Attachment B


VIII.  STANDARD PLAN AND SMP BENEFITS FOR WISCONSIN PUBLIC EMPLOYERS 


D.  BENEFITS
The benefits described in VIII B., the Standard Plan are modified as follows for sections E, the Deductible Standard Plan, F, the Standard PPP, G, the Deductible Standard PPP and I, the Deductible SMP.

1. INPATIENT HOSPITAL SERVICES

HOSPITAL SERVICES are subject to the ADVANTAGE PROGRAM provisions contained in Article XII. Except as excluded in Articles X., XI. and XIV. BENEFITS are payable for CHARGES for HOSPITAL SERVICES for each PARTICIPANT admitted to a HOSPITAL, SPECIALTY HOSPITAL or EXTENDED CARE FACILITY on or after his/her EFFECTIVE DATE if SERVICES are consistent with and MEDICALLY NECESSARY for admission, diagnosis and treatment, as determined by BCBSWI.
When a private room is occupied, no more than the average of the institution's CHARGES for all of its two bed rooms is payable.  

a. Alcoholism, Drug Abuse and Nervous or Mental Disorders

This paragraph applies to those PARTICIPANTS admitted as resident patients for treatment of Alcoholism, Drug Abuse and NERVOUS OR MENTAL DISORDERS.
BENEFITS are payable  for CHARGES for up to 30 days CONFINEMENT per PARTICIPANT per CALENDAR YEAR.

2. PROFESSIONAL AND OTHER SERVICES

Except as excluded in Articles X., XI. and XIV., BENEFITS are payable for CHARGES for the following PROFESSIONAL SERVICES and OTHER SERVICES  for each PARTICIPANT on or after his/her EFFECTIVE DATE, if those SERVICES are consistent with and MEDICALLY NECESSARY for the diagnosis and treatment of the PARTICIPANT, as determined by BCBSWI.

a. Professional licensed ambulance SERVICE when necessary to transport a PARTICIPANT to or from a HOSPITAL or SPECIALTY HOSPITAL.  SERVICES include a substitute means of transportation in medical emergencies or other extraordinary circumstances where professional licensed ambulance SERVICE is unavailable and such transportation is substantiated by a PHYSICIAN as being MEDICALLY NECESSARY

E. DEDUCTIBLE STANDARD PLAN  

   The following limitations apply to all SERVICES and supplies that are covered BENEFITS for Non-MEDICARE 
   and MEDICARE PARTICIPANTS.

1.  DEDUCTIBLE

     $500 per CALENDAR YEAR per PARTICIPANT.

     $1,000 is the maximum aggregate DEDUCTIBLE amount required under one family coverage in a CALENDAR    YEAR.

If any portion of the DEDUCTIBLE is incurred during the last three months of a CALENDAR YEAR, that portion will be applied toward the PARTICIPANT'S DEDUCTIBLE for the next CALENDAR YEAR.

2. COINSURANCE 

 
After the PARTICIPANT satisfies the DEDUCTIBLE each CALENDAR YEAR, he or she pays 20% COINSURANCE for BENEFITS (None for MEDICARE members).  The most COINSURANCE the PARTICIPANT pays for BENEFITS in a CALENDAR YEAR is $1,500 per PARTICIPANT and $3,000 per family coverage.  Thereafter, we pay 100% of CHARGES for BENEFITS incurred in that CALENDAR YEAR, up to the maximum BENEFIT. The COINSURANCE applies to all BENEFITS, unless the CONTRACT states otherwise.


3.   ANNUAL OUT-OF-POCKET LIMIT
The annual OUT-OF-POCKET limit is $2,000 per PARTICIPANT ($500 per MEDICARE member), not to exceed $4,000 per family ($1,000 for MEDICARE members). This total is made up of the DEDUCTIBLE and COINSURANCE amounts a PARTICIPANT pays for covered expenses in one CALENDAR YEAR. No benefits are payable for CHARGES used to satisfy a PARTICIPANT’S annual DEDUCTIBLE amount and COINSURANCE amounts. After the annual OUT-OF-POCKET limit is satisfied, BENEFITS are payable at 100% of the CHARGES for covered expenses unless specifically stated otherwise in this section, incurred by a PARTICIPANT during the remainder of the CALENDAR YEAR, subject to the PARTICIPANT’S lifetime maximum benefit limit.  

