








Group No. 06481 Effective Date: September 1, 2007

Sn-Network .
$3,000

$6,000

b. Coinsurance Stop-Loss Amount ~ per family

% In-Network i

$6,000

$12,000

Preexisting Conditions

Preexisting Conditions will be covered after a waiting period of 12 months.

Preexisting Conditions for Late Enrollees will be covered after a waiting period of 12 months.

Maximum Lifetime Benefits

Amount available to each Participant $2,000,000

............................................

Special Provisions Expenses

Maternity Care Benefits

Dependent children are eligible for Maternity Care Benefits
In vitro fertilization services are not covered

Mental Health Care Benefits

a. Benefit percentage for Inpatient Hospital Expense

60% of Allowable Amount after
per-admission Deductible

80% of Allowable Amount after
per-admission Deductible

Benefit Percentage

Number of Days 30 days

b. Benefit percentage for Medical-Surgical Expense

Physician Inpatient Services

80% of Allowable Amount
after Calendar Year Deductible

60% of Allowable Amount
after Calendar Year Deductible

Inpatient Number of Visits

30 visits

Office Visit

100% of Allowable Amount
after $30 Copayment Amount

70% of Allowable Amount
after Calendar Year Deductible

Professional Provider/Facility

80% of Allowable Amount
after Calendar Year Deductible

60% of Allowable Amount
after Calendar Year Deductible

Qutpatient Number of Visits

30 visits

Serious Mental Illness Benefits

Benefits paid on the same basis as any other illness (with no day or visit limits).

Form No. SOS-MED-LG-0307

Page 4



Group No. 06481

Preventive Care Benefits

Benefit percentage for Medical-Surgical Expense

Effective Date: September 1, 2007

Services - -

.. In-Network

Out—of—_Network

Physician office visit/consultation
for routine physicals, well baby
care, immunizations for
Participants age 6 and over,
hearing exams and vision exams

100% of Allowable Amount after
$30 Copayment Amount

70% of Allowable Amount after
Calendar Year Deductible

Childhood Immunization Benefits

turns six years of age

Childhood immunization benefits paid at 100% of Allowable Amount from birth through the date the child

Speech and Hearing Therapy Services Benefits

Benefits for Speech and Hearing Therapy Services, including hearing aids, are paid same as any other sickness -
hearing aids limited to $1000 maximum benefit in a 36-month period.
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Group No. 06481 Effective Date: September 1, 2007

Prescription Drug Coverage Factors

Prescription Drug Program

RX Enhanced Program

Retail Prescription Drug Program

3-Tier

1. Generic Drug Copayment AMOUNE .. .. ... ..ottt et e e et $10
2. Preferred Brand Name Drug Copayment Amount ............c.uiiuurteiinnetrnennanennnn. $25
3. Non-Preferred Brand Name Drug Copayment AMOUnt . ............o... it ireeennnnnnnnann, $50
4. Limitations on Quantities Dispensed-Day Supply applies.

Mail Service Prescription Drug Program

3-Tier

1. Generic Drug Copayment AMOWNE .. ... ...ttt e e i e $20
2. Preferred Brand Name Drug Copayment Amount .................uuuinnerennanannnns. $50
3. Non-Preferred Brand Name Drug Copayment AMOUBE . . ..........ouureernn e, $100
4. Limitations on Quantities Dispensed-Day Supply applies.

Form No. SOS-RX-~LG-0307 Page 6



Group No. 06481 Effective Date: September 1, 2007

Contract Date

The Contract Date(Restated) is September 1, 2007. The next Contract Anniversary shall be September 1, 2008,
whether or not the two dates are separated by twelve months,

Minimum Enrollment Requirements

As an express condition of the Contract applied for, the Employer certifies that 1720 Employees are initially eligible
to make application for coverage at the date of the Employer’s Request for Coverage, and agrees that 80% of that
number 1376 Employees must make application for coverage before the original Contract Date, otherwise the
Employer’s Request for Coverage shall be deemed to have been withdrawn. The Employer further agrees as an
express condition of the Contract that at least 80% of all Employees eligible for coverage at any point in time shall
continue to be covered under the Contract, and that all persons for whom applications are to be submitted by the
Employer are bona fide Employees or Dependents of Employees.

