




















Service Received

Your Share of the Cost

Behavioral Health Care (Mental Health and Substance Abuse Care). You do not need a referral from your
Primary Care Provider. However, you must receive covered services in the Network.

Outpatient services
e Mental Health visits --unlimited visits per member, per calendar year

In-Network, two office visits for diagnosis and three treatment visits are allowed
each contract year without clinical review.

¢ Substance Abuse visits (for detoxification or rehabilitation) unlimited visits
per member, per calendar year

$20 per visit

Inpatient Services (Inpatient care must be authorized in advance by
Anthem at 1-800-228-5975.)

e Mental Health —unlimited inpatient days per member per, per calendar year

s Substance Abuse - medically necessary inpatient days for medical
detoxification and rehabilitation

Prescription Drugs

Covered medications, diabetic supplies and contraceptive devices purchased at a

network retail or mail order pharmacy.

Prescriptions may be filled up to a 90-day supply.

¢ You pay one copay per 30-day supply at a retail

e You pay additional copays for fills that exceed a 30-day supply. Example:
you pay three copays per 90-day supply at a retail you pay one copay per 90-
day supply at a mail order pharmacy.

Important notes:

e  Whenever available, your prescription will be filled generically. If you
choose to buy a brand drug, you pay the generic copay, plus the difference in
cost between the brand and generic drug.

If, due to medical necessity, your physician must prescribe a brand drug,
you pay the brand copay.

Refer to your prescription drug program flyer for details.

Exclusions and Limitations

Subject to deductible

At a Retail Pharmacy

$10 Tier 1

$35 Tier 2

30% Tier 3 coinsurance. Coinsurance max up to
$2,500 per member, no more than $7,500 per
family, per calendar year.

by Mail Order:

$10 Tier 1

$70 Tier 2

30% Tier 3 coinsurance. Coinsurance max up to
$2,500 per member, no more than $7,500 per
family, per calendar year.

The services listed below are not covered by this plan. Complete details on exclusions and limitations are stated in the

Subscriber Certificate.

e Any service that is not medically necessary e Any service required by a third party (court ordered services are covered if all of the other terms of
the plan are met) o Cosmetic surgery ¢ Custodial or convalescent care ¢ Educational testing and therapy e Experimental and/or investigational
services except as required by law for clinical trials e Hospitalization for conditions that are not covered » Human organ transplants other than those
listed in the Subscriber Certificate as Covered Services ¢ Mental health services which do not usually result in favorable modification through short-
term therapy ® Miscellaneous devices, materials, and supplies, including, but not limited to, manual breast pumps, hearing aids (except children
under 19), eyeglasses, contact lenses (except after cataract surgery), dentures and support devices for the feet and corrective shoes  Permanent
dental restoration, most oral surgery (general anesthesia, hospital or surgical day care facility charges for dental procedures are covered for certain
individuals only to the extent required by law) e Personal comfort items ¢ Radial keratotorny or other surgery to correct vision  Routine podiatry e
Services covered by government programs to the extent permitted by law ¢ Services for work-related illness or injury e Sex changes e Services,
treatments, procedures or programs for weight or appetite control, weight loss, weight management or control of obesity, except for diabetes
education, nutrition counseling, and medically necessary surgical and non-surgical services to treat diseases and ailments caused by or resulting

from obesity or morbid obesitye

Anthem Blue Cross and Blue Shield has the right to recover its costs for care of:
« Injuries which are the responsibility of other parties ¢ Services for which another insurance carrier or Medicare is primary * Services related to

illegal conduct

This is only a brief summary of your coverage. This summary of benefits is not a contract. Itis a general description of the benefits and
exclusions of this plan. Complete information about all benefits, limitations and exclusions is in the Subscriber Certificate, which will be mailed to you after

youenroll. If you need further information, please call Customer Service at 1-800-870-3122.
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Summary of Benefits
This is only a brief summary of your coverage. Benefits apply when care is medically necessary. Services are covered up to the
Maximum Allowable Benefit (MAB). Network Providers agree to accept the MAB as payment in full.

Service Received Your Share of the Cost

You do not need a referral from your Primary Care Provider. However, you must receive covered services in the

Access Blue Network.

Preventive Care

=  Immunization, lead screening, PSA (prostate screening) .................

e Routine physical exams for babies, children and adults, including family
planning visits . ............... Covered in full

e Routine hearingexams. .. ....... ...