4.   LIFETIME MAXIMUM LIMIT
$2,000,000 per PARTICIPANT

F. STANDARD PREFERRED PROVIDER PLAN (PPP)


The following limitations apply to all SERVICES and supplies that are covered BENEFITS for PARTICIPANTS. The PREFERRED and NON-PREFERRED PROVIDER DEDUCTIBLES and COINSURANCES are separate and cannot be combined.

1.   DEDUCTIBLE

If any portion of either the in- or out-of-network DEDUCTIBLE is incurred during the last three months of a CALENDAR YEAR that portion will be applied toward the PARTICIPANT’S DEDUCTIBLE for the next CALENDAR YEAR.
 a. PREFERRED PROVIDER

        $250 per CALENDAR YEAR per PARTICIPANT ($150 for MEDICARE members)

        $500 is the maximum aggregate DEDUCTIBLE amount required under one family coverage in a CALENDAR  
        YEAR in-network ($300 for MEDICARE members).


  b. Non-PREFERRED PROVIDER 

      $500 per CALENDAR YEAR per PARTICIPANT ($300 for MEDICARE members)
      $1,000 is the maximum aggregate DEDUCTIBLE amount required under one family coverage in a   
      CALENDAR  YEAR out-of-network ($600 for MEDICARE members)
     

2. COINSURANCE
 After a PARTICIPANT pays the DEDUCTIBLE each CALENDAR YEAR, the PARTICIPANT must also pay  
 the following COINSURANCE amounts subject to the limitation described below:

 For BENEFITS performed by a PREFERRED PROVIDER:
After the PARTICIPANT satisfies the DEDUCTIBLE each CALENDAR YEAR, he or she pays 10% COINSURANCE for BENEFITS (None for MEDICARE members).  The most COINSURANCE the PARTICIPANT pays for BENEFITS performed by a PREFERRED PROVIDER in a CALENDAR YEAR is $750 per PARTICIPANT and $1,500 per family coverage.  Thereafter, we pay 100% of CHARGES for BENEFITS incurred in that CALENDAR YEAR, up to the maximum BENEFIT. The COINSURANCE applies to all BENEFITS, unless the CONTRACT states otherwise.

 For BENEFITS performed by a NON-PREFERRED PROVIDER:
After the PARTICIPANT satisfies the DEDUCTIBLE each CALENDAR YEAR, he or she pays 30% COINSURANCE for BENEFITS (None for MEDICARE members).  The most COINSURANCE the PARTICIPANT pays for BENEFITS performed by a Non - PREFERRED PROVIDER in a CALENDAR YEAR is $1,500 per PARTICIPANT and $3,000 per family coverage.  Thereafter, we pay 100% of CHARGES for BENEFITS incurred in that CALENDAR YEAR, up to the maximum BENEFIT. The COINSURANCE applies to all BENEFITS, unless the CONTRACT states otherwise.

3. ANNUAL OUT-OF-POCKET LIMIT
The annual OUT-OF-POCKET limit is $1,000 per PARTICIPANT ($150 per MEDICARE member) for PREFERRED PROVIDERS, not to exceed $2,000 per family ($300 for MEDICARE members). For NON-PREFERRED PROVIDERS , the annual OUT-OF-POCKET limit is $2,000 per PARTICIPANT ($300 for MEDICARE members) not to exceed $4,000 per family ($600 per MEDICARE members). This total is made up of the DEDUCTIBLE and COINSURANCE amounts a PARTICIPANT pays for covered expenses in one CALENDAR YEAR. No benefits are payable for CHARGES used to satisfy a PARTICIPANT’S annual DEDUCTIBLE amount and COINSURANCE amounts. After the annual OUT-OF-POCKET limit is satisfied, BENEFITS  are payable at 100% of the CHARGES for covered expenses unless specifically stated otherwise in this section, incurred by a PARTICIPANT during the remainder of the CALENDAR YEAR, subject to the PARTICIPANT’S lifetime maximum benefit limit.

