it.

We have the right to make changesto our privacy practices and this notice at any time, but we will
send you a new notice any time we do or tell you about the changesand where you can find the
notice. Any changes we make to this notice will apply to all information we keep including info rmation
created or received before we made changes.

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

Privacy Office

BlueCross BlueShield of Tennessee

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

Fax:(423) 535-1976

E-mail: privacy office @bcbst.com

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

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

BCBST—Vision
(1/10) Rev 7/25 Page 27


mailto:privacy_office@bcbst.com

ORGANIZATIONS THIS NOTICE COVERS

This notice applies to BlueCross BlueShield of Tennessee, Inc. We may share your information about
any of the following subsidiaries and affiliates as set forth below: Shared Health, Inc., Group Insurance
Services, Inc., Volunteer State Health Plan, Inc., Golden Security Insurance Co., SecurityCare of
Tennessee, Inc., and Shared Health Mississippi, Inc.

These entities support usin providing health insurance and related products and services. If we buy or
create new affiliates and subsidiaries, they may also be required to follow the privacy practices outlined
in this notice.

For additional information, including TTY/TDD users, please call the Privacy Office at 1-888-455-3824.
Para obtenerayudaen espaiol, llame al 1-888-455-3824.

HOW WE MAY USE AND SHARE YOUR INFORMATION

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

Information that has been shared may be shared again and no longer protected by federal or state law.

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

Information about members and former members may be used and shared for treatment, payment
and health care operations.

We restrict access to information about you to those employees or contractors who need to know that
information to run our business. We maintain physical, electronicand procedural safeguards that
comply with federal regulations to guard your information.

SOURCES OF INFORMATION WE COLLECT AND SHARE

1. Informationwe receive from you: We collect information directly fromyou. For example, we
collect information like your name, address, and social security numberwhen you apply for
insurance or complete otherforms, and we collect information like your name and contact
information when you contact us for customer service requests.

2. Informationabout your transactions with us and our affiliates: We collect information about your
relationship with us and with our affiliates. For example, we collect information about the claims
we process like whenyou received health care, what services are covered, and how much we’ve
paid. We sometimes use affiliates and related entities to provide administrative se rvices to process
those claims, and they provide us with the same type of information about you.

3. Information about your transactions with non-affiliated third parties: We collect health plan
information about yourrelationship with non-affiliated third-parties such as healthcare providers.
For example, when your healthcare providersubmits claims to us, it includes health plan
information about yourencounter like diagnostic information, procedures you’ve had, and the date
of service.

As permitted by law and this notice, we may use and share all of the information we have about you
as described above.
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WAYS WE MAY USE AND SHARE YOUR INFORMATION

We may use and share any of the information we have about you, including to nonaffiliated third -
parties, in accordance with federaland state laws. The followingare examples of how we may use or
share your information and the types of third-parties to whom we may share yourinformation.

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

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

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

To work with plan sponsors: We may share yourinformation with your employer-sponsored group
health plan (if applicable) for plan administration. For example, we may use or share it to help verify
your identity or to give you more information about your health insurance options. Please see your
plan documentsforall waysa plan sponsor may use this information.

For underwriting: We may use or share yourinformation for underwriting, premium rating or other
activities relating to the creation, renewal or replacement of a health plan contract. We’re not allowed
to use or share geneticinformation for underwriting purposes.

Research: We may use or share yourinformation in connection with lawful research purposes. For
example, we may share yourinformation as part of a limited data set given to a researcherfor clinical
research.

In the eventof your death: If you die, we may share your information with a coroner, medical
examiner, funeral director or organ procurement organization.

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

e Preventingdisease

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

e Reporting negative reactions to medications

e Reportingsuspected abuse, neglect or domesticviolence

e Preventingorreducinga seriousthreatto anyone’s health orsafety

As required by law: We may use or share yourinformation as required by state or federal law.

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

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

e Forworkers’ compensation claims
e For law enforcement purposes, or with a law enforcement official
e With health oversight agencies for legal activities
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e To comply with requests from the military or otherauthorized federal officials

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

For example, we would need your written authorization for:

e Mostusesand disclosures of psychotherapy notes

e Usesanddisclosures of yourinformation for marketing
e Sale of yourinformation

e Otherusesand disclosures not described in this notice

We will letyou know if any of these circumstances arise. We cannot use or share information exceptas
described in this notice without your written authorization.

Certain types of yourinformation are treated differently.