The preceding paragraph is a combined amount applicable to In-Network and Out-of-Network coverage.

Premiums

The Employer will provide payroll deduction facilities for the Employee’s portion of the premium and make
consolidated group premium remittances. The following shall be the monthly premium rates:

Employee Employee/Spouse Employee/Child Employee/Family
or Children
$ 385.00 $ 850.00 $575.00 $1,040.00

The above initial monthly premium rates shall be in effect beginning on September 1, 2007, and are subject to change
by the Carrier after (a) the premium rates are in effect for a period of at least 12 Contract Months and/or (b) there is
a substantial change in the number of covered Employees. (Refer to Article III — Premiums in the Contract.)

Employer Contribution

The amount of the Employer contribution shall be in accordance with the Employer’s established procedures.
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Group No. 06481 Effective Date: September 1, 2007

Special Provisions

The attached Special Provisions (and any Amendments) shall be considered a part of this Schedule of Specifications:

a. Affiliates/Subsidiaries
The Employees of the affiliates listed below shall also be eligible for coverage under the contract:

Group is grandfathering 3 retirees only

The Contract and the coverage provided thereunder shall become effective on the Contract Date stipulated under
Contract Dates, provided that: (1) this Schedule of Specifications is executed in duplicate; (2) payment of the first
month’s premium is received by Blue Cross and Blue Shield of Texas; and (3) in the event of any alteration of this
Schedule of Specifications, such alteration is accepted in writing by Blue Cross and Blue Shield of Texas.

Group Name _Comal Independent School District

City, State New Braunfels, Texas

Group Executive Signature _]Y\\A'\&.)ULQ.UV»

Date Signed:

President of Blue Cross and Blue Shield of TexasGroup

Form No. SOS-0CS-LG-0804 Page 8



EXHIBIT A

PLAN SERVICE AREA LISTING

for

MANAGED HEALTH CARE
BENEFIT COVERAGE
(In-Network and Out-of-Network Benefits)

Effective Date: September 1, 2007

The information provided in this Exhibit is current as of the effective date indicated above; however, additions
and deletions may occur at any time in accordance with policies and procedures determined by the individual
Blue Cross andfor Blue Shield Plan represented.

Exhibit A Rev. 1/02




STATE BLUE CROSS AND/OR BLUE SHIELD PLAN | PLAN SERVICE AREA

Alabama Blue Cross and Blue Shield of Alabama State-wide
Alaska Blue Cross of Washington and Alaska (PREMERA) State-wide
Arizona Blue Cross and Blue Shield of Arizona State-wide

Arkansas Arkansas Blue Cross and Blue Shield State-wide

B e o oo

Colorado Blue Cross and Blue Shield of Colorado State-wide

Connecticut Anthem Blue Cross and Blue Shield {Connecticut) State-wide

Delaware Blue Cross and Blue Shield of Delaware State-wide

District of Washington, D. C.
CareFirst Blue Cross and Blue Shield (DC) metropolitan area and

Columbia surrounding counties
St
Georgia Blue Cross and Blue Shield of Georgia State-wide
Hawaii Blue Cross and Blue Shield of Hawaii State-wide
Idaho Rege?rtf é:l’lrjc:;r?i]:ellgirﬁdaho State-wide
lilinois Blue Cross and Blue Shield of lllinois State-wide
Indiana Anthem Blue Cross and Blue Shield {Indiana) State-wide
lowa Wellmark Blue Cross and Blue Shield of lowa State-wide

State-wide, excluding

Kansas Blue Cross and Blue Shield of Kansas Johnson and Wyandotte
Counties

Kentucky Anthem Blue Cross and Blue Shield (Kentucky) State-wide
B e e ooy
Maine Anthem Blue Cross and Blue Shield (Maine) State-wide

NETWORK PLAN SERVICE AREA/1-02
1




STATE t BLUE CROSS AND/OR BLUE SHIELD PLAN I PLAN SERVICE AREA

Maryland CareFirst BlueCross and BlueShield (Maryland) State-wide
Massachusetts Biue Cross and Blue Shield of Massachusetts State-wide
Michigan Blue Cross and Blue Shield of Michigan State-wide
Minnesota Blue Cross and Blue Shield of Minnesota State-wide
Mississippi Blue Cross and Blue Shield of Mississippi State-wide
Blue Cross and Blue Shield of Kansas City
Missouri {Preferred Care Network) State-wide
Alliance Blue Cross and Blue Shield (St. Louis)