See “Other Services” for additional Preventive Care information

Other Outpatient Care $25 per visit to your PCP $50 per visit to any
Medical exams, injections (including allergy injections), office surgery and Specialist or Network Walk-in-Center
anesthesia................
Lab, X-ray and ultrasound.................coeeieirrininnnnneeiennaiann Covered in full
Physical therapy, occupational therapy, or speech therapy-up to 60 visits-
combined per member, per calendar year........................ $50 per visit
Early Childhood Intervention therapy services for children up to age 3 —
limited to $3,200 per member, per calendar year and $9,600 per member’s $25 per visit to your PCP $50 per visit to any
lifetime Specialist

Service Received Your Share of the Cost
CT Scan, MRI, outpatient facility fees................cocoviiiiin,
Surgery in the outpatient department ofa hospital or in a hospital’s
ambulatory surgery center . .. .. ... teveeiieseesaiaaaaeenen. | Subject to:

Inpatient Care (as a bed patient in an acute care hospltal)

e Semi-privateroomandboard. .......... ... ... ...

e  Physician in-hospital care, surgery, delivery, anesthesia, lab, X-ray, CT
scan, MRI, medical supplies, medication and physical, occupational and
speech therapy . S

Skilled Nursing Facmty Care

e Upto 100 inpatient days per member per calendar year

Physical Rehabilitation Facility

e Up to 60 inpatient days per member, per calendar year

Durable Medical Equipment (DME) unlimited $100 DME deductible
20% coinsurance

$2,000 deductible per member, no more than
$6,000 per family per calendar year

Other Services
¢ Routine vision exam -one exam every twoyears ............
e OB/GYN care (performed by a network OB/GYN provider) Covered in full
- Maternity care (routine prenatal, delivery and postpartum) Subject to deductible
- Mammogramand Papsmear . ...................... Covered in full
e Chiropracticvisit............ .. ... i i, $50 per visit
- Chiropractic X-ray . .. .....ooueun e, Covered in full
Emergency Room (ER) or Urgent Care Facility Visit
e ER charge (the copayment is waived if you are admitted). . . . $250 per visit
o  Urgent Care facilitycharge . .. ... ................... ... $50 per visit
e ER/Urgent Care physician fee, CT scan, MRI, medical supplies, etc . Subject to deductible
Ambulance (medically necessary emergency transport only) . . . . Subject to deductible
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Service Received

Your Share o the Cost

Behavioral Health Care (Mental Health and Substance Abuse Care). You do not need a referral from your
Primary Care Provider. However, you must receive covered services in the Network.

Outpatient services
o Mental Health visits --unlimited visits per member, per calendar year

In-Network, two office visits for diagnosis and three treatment visits are allowed
each contract year without clinical review.

e Substance Abuse visits (for detoxification or rehabilitation) unlimited visits
per member, per calendar year

$25 per visit

Inpatient Services (Inpatient care must be authorized in advance by
Anthem at 1-800-228-5975.)

e Mental Health —unlimited inpatient days per member per, per calendar year

e Substance Abuse - medically necessary inpatient days for medical
detoxification and rehabilitation

Prescription Drugs

Covered medications, diabetic supplies and contraceptive devices purchased at a

network retail or mail order pharmacy.

Prescriptions may be filled up to a 90-day supply.

e  You pay one copay per 30-day supply at a retail

e You pay additional copays for fills that exceed a 30-day supply. Example:
you pay three copays per 90-day supply at a retail you pay one copay per 90-
day supply at a mail order pharmacy.

Important notes:

e  Whenever available, your prescription will be filled generically. If you
choose to buy a brand drug, you pay the generic copay, plus the difference in
cost between the brand and generic drug.

If, due to medical necessity, your physician must prescribe a brand drug,
you pay the brand copay.

Refer to your prescription drug program flyer for details.

Exclusions and Limitations

Subject to deductible

At a Retail Pharmacy

$10 Tier 1

$35 Tier 2

30% Tier 3 coinsurance. Coinsurance max up to
$2,500 per member, no more than $7,500 per
family, per calendar year.

by Mail Order:

$10 Tier |

$70 Tier 2

30% Tier 3 coinsurance. Coinsurance max up to
$2,500 per member, no more than $7,500 per
family, per calendar year.