Substance Use Disorder Information: We may receive substance use disordertreatmentinformation
aboutyou from certain providers that are subject tofederal regulations governing the confidentiality of
such information. We may not use or share such information in any civil, criminal, administrative, or
legislative proceedings againstyou unless (1) you consentin writing, or (2) a court orderis issued after
notice and an opportunity to be heardis provided andis accompanied by a subpoenaorsimilar legal
mandate compelling disclosure.

YOUR INDIVIDUAL RIGHTS

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

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

To see who we’ve shared your information to: You have the right to receive a list of most disclosures
we (or a business associate on our behalf) made of your information within the last six years, other
than forthe purpose of treatment, payment or health care operations, and certain otherdisclosures.
This list will include the date of the disclosure, what information was shared, the name of the personor
entity it was shared to, the reason for the disclosure and some otherinformation.

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

To ask for restrictions: You have the right to ask for restrictions on how we use or share your
information. We’re not required to agree to these requests exceptin limited circumstances. If we agree
to arestriction, you and we will agree to the restriction in writing. Please contact the Privacy Office for
more information.

To get notified of a breach: We will notify you after the unauthorized acquisition, access, use, or
disclosure of your health information that compromises the security or privacy of the information.

To ask for confidential communications: You have the right to ask usin writing to send your
information to you at a different address or by a different method if you believe that sending
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information to you in the normal manner will put you in danger. We have to grant yourrequestif it’s
reasonable. We will also need information fromyou, including how and where to communicate with
you. Your request must not interfere with payment of your premiums. If there’s animmediate threat,
you may make your request by calling the Member Service number on the back of your MemberID
card or the Privacy Office. Please follow up your call with a written requestas soon as possible.

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

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

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

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

QUESTIONS AND COMPLAINTS

If You want more information concerning the company’s privacy practices or have questions or
concerns, please contact the Privacy Office.

If You are concerned that: (1) the company has violated Your privacy rights; (2) You disagree with a
decision made aboutaccess to Your health plan information or in response toa request You made
to amend or restrict the use or disclosure or Your health plan information; (3) to request that the
company communicate with You by alternative means or at alternative locations; please contactthe
privacy office.

You may also submita written complaint to the U.S. Department of Health and Human Services. The
company will furnish the address where You can file a complaint with the U.S. Department of Health
and Human Services upon request.

The company supports Yourright to protect the privacy of Your health plan information. There will be
no retaliation in any way if You choose tofile a complaint with BlueCross BlueShield of Tennesseeor
subsidiaries or affiliates, or with the U.S. Department of Health and Human Services.

BlueCross BlueShield of Tennessee, Inc.
The Privacy Office
1 Cameron Hill Circle
Chattanooga, TN 37402
(888) 455-3824
(423) 535-1976 FAX
privacy office@bcbst.com
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EVIDENCE OF COVERAGE

ATTACHMENT F: STATEMENT OF ERISA RIGHTS

For the purposes of this AttachmentF, the term, “Plan” means the employee welfare benefit plan
sponsored by the Plan Sponsor (usually, the Employer). The Employee Retirement Income Security Act
of 1974 (ERISA) entitles You, asa Member of the group under this Plan, to:

1. Examine, withoutcharge, at the office of the Plan Administrator (Plan Sponsor, usually the
Employer) and at other specified locations, such as worksites and union halls, all plan documents,
including insurance contracts, collective bargaining agreements, and copies of all documents filed by
the plan with the U.S. Department of Labor, such as detailed annual reports and plan descriptions;

2. Obtain copies of all plan documents and other plan information upon written requestto the plan
administrator (plan sponsor, i.e., the Employer). The administrator may make a reasonable charge
for these copies; and

3. Receive a summary of the plan’s annual financial report. The plan administrator (plan sponsor,
usually the Employer) is required by law to furnish each participant with a copy of this summary
annual report.

4, Continue Your health care Coverage if there is a loss of Coverage underthe Plan as a result of a qualifying
event. You may have to pay for such Coverage. Review the “Continuation of Coverage” section of this
Vision EOC for the rules governing Your COBRA Continuation Coverage rights.

If You have Creditable Coverage from a prior employer’s Plan, that Creditable Coverage mayreduce or
eliminate any Pre-existing Condition Waiting Period under this Plan. You should be given a Certificate of
Creditable Coverage, free of charge, when: (1) Youlose Coverage underthe Plan;(2) You become
entitled to elect COBRA Continuation Coverage; and (3) Your COBRA Continuation Coverage ceases if
You request the Certificate of Creditable Coverage before losing Coverage, or within twenty-four (24)
months afterlosing Coverage.