4. LIFETIME MAXIMUM LIMIT
$2,000,000 per PARTICIPANT

G. DEDUCTIBLE STANDARD PREFERRED PROVIDER PLAN (PPP) 

The following limitations apply to all SERVICES and supplies that are covered BENEFITS for PARTICIPANTS. The PREFERRED and NON-PREFERRED PROVIDER DEDUCTIBLES and COINSURANCES are separate and cannot be combined.

1. DEDUCTIBLE

If any portion of either the in- or out-of-network DEDUCTIBLE is incurred during the last three months of a CALENDAR YEAR that portion will be applied toward the PARTICIPANT’S DEDUCTIBLE  for the next CALENDAR YEAR.

a.   PREFERRED PROVIDER
$500 per CALENDAR YEAR per PARTICIPANT.

$1,000 is the maximum aggregate DEDUCTIBLE amount required under one family coverage in a CALENDAR YEAR in-network.

 b.  NON-PREFERRED PROVIDER
 $1,000 per CALENDAR YEAR per PARTICIPANT

 
 $2,000 is the maximum aggregate DEDUCTIBLE amount required under one family coverage in a   
 CALENDAR YEAR out-of-network


2. COINSURANCE 
After a PARTICIPANT pays the DEDUCTIBLE each CALENDAR YEAR, the PARTICIPANT must also pay the following COINSURANCE amounts subject to the limitation described below:

For BENEFITS performed by a PREFERRED PROVIDER:
After the PARTICIPANT satisfies the DEDUCTIBLE each CALENDAR YEAR, he or she pays 20% COINSURANCE for BENEFITS (None for MEDICARE members).  The most COINSURANCE the PARTICIPANT pays for BENEFITS performed by a PREFERRED PROVIDER in a CALENDAR YEAR is $1,500 per PARTICIPANT and $3,000 per family coverage.  Thereafter, we pay 100% of CHARGES for BENEFITS incurred in that CALENDAR YEAR, up to the maximum BENEFIT. The COINSURANCE applies to all BENEFITS, unless the CONTRACT states otherwise.

For BENEFITS performed by a NON-PREFERRED PROVIDER:
After the PARTICIPANT satisfies the DEDUCTIBLE each CALENDAR YEAR, he or she pays 30% COINSURANCE for BENEFITS. (None for MEDICARE members)  The most COINSURANCE the PARTICIPANT pays for BENEFITS performed by a Non-PREFERRED PROVIDER in a CALENDAR YEAR is $3,000 per PARTICIPANT and $6,000 per family coverage.  Thereafter, we pay 100% of CHARGES for BENEFITS incurred in that CALENDAR YEAR, up to the maximum BENEFIT. The COINSURANCE applies to all BENEFITS, unless the CONTRACT states otherwise.

3. ANNUAL OUT-OF-POCKET LIMIT
The annual OUT-OF-POCKET limit is $2,000 per PARTICIPANT for PREFERRED PROVIDERS ($500 for MEDICARE members), not to exceed $4,000 per family ($1,000 for MEDICARE members). For NON-PREFERRED PROVIDERS, the annual OUT-OF-POCKET limit is $4,000 per PARTICIPANT ($1,000 for MEDICARE members), not to exceed $8,000 per family ($2,000 for MEDICARE members). This total is made up of the DEDUCTIBLE and COINSURANCE amounts a PARTICIPANT pays for covered expenses in one CALENDAR YEAR. No benefits are payable for CHARGES used to satisfy a PARTICIPANT’S annual DEDUCTIBLE amount and COINSURANCE amounts.  After the annual OUT-OF-POCKET limit is satisfied, BENEFITS are payable at 100% of the CHARGES for covered expenses, unless specifically stated otherwise in this section, incurred by a PARTICIPANT during the remainder of the CALENDAR YEAR, subject to the PARTICIPANT’S lifetime maximum benefit limit.