The services listed below are not covered by this plan. Complete details on exclusions and limitations are stated in the

Subscriber Certificate.

e Any service that is not medically necessary ¢ Any service required by a third party (court ordered services are covered if all of the other terms of
the plan are met) o Cosmetic surgery ® Custodial or convalescent care e Educational testing and therapy ¢ Experimental and/or investigational
services except as required by law for clinical trials e Hospitalization for conditions that are not covered e Human organ transplants other than those
listed in the Subscriber Certificate as Covered Services ® Mental health services which do not usually result in favorable modification through short-
term therapy » Miscellaneous devices, materials, and supplies, including, but not limited to, manual breast pumps, hearing aids (except children
under 19), eyeglasses, contact lenses (except after cataract surgery). dentures and support devices for the feet and corrective shoes » Permanent
dental restoration, most oral surgery (general anesthesia, hospital or surgical day care facility charges for dental procedures are covered for certain
individuals only to the extent required by law) e Personal comfort items e Radial keratotomy or other surgery to correct vision e Routine podiatry »
Services covered by government programs to the extent permitted by law e Services for work-related illness or injury e Sex changes o Services,
treatments, procedures or programs for weight or appetite control, weight loss, weight management or control of obesity, except for diabetes
education, nutrition counseling, and medically necessary surgical and non-surgical services to treat diseases and ailments caused by or resulting

from obesily or morbid obesitye

Anthem Blue Cross and Blue Shield has the right to recover its costs for care of:
o Injuries which are the responsibility of other parties » Services for which another insurance carrier or Medicare is primary e Services related to

illegal conduct

This is only a brief summary of your coverage. This summary of benefits is not a contract. It is a general description of the benefits and
exclusions of this plan. Complete information about all benefits, limitations and exclusions is in the Subscriber Certificate, which will be mailed to you afier

youenroll. If'you need further information, please call Customer Service at 1-800-870-3122.
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HMO Blue® New England

Network Blue New EnglandSM

Summary of Benefits

Anthem. &%

This is only a brief summary of your coverage. Benefits apply when care is medically necessary. Services are covered up to the

Maximum Allowable Benefit (MAB). Network Providers agr

Service Received

ee to accept the MAB as payment in full.

These services MUST be provided by or referred by your Primary Care Provider (PCP)

Your Share f the Cost

Preventive Care

*  |mmunization, lead screening, PSA (prostate screening) . ............

e Routine physical exams for babies, children and adults, including family
planning visits

e Routine hearingexams. . ..............covivnann..

See “Other Services” for additional Preventive Care information

Covered in full

Other Outpatient Care
e Medical exams, injections (including allergy injections), office surgery and
AanEStRESIAL v o o o o ol S T R S A R
e Surgery and anesthesia in an independent ambulatory surgery center .........
e Lab tests furnished in an office or by an independent laboratory
PIOVIAET ..ottt b e b bbb e
e  Physical therapy, occupational therapy, or speech therapy-up to 20 visits- per
therapy per member, per calendar year..............coooiiiiiiiiii s
o Early Childhood Intervention therapy services for children up to age 3 —
limited to $3,200 per member, per calendar year and $9,600 per member’s
lifetime

$25 per visit to your PCP $50 per visit to any
Specialist or Network Walk-in-Center

$75 per admission
Covered in full
$50 per visit

$25 per visit to your PCP $50 per visit to any
Specialist

Service Received

Your Share of the Cost

e  Lab tests furnished by a hospital facility ..............cooeeninn

e  X-ray, CT Scan, MRI, outpatient facility fees........................

e Surgery in the outpatient department of a hospital or in a hospital’s
ambulatory surgerycenter . ............. ... ...

Inpatient Care (as a bed patient in an acute care hospital)

e Semi-privateroomandboard. ........... ... ...

e Physician in-hospital care, surgery, delivery, anesthesia, lab, X-ray, CT
scan, MRI, medical supplies, medication and physical, occupational and
speech therapy

Skilled Nursing Facility Care

e Up to 100 inpatient days per member per calendar year
Physical Rehabilitation Facility

e Up to 60 inpatient days per member, per calendar year

Durable Medical Equipment (DME) unlimited

Subject to:

$3,000 deductible per member, no more than
$9,000 per family per calendar year

These services DO NOT require a PCP referral as long as you use network providers.

Other Services
e Routine vision exam -one exam every twoyears . ...........
¢ OB/GYN care (performed by a network OB/GYN provider)
= EXamigoue. .. ... 0, GEREEEE <. .. . W T+ e S e B
- Maternity care (routine prenatal, delivery and postpartum)
- Mammogram and Papsmear . .. ....................
e Chiropractic Visit . ..........coviiiiiiiis i
- Chiropractic X-ra¥.ii. s osiraii. e, A m. fi.