Without evidence of Creditable Coverage, You may be subject toa Pre-existing Condition exclusion for
twelve (12) months (eighteen (18) months for late enrollees) after You enroll for Coverage under this
Plan.

In addition to creating rights for the You and other Employees, ERISA imposes duties upon the people
who are responsible for the operation of the Plan. The pe ople who operate the plan are called
“fiduciaries” of the plan. They must handle the Plan prudently andin the interest of You and otherplan
participants and beneficiaries. No one, including the Employer, the union, or any other person, may fire
You or otherwise discriminate against You in any way to prevent You from obtaininga welfare benefitor
exercising rights under ERISA. If Your claim for welfare benefitsis denied, in whole or in part, You must
receive an explanation of the reason for the denial. You have the right to have the plan review Your
claim and reconsiderit, all within certain time schedules.

Under ERISA, there are steps You can take to enforce the above rights.

Forinstance, if You request materials fromthe Plan and do not receive them within thirty (30) days, You
may file suit in a federal court. Insuch a case, the court may require the plan administrator (plan
sponsor, i.e., Your Employer) to provide the materials and pay You up to $110 a day until You receive the
materials, unless the materials were not sent because of reasons beyond the control of the
administrator. If Your claim for benefitsis denied orignored, in whole or in part, You may file suit in a
state or federal court. If plan fiduciaries misuse the plan’s money orif You are discriminated against for
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asserting Your rights, You may seek assistance fromthe U. S. Department of Labor, or may file suit in a
federalcourt.

The court will decide who should pay court costs and legal fees. If You are successful, the court may
orderthe person You have suedto pay these costs and fees. If You lose, the court may orderYou to pay
these costsand fees; forexample, it may order You to pay these expensesif it finds Your claim is
frivolous.

If You have any questions about Your Plan, You should contact the Plan Administrator (Plan Sponsor,
usually, Your Employer). If You have any questions about this statement or about Your rights under
ERISA, or if You need assistance in obtaining documents from the Plan Sponsor, You should contact the
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, Employee Benefits
Security Administration, U.S. Department of Labor, 200 Constitution Avenue NW, Washington, DC
20210. You may also obtain certain publications about Your rights and responsibilities under ERISA by
calling the publications hotline of the Employee Benefits Security Administration.
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GENERAL LEGAL PROVISIONS

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

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

1. You have not enteredinto this EOC based upon representation by any person otherthan Us; and

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

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

RELATIONSHIP WITH NETWORK PROVIDERS

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

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

Providers and applicable State or Federal laws.

The Plan’s participation agreements permit Network Providers to dispute the Plan’s Coverage
decisions if they disagree with those decisions. If Your Network Provider does not dispute a
Coverage decision, You may request reconsideration of that decision as explained in the “Grievance
Procedure” section of this EOC. The participation agreement requires Network Providers to fully
and fairly explain the Plan’s Coverage decisions to You, upon request, if You decide to request that
the Plan reconsidera Coverage decision.

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

UNIFORMED SERVICES EMPLOYMENT AND REEMPLOYMENT RIGHTS ACT OF 1994

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

GOVERNING LAWS

To the extent notgoverned by federallaw, the laws of the State of Tennessee govern Your benefits.
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NONDISCRIMINATION NOTICE

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

BlueCross:

1. Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and
services to communicate effectively with Us, such as:

a. Qualified sign language interpreters; and

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

2. Providesfree language services to people whose primary language is not English, such as:
a. Qualified interpreters; and
b. Information writtenin otherlanguages.

If You need these reasonable modifications, appropriate auxiliary aids and services, orlanguage
assistance services, contact Our consumer advisors at the Member Se rvice number on the back of Your
Member ID card or call 1-(800) 565-9140, or for hearingimpaired, TTY 1-(800) 848-0298 or 711.

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

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

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

U.S. Department of Health and Human Services
200 Independence Avenue SW, Room 509F, HHH Building
Washington, DC 20201
Phone: 1-(800) 368-1019
TTY: 1-(800) 537-7697
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Complaint forms are available at http://www.hhs.gov/ocr/office ffile/index.html.

You can contact BlueCross’s Nondiscrimination Coordinatorat 423-535-1010 (TTY: 1-800-848-0298 or
711); Nondiscrimination_CoordinatorGM®@bcbst.com (email); or Corporate Compliance, 1 Cameron Hill
Circle, 1.4, Chattanooga, TN 37402.

This notice is available at BlueCross’s website: bcbst.com.

! Consistent with the scope of sex discrimination described at 45 CFR 92.101(a)(2)
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