4. LIFETIME MAXIMUM BENEFIT LIMIT
$2,000,000 per PARTICIPANT.


H.  This Section applies to WISCONSIN PUBLIC EMPLOYERS EMPLOYEES and their eligible DEPENDENTS who have elected the State Maintenance Plan (SMP).
1. DEFINITIONS

For the purpose of this Section VIII H., and I., only, the following terms are in addition to, or a substitute for, the terms defined in Section I.

AFFILIATED PROVIDER:  a PHYSICIAN, or a group of PHYSICIANS, associated through group practice, clinics or similar arrangements; HOSPITAL or other PROVIDER; who has an agreement in force with BCBSWI to participate in the SMP for the purpose of providing, prescribing or directing health care SERVICES and supplies to or for PARTICIPANTS.  A list of AFFILIATED PROVIDERS who provide such care will be provided by BCBSWI to those who are eligible to participate in the SMP.
SELECTED AFFILIATED PHYSICIAN: an AFFILIATED PROVIDER selected by a PARTICIPANT in writing to manage the health maintenance of a PARTICIPANT, if the AFFILIATED PROVIDER agrees to manage the health maintenance of the PARTICIPANT.  The SELECTED AFFILIATED PHYSICIAN must:
a. manage a PARTICIPANT'S health maintenance;

b. provide PROFESSIONAL SERVICES;

c. prescribe other health care SERVICES and supplies personally or by referral to other PHYSICIANS or to paramedical personnel.

PRIMARY PHYSICIAN means the same as “SELECTED AFFILIATED PROVIDER” as defined above.

URGENT CARE means for an accident or illness which is needed sooner than a routine doctor’s visit. If the accident or injury occurs during the PARTICIPANT’S temporary absence from the service area, this does not include follow-up care unless such care is necessary to prevent his/her health from getting seriously worse before he/she can reach his/her SELECTED AFFILIATED PHYSICIAN. It also does not include care that can be safely postponed until the PARTICIPANT returns to the service area to receive such care from an AFFILIATED PROVIDER.

The SELECTED AFFILIATED PHYSICIAN may be changed by the PARTICIPANT effective the first of the month after receipt of written notice to BCBSWI.

2. ELIGIBILITY FOR THE SMP

a. PARTICIPANTS under the age of 65 and/or not eligible for MEDICARE as the primary payor are eligible to participate in the SMP on the date they become PARTICIPANTS.

b. The requirement that a PARTICIPANT must be under age 65 and/or not eligible for MEDICARE is deferred until the PARTICIPANT’S termination of employment with the State of Wisconsin.

c. A PARTICIPANT whose participation in the SMP terminates because of MEDICARE eligibility automatically becomes a PARTICIPANT in the STANDARD PLAN as described in this article.

d. The BOARD will determine geographical areas where the SMP may be offered.

e.  EMPLOYEES must reside in an SMP county to be eligible, except as provided under II, C.,2.

3.    SMP Benefits – Wisconsin Public Employers

Except as excluded in Sections X., XI. and XIV., PARTICIPANTS who have been specified by the BOARD to BCBSWI for enrollment in the SMP, and who have designated a SELECTED AFFILIATED PHYSICIAN, will on or after the EFFECTIVE DATE be entitled to the following BENEFITS which are payable for:
a. HOSPITAL, PROFESSIONAL and other SERVICES and BENEFITS payable provided or prescribed by an AFFILIATED PROVIDER, or a PHYSICIAN to whom the PARTICIPANT was referred by the SELECTED AFFILIATED PHYSICIAN and the referral was pre-approved by BCBSWI.

Treatment, SERVICES and supplies described in Section VIII are subject to the following:

i.  DEDUCTIBLES for WISCONSIN PUBLIC EMPLOYERS:

· For COINSURANCE and LIFETIME MAXIMUMS refer to Section VIII B., 4., b., and c.