Covered in full

Subject to deductible
Covered in full
$50 per visit
Subject to deductible

These services DO NOT require a PCP referral for medical emergencies and urgent care.

Emergency Room (ER) or Urgent Care Facility Visit

e ER charge (the copayment is waived if you are admitted). . . .

e Urgent Care facilitycharge .. .............. ... ... ...

s ER/Urgent Care physician fee, CT scan, MRI, medical supplies, etc .

$250 per visit
$50 per visit
Subject to deductible

Ambulance (medically necessary emergency transport only) . . ..
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Service Received

Your Share of the Cost

Outpatient services
o Mental Health visits --unlimited visits per member, per calendar year

In-Network, two office visits for diagnosis and three treatment visits are allowed
each contract year without clinical review.

e Substance Abuse visits (for detoxification or rehabilitation) unlimited visits
per member, per calendar year

$25 per visit

Inpatient Services (Inpatient care must be authorized in advance by
Anthem at 1-800-228-5975.)

Mental Health —unlimited inpatient days per member, per calendar year

Substance Abuse - medically necessary inpatient days for medical detoxification
and rehabilitation

Prescription Drugs

Covered medications, diabetic supplies and contraceptive devices purchased at a

network retail or mail order pharmacy.

Prescriptions may be filled up to a 90-day supply.

e You pay one copay per 30-day supply at a retail

e You pay additional copays for fills that exceed a 30-day supply. Example:
you pay three copays per 90-day supply at a retail you pay one copay per 90-
day supply at a mail order pharmacy.

Important notes:

e  Whenever available, your prescription will be filled generically. If you
choose to buy a brand drug, you pay the generic copay, plus the difference in
cost between the brand and generic drug.

If, due to medical necessity, your physician must prescribe a brand drug,
you pay the brand copay.

Refer to your prescription drug program flyer for details.

Exclusions and Limitations

Subject to deductible

At a Retail Pharmacy

$10 Tier 1

$35 Tier 2

30% Tier 3 coinsurance. Coinsurance max up to
$2,500 per member, no more than $7,500 per
family, per calendar year.

by Mail Order:

$10 Tier 1

$70 Tier 2

30% Tier 3 coinsurance. Coinsurance max up to
$2,500 per member, no more than $7,500 per
family, per calendar year.

The services listed below are not covered by this plan. Complete details on exclusions and limitations are stated in the

Subscriber Certificate.

o Any service that is not medically necessary » Any service required by a third party (court ordered services are covered if all of the other terms of
the plan are met) » Cosmetic surgery o Custodial or convalescent care » Educational testing and therapy e Experimental and/or investigational
services except as required by law for clinical trials e Hospitalization for conditions that are not covered e Human organ transplants other than
those listed in the Subscriber Certificate as Covered Services  Mental health services which do not usually result in favorable modification
through short-term therapy e Miscellaneous devices, materials, and supplies, including, but not limited to, manual breast pumps, hearing aids
(except children under 19), eyeglasses, contact lenses (except after cataract surgery), dentures and support devices for the feet and corrective shoes
 Permanent dental restoration, most oral surgery (general anesthesia, hospital or surgical day care facility charges for dental procedures are
covered for certain individuals only to the extent required by law) e Personal comfort items e Radial keratotomy or other surgery to correct vision
» Routine podiatry e Services covered by government programs to the extent permitted by law e Services for work-related illness or injury ¢ Sex
changes o Services, treatments. procedures or programs for weight or appetite control, weight loss, weight management or control of obesity,
except for diabetes education, nutrition counseling, and medically necessary surgical and non-surgical services to treat diseases and ailments

caused by or resulting from obesity or morbid obesitye

Anthem Blue Cross and Blue Shield has the right to recover its costs for care of:
o Injuries which are the responsibility of other parties e Services for which another insurance carrier or Medicare is primary o Services related to

illezal conduct

This is only a brief summary of your coverage. This summary of benefits is not a contract. It is a general description of the benefits and
exclusions of this plan. Complete information about all benefits, limitations and exclusions is in the Subscriber Certificate, which will be mailed to you after

you enroll. Ifyou need further information, please call Customer Service at 1-800-870-3122.
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Managed Care Member Enroliment/

Anthem.©@

Member Change Form
-

Anthem Use Only
Member 1D no. Firm no. Effective date

PLEASE PRINT IN BLUE OR BLACK INK,

1. Tell us about yourself

Current Anthem Identification no., if any Subscriber's Social Security na.