Nebraska Blue Cross and Blue Shield of Nebraska State-wide
Nevada Blue Cross and Blue Shield of Nevada State-wide
New Hampshire Blue Cross and Blue Shield of New Hampshire State-wide
New Jersey Horizon Blue Cross and Blue Shieid of New Jersey State-wide
New MeXxico Blue Cross and Blue Shield of New Mexico State-wide
Empire Blue Cross and Blue Shield
Blue Cross and Blue Shield of Western New York
New York Blue Shield of Northeastern New York Stat id
ew yor Blue Cross and Blue Shield of the Rochester Area ate-wiae
Blue Cross and Blue Shield of Central New York
Blue Cross and Blue Shield of Utica-Watertown
. Blue Cross and Blue Shield of North Carolina .
Noﬂh Carolina (Preferred Care Select Network) State-wide
North Dakota BlueCross BlueShield of North Dakota State-wide
. Anthem Blue Cross and Blue Shield (Ohio) .
Ohio {Community Preferred Health Plan Network) State-wide
Metropolitan areas of
Oklahoma City and Tulsa,
. Lawton, Edmond, Shawnee,
Oklahoma Blue Cross and Blue Shield of Oklahoma Hugo, Tahlequah, Cushing,
Poteau, Pryor and some
other communities
Oregon Regence Blue Cross and Blue Shield of Oregon State-wide

NETWORK PILLAN SERVICE AREA/1-02
2




BLUE CROSS AND/OR BLUE SHIELD PLAN

PLAN SERVICE AREA

Capital Blue Cross
Independence Blue Cross
Highmark Blue Cross and Blue Shield
Pennsylvania (Independence Blue Cross, Capital Blue Cross and Blue State-wide
Cross of Northeastern Pennsylvania)
Highmark Blue Cross and Blue Shield
Blue Cross of Northeastern Pennsylivania
Rhode Island Biue Cross and Blue Shield of Rhode 1sland State-wide
South Carolina Blue Cross and Blue Shield of South Carolina State-wide
Wellmark Blue Cross and .
South Dakota Blue Shield of South Dakota State-wide
Tennessee Biue Cross and Blue Shield of Tennessee State-wide
Texas Blue Cross and Blue Shield of Texas State-wide
Utah Regence Biue Cross and Blue Shield of Utah State-wide
Vermont Blue Cross and Blue Shield of Vermont State-wide
State-wide, exclusive of
A ) . Ambherst, Appomattox,
Virginia Trigon Blue Cross and Blue Shield Campbell, Culpeper counties
and the city of Lynchburg
Premera Blue Cross
Washington Regence Blue Shield State-wide
Northwest Washington Medical Bureau
West Virginia Mountain State Blue Cross and Blue Shield State-wide
Wisconsin Blue Cross & Blue Shield United of Wisconsin State-wide, exclusive of
some rural areas
Wyoming Blue Cross and Blue Shield of Wyoming Laramie County, only
Puerto Rico TRIPLE S tsland-wide

NETWORK PLAN SERVICE AREA/1-(2
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Blue Cross and Blue Shield of Texas
(herein called BCBSTX or Carrier)

Richardson, Dallas County, Texas

has issued this

Schedule of Specifications
(Restated)
(herein called the Schedule)

for the

Experience Rated Group
Managed Health Care and
Prescription Drug Program Contract
(herein called the Contract)

for the Employees of

Comal Independent School District
(herein called the Employer or Contractholder)

Contract Date (Initial): September 1, 2006
Contract Date (Restated): September 1, 2007

Group Number: 06481

This Schedule of Specifications constitutes an amendment in the entirety of the previous Schedule of Specifications
and is not a termination as described under Article IV - Termination of Coverage in the Contract. The specifications
of the previous Schedule of Specifications and all modifications, amendments, and changes made thereto are
incorporated herein. All provisions of the original Schedule of Specifications, where applicable, remain in full force
and effect except as modified, amended, or changed herein.