· For WISCONSIN PUBLIC EMPLOYERS the $250.00 STANDARD PLAN major medical DEDUCTIBLE is reduced to $200.00 major medical DEDUCTIBLE and does not apply to PROFESSIONAL SERVICES.
If any portion of the DEDUCTIBLE is incurred during the last three months of the CALENDAR YEAR, that portion will be applied toward the PARTICIPANT’S DEDUCTIBLE for the next CALENDAR YEAR.

ii.   CHARGES for BIOLOGICALS, and prescription drugs prescribed by a PHYSICIAN and required to be administered by a professional provider during an office visit with a PHYSICIAN for treatment of an ILLNESS or INJURY.

iii.   Treatment of Temporomandibular Disorders

Covers diagnostic procedures and prior authorized MEDICALLY NECESSARY surgical or non-surgical treatment for the correction of temporomandibular disorders, if all of the following apply:

· A CONGENITAL, developmental or acquired deformity, disease or INJURY caused the condition.

· The procedure or device is reasonable and appropriate for the diagnosis or treatment of the condition under the accepted standards of the profession of the health care provider rendering the SERVICE.

· The purpose of the procedure or device is to control or eliminate infection, pain, disease or dysfunction.

This includes coverage of non-surgical treatment, including intraoral splint therapy, but does not include coverage for cosmetic or elective orthodontic, periodontic or general dental care. Benefits for diagnostic procedures and non-surgical treatment will be payable up to $1,250.00 per contract year.

iv. HOSPITAL SERVICES for INPATIENT care in a SPECIALTY HOSPITAL for alcoholism or drug abuse specified in Section IV. is increased from 30 days of CONFINEMENT per BENEFIT period to 365 days of CONFINEMENT per BENEFIT period.

v. Alcoholism, Drug Abuse and NERVOUS OR MENTAL DISORDER Treatment as follows:

· OUTPATIENT Treatment of Alcoholism, Drug Abuse and NERVOUS OR MENTAL DISORDERS

Treatment of alcoholism, drug abuse and NERVOUS OR MENTAL DISORDERS for a PARTICIPANT other than as an INPATIENT is limited to 90% of the first $2,000.00 in CHARGES during any CALENDAR YEAR.  Such treatment SERVICES must be provided by a PHYSICIAN, a licensed psychologist who is listed in the National Register of Health Service Providers in Psychology, a facility established and maintained according to rules promulgated under § 51.42 (7) (b), Wis. Stats, or a medical clinic or billed by a psychologist under the direction of a PHYSICIAN.

· TRANSITIONAL TREATMENT ARRANGEMENTS

Each CALENDAR YEAR, BENEFITS are payable at 90% of the first $3,000.00 of CHARGES for covered expenses incurred by a PARTICIPANT in that CALENDAR YEAR for TRANSITIONAL TREATMENT ARRANGEMENTS provided to that PARTICIPANT up to $2,700.00 in each CALENDAR YEAR.

The criteria that BCBSWI uses to evaluate a Transitional Treatment program or SERVICE to determine whether it is covered under the CONTRACT include, but are not limited to:

· the program is certified by the Department of Health and Family Services;

· the program meets the accreditation standards of the Joint Commission on Accreditation of Healthcare Organizations;

· the specific diagnosis is consistent with the symptoms;

· the treatment is standard medical practice and appropriate for the specific diagnosis;

· the multi‑disciplinary team running the program is under the supervision of a licensed psychiatrist practicing in the same state in which the health care provider's program is located or the SERVICE is provided;

· see the definition of "MEDICALLY NECESSARY" in the Definitions.

BCBSWI will need the following information from the health care provider to help determine the medical necessity of such program or SERVICE:

· a summary of the development of the PARTICIPANT'S ILLNESS and previous treatment;

· a well defined treatment plan listing treatment objectives, goals and duration of the care provided under the TRANSITIONAL TREATMENT ARRANGEMENT program;

· a list of credentials for the staff who participated in the TRANSITIONAL TREATMENT ARRANGEMENT program or SERVICE, unless the program or SERVICE is certified by the Department of Health and Family SERVICES.

· Alcoholism, Drug Abuse and NERVOUS OR MENTAL DISORDERS Maximum

Total BENEFITS payable for all treatments of Alcoholism, Drug Abuse and NERVOUS OR MENTAL DISORDERS shall not exceed the annual maximum of $7,000.00 per PARTICIPANT per CALENDAR YEAR.