Last name First name M.I.
Home address Apt. no.

City State ZIP code
2. New membership

O Rehire / / [ Retiree - date of retirement / / [ Open enroliment

[J New hire / / [J COBRA start date / / [ Waive coverage (Go to Box 6)
[ New Group (initial enroliment} [ COBRA gualifying event / / [ Life event / /

[ Other (reason)

3. Change to existing membership

Date of change or event

Type of change: (3 Name change [ Address change [J Add dependent [J Remave dependent JPCP change
Reason for change. Please check all that apply:

[ Marriage [JBirth (] Adoption [ Loss of coverage
[CJ Open enrcliment [ Military entrance/discharge [ Cavered by medicaid [J0ther

(I Court order O voluntary cancellation O Divorce

[ Domestic partner [ Civil union [ Death

4. Your membership choices

[JHMD [J Access Blue New England [ Blue Choice New England [1BlueChoice
CJHMO Biue New England

Type of membership: [1Single [ Couple [ Parent/Child(ren) [ Family

5. Employer information

company name _Kroll, Becker & Wing, L1L.C Firm no./Health Benefit Plan (ex:654321 D00 000) 359634
[IDate of hire / / (JDate of rehire / / [JEligible effective date / /

6. Election not to enroll
| do not wish to enroll in a plan. Please check one:

Anthem policies and NH RSA 420-G:8.

1 have other coverage.

{1 do not have any other coverage. | understand that the opportunity to enroll at any future date will be subject to any group requirements,

Name of policyholder

Insurance company

Signature

Date

T713NHRev 5/C8
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7. List members to be added/cancelled

*In order to be eligible for the highest level of benefits available through your coverage, you and your dependents must choose a Primary Care Provider from the Network Directory and write the provider's code number
Inthe Primary Care Provider/PCP code box(es). Before selecting a provider designated as “Current Patients Only” in the directory, be sure to contact the provider's office to verify your status as acurrent patient

If your Group Health Benefit Plan includes covering Domestic Partners, a completed affidavit of Domestic Partnership must be attached to this enrollment form.

- Names of person{s) to be covered Primary Care Provider
é Each member must fill in PCP information. Current
E=}
22| Lastname First name M. Sex Birthdate For current listing of valid PCP's ga to anthem.com. patient
Name PEP na.
Self m [OYes
SSN _ ~ ar ONo

[ ex/Legal spouse [ Domestic Partner [ Civil union

OmM Oes

aF ONo
SSN - -
Dependent OMm CVes
SSN - - 0F ONo
Dependent Om OYes
SSN 5 5 oF CiNo
Dependent oM CdYes
SSN = - aF ONo

Note: If electing Dependent Coverage, please list all eligible children/stepchildran and compiete all required forms according to your employer's guidelines.

8. Prior coverage information - This section must be completed.

Have you or any other family member had health insurance coverage in the 63 days prior to your date of hire or the effective date of your new policy?
[OYes [(1No If yes, please complete the following:

Self Ex/Spouse/Domestic Partner/Civil Union Dependents

1 2 3

Name of insurance company

Certificate (policy) no.

Date coverage began

Date coverage ended or IS
coverage still In effect?

9. Medicare information

Is anyone listed on this application currently eligible for Medicare? [J Yes [ No
If yes, please complete the following far each person to be covered who has Medicare.

Name Health Insurance Claim No.
Medicare Part A Medicare Part B Medicare Part D Check all reasons you qualified for Medicare

Effective date Effective date Effective date Age 65 Disability ESRD
/ / / / / / O O |

Name Health [nsurance Claim No.
Medicare Part A Medicare Part B Medicare Part D Check all reasons you qualified for Medicare

Effective date Effective date Effective date Age 65 Disability ESRD
! / / / / / O O O

10. Employee signature

| am requesting coverage for myself and all dependents listed and autherize my emplayer to deduct any required contributions for this insurance fram my
earnings. All statements and answers | have given are true and complete to the best of my knowledge and belief. | understand it is a crime to knowingly
provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company. Penalties may include imprisonment,
fines or denial of insurance benefits. | understand all benefits are subject to conditions stated in the group agreement and Certificate of Coverage.

Employee Signature Date
J713NH Rev 5/08 Page 20f 2




-
Welcome to Anthem Blue Cross and Blue Shield

Please follow the instructions below to complete your Enrollment Application. Please check with your employer's Benefit Administrator for further information.

Box 1: Tell us about yourself Box 9: Medicare information
The current Anthem Identification Number should only be completed This information is required for any member on this policy who is
if you are changing, updating or terminating an existing policy. You aver 65 years of age or eligible for Medicare.

will not have an Anthem 1D Number f this is a new enrollment. Note: Each year, Anthem Blue Cross and Blue Shield saves millions

Box 2: New membership of dollars for our members and groups through Coordination of
This is required information if you are a New Hire, Rehire, Benefits. Other Insurance and/or Medicare information helps to
New Enrollee, COBRA participant or a Retiree. ensure that you receive all the benefits to which you are entitled.

By dividing health care expenses appropriately between your plans,

Box 3: Change to existing membership we can better control health care costs.

This is required information if you are an existing member changing

your membership status. New subscribers are not required to Box 10: Employee signature

complete this information. Employee must sign the application for it to be valid. If you are a
Benefit Administrator terminating a Subscriber please sign your

Box 4: Your membership choices name in the space provided.

This information is mandatory for New Enrollment. it is optional far
all other changes.

Box 5: Employer information
The Company Name, Firm Division Number and Health Benefit Plan
Number are mandatory when completing this application. The Date
of Hire/Rehire is mandatory for New Members Only.

Box 6: Election not to enroll
Complete this box anly if you are waiving coverage.

Box 7: List members to be added/cancelled
This is required information for New Members, Dependent Removal/
Additions, Primary Care Physician (PCP) Changes, Date of Birth
Changes/Updates and Dependent Name Changes. It is not required
for Address Changes or Terminating the Entire Policy.

Box 8: Prior coverage information
This information is required when enrolling as a new member or
when a member is added to your existing policy. Your application
will be returned if this information is not completed.
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Now you can save money on lab tests
through Anthem'’s Site of Service

benefit option.

When your employer chooses the Site of Service benefit option, use one
of these independent labs to help lower your out-of-pocket costs. Many
have convenient early morning, evening and Saturday hours. Your doctor
may already have regularly scheduled pickups by independent labs.

Bedford LabCorp
101 Riverway Place
603-622-2357

Concord Quest Diagnostics
280 Pleasant Street, Unit 1
603-229-0684

Derry Quest Diagnostics
6 Tsienneto Road,
Suite LL102
603-437-3870

Dover LabCorp
Central Commons,
750 Central Avenue
603-749-4444

Quest Diagnostics
750 Central Avenue, Unit B
603-742-3907

Exeter LabCorp
Exeter Executive Park,
19 Hampton Road, #13
603-772-9603

Londonderry Quest Diagnostics
6 Buttrick Road, Suite 200
603-537-9882

Manchester LabCorp
700 Lake Avenue
603-624-4640

Quest Diagnostics
195 McGregor Street
603-625-2864

Nashua Quest Diagnostics
300 Main Street
603-578-0321

{Continues on next page)

12378NHMEN 1/10

Monday - Friday: 6:30 AM - 12 noon;
12:30 PM-3:00 PM
Saturday: 8:00 AM - 11:30 AM

Monday - Friday: 7:30 AM - 12 noon;
1.00 PM-4:00 PM

Monday - Thursday: 6:30 AM - 8:00 PM
Friday: 6:30 AM - 5:30 PM
Saturday: 6:30 AM - 1:00 PM

Monday - Friday: 6:00 AM - 5:00 PM
Saturday: 7:30 AM - 12:00 noon

Monday - Friday: 6:30 AM - 1:00 PM

Monday - Friday: 7:30 AM - 12 noon;
12:30 PM - 4:00 PM
Saturday: 8:00 AM - 12:00 noon

Monday - Friday: 7:45 AM - 5:00 PM

Monday - Friday: 7:00 AM - 12 noon;
12:30 PM-3:30 PM

Monday - Friday: 6:00 AM - 12:00 noon;
1:00 PM - 3:00 PM
Saturday: 7:.00 AM - 11:00 AM

Monday - Thursday: 7:00 AM - 11:30 AM;
12:30 PM - 3:30 PM
Friday: 7:00 AM - 11:30 AM

Anthem.

Health. Join In?

BE SURE T0 TALK 70 YOUR DOCTOR.

Let them know that you want to use
independent labs to save money. Your
doctor may be able to schedule daily
pickups by independent labs. Under New
Hampshire faw, you have the right to
choose the lab you receive services from.