Note:  Annual dollar maximums for mental health only SERVICES are suspended.

Annual dollar maximums remain in force for treatment of alcohol and drug abuse.  Any BENEFITS paid during the year for mental health SERVICES will be applied toward the annual BENEFIT maximum for alcohol and drug abuse treatment when determining whether BENEFITS for alcohol and drug abuse treatment remain available.

b.   CHARGES are payable for HOSPITAL, PROFESSIONAL and other SERVICES and BENEFITS provided or prescribed by a PHYSICIAN other than the SELECTED AFFILIATED PHYSICIAN as follows:

i.   PHYSICIANS referred to in writing by the SELECTED AFFILIATED PHYSICIAN and pre-approved by BCBSWI; SERVICES and supplies provided or prescribed by such a PHYSICIAN are payable under Section VIII. 3. a.

ii.  A PHYSICIAN to whom the PARTICIPANT was not referred by the SELECTED AFFILIATED PHYSICIAN; SERVICES and supplies provided or prescribed by such a PHYSICIAN are not payable under this CONTRACT.  However, when the SELECTED AFFILIATED PHYSICIAN cannot be reached with reasonable effort within the time medical attention is required for EMERGENCY or out-of-area URGENT CARE, CHARGES are payable under Section VIII. 3. a.

iii.  URGENT CARE is not emergency care. It does not include care that can be safely postponed until the PARTICIPANT returns to the service area to receive such care from an AFFLIATED PROVIDER.

You must receive URGENT CARE from an AFFILIATED PROVIDER if you are in the service area. If you are out of the service area, go to the nearest appropriate medical facility unless you can safely return to the service area to receive care from an AFFILIATED PROVIDER. Non-urgent follow-up care must be received from an AFFILIATED PROVIDER unless it is prior authorized by BCBSWI.

c.   CHARGES are payable without a referral for the following additional SERVICES and supplies provided or prescribed by an AFFILIATED PROVIDER, licensed optometrist or dentist:

i.  Preventive Dental Care SERVICES.

Each PARTICIPANT who is under age 12 will be entitled to receive preventive dental care limited to routine oral examination, prophylaxis (scaling and cleaning of teeth) and topical fluoride treatment, but not more than once in any 180 consecutive day period.

ii.  Preventive Vision Care SERVICES.

Each PARTICIPANT who is under age 18 will be entitled to receive preventive vision care limited to:

· Vision analysis (eye examination), but not more than once in any period of 365 consecutive days.  Vision analysis includes, but is not limited to, case history, ocular health examination, refraction, gross visual fields and ocular/visual sensory motor function.

· Written prescription for eye glasses if the vision analysis (eye examination) indicates that eye glasses are MEDICALLY NECESSARY for the appropriate vision care of the PARTICIPANT, but no CHARGES are payable for lenses or frames.

iii.  Second Surgical Opinion SERVICES.

CHARGES are payable for a second surgical opinion from any PHYSICIAN for any elective surgical procedure, if the second PHYSICIAN is not an associate, partner or relative of the PHYSICIAN who provided the first surgical opinion and was scheduled to perform the surgery.

I.        DEDUCTIBLE SMP – Wisconsin Public Employers

This Section applies to WISCONSIN PUBLIC EMPLOYERS’ EMPLOYEES and their eligible DEPENDENTS who have elected the DEDUCTIBLE SMP. The following limitations apply to all SERVICES and supplies that are covered BENEFITS. 

1. DEDUCTIBLE 
$500 per CALENDAR YEAR per PARTICIPANT 

  $1,000 is the maximum aggregate DEDUCTIBLE amount required under one family coverage in a CALENDAR   YEAR.

   If any portion of the DEDUCTIBLE is incurred during the last three months of a CALENDAR YEAR, that portion will be applied toward the PARTICIPANT'S DEDUCTIBLE for the next CALENDAR YEAR.

2. COINSURANCE

None

Note: HOSPITAL SERVICES are subject to the ADVANTAGE PROGRAM provisions contained in Article XII for the DEDUCTIBLE SMP.   All other provisions in section H. apply.
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