Portsmouth . LabCorp

‘ 230 Lafayette Road, Monday - Friday: 7:00 AM - 11:30 AM;

Building D 12:30 PM - 5:00 PM
603-436-5311 . Saturday: 7:30 AM - 12:00 noon
LabCorp Monday - Friday: 7:30 AM - 12:30 PM;
155 Griffin Road 1:30 PM-4:00 PM
603-430-8374
Quest Diagnostics Monday - Thursday: 8:00 AM - 12:00 noon;
200 Griffin Rd, Unit 12 [ 1:00 PM - 4:00 PM
603-431-1025 Friday: 8:00 AM- 11:30 PM

Rochester LabCorp  Monday - Friday: 6:30 AM - 5:00 PM
40 Winter Street Saturday: 7:00 AM - 12:00 noon
603-332-6181 |

Salem ' LabCorp [ Monday - Friday: 7:00 AM - 5:30 PM
23 Stiles Road Saturday: 7:30 AM - 12:00 noon
603-893-7020
LabCorp Monday - Friday: 8:00 AM - 12:00 noon;
289 Main Street 12:30 PM- 4:00 PM
603-890-5446
Quest Diagnostics Monday - Friday: 6:30 AM - 5:00 PM
45 Stiles Road, Unit 102 Saturday: 8:00 AM - 12:00 noon
603-890-2462

For additional help finding a location near you, contact these independent labs:

Quest Diagnostics® (also called Quest Labs)
www.questdiagnostics.com
800-377-7220

LabCorp
www.labcorp.com
888-522-2677

Questions about your benefits? Call the number on the back of your Anthem ID card.

Coverage for laboratory tests and services varies based on the actual procedure performed and the
services covered under your health benefit plan. Contact Anthem customer service for additional
information regarding plan coverage prior to services being rendered. This information is provided
as a guide only and is subject to change.

Anthem Biue Cross and Blue Shield is the trade name of Anthiem Health Plans of New Hampshire, Inc. Independent Heensee of the Elue Cross and Blue Shleld Assaciation.
® ANTHEM is @ registered trademark of Anthem frsurance Companies. Inc. The Blue Cross and Blue Shield names and symbols are registered marks nf the Blue Cross and Blue Shield Assoclation.




Now you can save money on outpatient surgery and other Anthem %@
procedures through Anthem'’s Site of Service benefit option. Health. Join In

When your employer chooses the Site of Service benefit option, use one of these eligible
ambulatory surgery centers (ASC) to help lower your out-of-pocket costs.

603-431-8819
www.atfanticplasticsurg.com

Bedford Ambulatory Surgery Center

Bedford NH
603-622-3670
www.bedfordsurgical.com

Capital Orthopedic Surgery Center LLC
Concord NH v
603-228-7211

www.concordhospital.org
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Facility Z2 e s I 2 s
Atlantic Plastic Surgery Center '
Portsmouth NH

Carroll County Endoscopy Center
Wolfeboro Falls NH

603-569-9681

WWW.CC-gi.com

Cataract and Laser Center
Andover MA
978-475-0959

Center for Pain Solutions
Nashua NH ‘/
603-577-3003

www.painsolutionsusa.com

Concord ASC
Concord NH rd
603-415-8460 o e v/
www.concordhospital.org

Concord Endoscopy Center LLC
Concord NH 4
603-415-3450 L

www.coneordhospital.org

Concord Eye Surgery LLC
Concord NH

603-224-6503
www.concordeyecare.com

Dartmouth Hitchcock Clinic
Manchester NH ra
603-629-1800 i L o

www.dartmouth-hitchcock.org

Dunning St. Ambulatory Surgery
Claremont NH
603-543-3501 -

Continues on next page
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Elliot One Day Surgery Center
Manchester NH
603-663-5300
www.elliothospital.org
Lakes Region Urology ASC
Laconia NH

603-524-8660

Merrimack Valley Endoscopy Center
Haverhill MA
978-521-3235

www.pmaonline.com

Northeast Surgical Care
Newington NH
603-431-5563 ¥

www.northeastsurgicalcare.com

Novamed Surgery Center of Bedford LLC
Bedford NH

603-622-5353

www.nheyesurgicenter.com

Novamed Surgery Center of Nashua LLC
Nashua NH

603-882-9800

www.nashuagye.com

Paincare Centers Inc.
Somersworth NH
603-632-2000
www.painmd.com

Salem Surgery Center
Salem NH

603-898-3610
www.salemsurgerycenter.com

SJH Surgicenter LLC
Nashua NH
603-595-3673
www.sjhsurgicenter.com

Stratham ASC
Stratham NH
603-772-2076
www.strathamasc.com

List of facilities and services provided is intended as a guide to the types of surgical procedures that may be provided at the Site of Service facilities.
Coverage for procedures offered at facilities varies based on the actual procedure performed and the services covered under your health benefit plan.
Contact Anthem customer service for additional informatien regarding plan coverage prior to services being rendered. This information is provided as a
guide only and is subject to change.

Anthem Blue Cross and Blue Shield is the trade name of Anthem Health Plans of New Hampshire, Inc. Independent licenser of the Blue Cross and Blue Shiefd Association.
© ANTHEM fs a registered rademark of Anthem Insurance Companies, Ing. The Blug Cross and Blue Shield names and symbols are registered marks of the Blue Cross and Blue Shietd Association.
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Site of Service Benefit Option — Anthem &
Frequently Asked Questions Health. Join In

We've launched a new option to save you money on lab tests and outpatient (
surgery: the Site of Service benefit. To make this possible, Anthem Blue Cross
and Blue Shield (Anthem) is working with various independent labs and

3 - ]
ambulatory surgery centers (ASCs) to help lower your out-of-pocket costs. TGS BTN o abodbAnther;s

Site of Service benefit option, please
For your reference, we've addressed the following frequently asked visit anthem.com/siteofservicenh or
questions about the Site of Service benefit option: call the Customer Service number on
your member 1D card.

Q: Why did my employer choose Anthem'’s Site of Service benefit option?

A: Your employer wants you to pay less out of your own pocket. The Site
of Service benefit option can reduce your out-of-pocket costs, as weil |

as the overall cost of health care. It's one of the ways we are working to - ———

help ensure you have access to affordable care when you need it.

Q: Does an independent lab provide the same type and quality of
service as a hospital outpatient lab?

A: Yes. Independent labs specialize in these types of services. Their
quality and range of services are comparable to those provided by a
hospital-based outpatient lab.

Q: Can my doctor use an independent lab for my lab work?

A: Yes. When your doctor orders lab work, ask him or her to order your
lab work at an independent [ab. Even if your doctor usually uses
an outpatient hospital lab, he or she can order your lab work at an
independent lab.

Q: My doctor doesn't have a contract-with any independent labs. How
can he or she get one?

A: Your doctor can easily set up an account with independent labs
through their websites:

o LabCorp: labcorp.com

o Quest Diagnostics® (also called Quest Labs): questdiagnastics.com
While the account is being set up, your doctor can still order your lab
work at an independent lab by giving you the laboratory order form.
You'll need to bring the form when you go to the independent lab.

Once your doctor has an account with the independent lab, the lab will
automatically pick up from your doctor’s office.

12397NHMEN 1/10



Q: My doctor says | have to use the hospital lab because his or her
practice is owned by a hospital. Is that true?

A: No. Under New Hampshire law, you have the right to choose where you
want to receive services, including lab services. Your doctor is required to
give you a laboratory order form to take to whichever lab you want to use.

Q: How do | find an independent lab?
A:; To find an independent lab, use the following websites or tollfree numbers;

o LabCorp
labcorp.com
888-522-2677

o Quest Diagnostics® (also called Quest Labs)
questdiagnostics.com
800-377-7220

Q:What are ASCs?

A: ASCs are freestanding surgery centers that provide a wide range of
same-day surgical services.

Q:How can | find an eligible ASC?

A: Go to anthem.com/siteofservicenh and click on “eligible ambulatory
surgery centers,” or call the Customer Service number on your
member ID card.

Q:I'm going to have surgery. How can | find out whether it can be done
at an ASC?

A: Check with your surgeon to see if an ASC is an appropriate setting for
your surgery, and if your surgeon is affiliated with an ASC.

Q: Are out-of-state ASCs eligible for the Site of Service benefit option?

A: No. Currently, the Site of Service benefit option is available only for ASCs
in New Hampshire.

Q:1 received an ID card holder. What's it for?

A: Your Site of Service benefit option ID card holder will help remind you
to get the most out of your benefits when you need Iab services or
outpatient surgery. Keep it handy with your member ID card.

Anthiem Blue Cross and 8lue Shigld is the trade name of Anthem Heaith Plans of New Hampshite. Inc. Independent licenses of the Blug Cross and 8lue Siiekd Assaciation, ®ANTHEM
is aregistered trademark of Anthem Insurance Companies Int. The Blue Cross and 8lue Stueld names and symbols are registered marks of the Blue Cross and Blue Shield Association.