A Division of Health Care Service Corporation, A Mutual Legal Reserve Company,
An Independent Licensee of the Blue Cross and Blue Shield Association
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Group No. 06481 Effective Date: September 1, 2007

SCHEDULE OF SPECIFICATIONS
(RESTATED)

Mandated Offers

The Carrier has offered Texas mandated benefits to the Employer as follows:

Speech and Hearing Therapy Services

Home Health Care Services In Vitro Fertilization Services

(60 Visits) (Coveryed same as any other illness, Covered
including hearing aids)
O Accepted O Accepted O Accepted
Declined/Rejected Declined/Rejected Declined/Rejected
(Refer to Extended Care (Refer to Speech and Hearing
Expense Benefits) Therapy Services)

Eligibility Requirements

Waiting Period

The Waiting Period is administered in accordance with the Employer’s group health plan.

Dependent Age Limit
Limiting age of Dependent children is age 25.

Effective Dates

The effective dates of individual applications are to be handled under the terms of Option 30,

Option 30 means coverage shall become effective on the first day of the Contract Month (service date) following the
Employee’s Eligibility Date — Premiums are billed from the service date.

Plan Service Area

The PPO Network elected by the Employer:

BlueChoice® Network

Form No. SOS-0OFFERS/ELEC-LG-0306 Page 1




Group No. 06481 Effective Date: September 1, 2007
Medical Coverage Factors for Managed Health Care Benefits

o Inpatient Hospital Expense Benefits
H-; 3 N R AR LY W)

a. Deductible each admission (per-admission Deductible)

ot TIneNetwork T Out-of-Network

$150 $250

b. Benefit percentage and penalty for failure to preauthorize

. Out-of-Network & 5.

80% of Allowable Amount after per-admission | 70% of Aliowable Amount after per-admission
Deductible Deductible

No Penalty $250 Penalty

Medical-Surgical Expense Benefits

&

Calendar Year Deductible - per individual each Calendar Year

v " OuboiNetwork.

$500 $1,000

b. Calendar Year Deductible — per family each Calendar Year

$2,000

L

Three-month Deductible carryover provision applies

=

Copayment Amounts

[

| Out-ot-Network

Physician Office $20 None
Visit/Consultation

Outpatient Hospital $50 $50
Emergency Room visit

Form No. SOS-MED-LG-0307 Page 2



Group No. 06481

e. Benefit percentage

Effective Date: September 1, 2007

~Sorvices

i '_"-|n_Netw0rk'

- QOut-of-Network

Physician office
visit/consultation

after $20 Copayment Amount

100% of Allowable Amount

70% of Allowable Amount
after Calendar Year Deductible

Emergency Care and
Treatment of Accidental Injury
within 48 hours

Facility charges

Physician charges

90% of Allowable Amount after $50 cutpatient Hospital
emergency room Copayment Amount, waived if admitted

90% of Allowable Amount after Calendar Year Deductible

Emergency Room Treatment
Non-Emergency Care

Facility Charges

Physician Charges

90% of Allowable Amount
after $50 outpatient Hospital
emergency room Copayment

Amount, waived if admitted

90% of Allowable Amount
after Calendar Year Deductible

70% of Alfowable Amount
after $50 outpatient Hospital
emergency room Copayment
Amount, waived if admitted,

and after Calendar Year
Deductible

70% of Allowable Amount
after Calendar Year Deductible

Ground and Air Ambulance

90% of Allowable Amount after Calendar Year Deductible

Other Medical-Surgical
Expense

90% of Allowable Amount
after Calendar Year Deductible

70% of Allowable Amount
after Calendar Year Deductible

Extended Care Expense Benefits

Skilled Nursing Facility - maximum benefit each Calendar Year

= In-Network - -

e Ou_t.-_of-'—Network

100% of Allowable Amount

70% of Allowable Amount after Calendar Year
Deductible

$10,000

Home Health Care- maximum benefit each Calendar Year

" In-Network .

" Out-of-Network .

100% of Allowable Amount

70% of Aliowable Amount after Calendar Year
Deductible

$10,000

Hospice Care - maximum lifetime benefit

In-Network

Out-of-Network

100% of Allowable Amount

70% of Allowable Amount after Calendar Year
Deductible

$20,000

Coinsurance Stop-Loss Amount

Coinsurance Stop-Loss Amount - per individual

Form No. SOS-MED-L.G-0307
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Group No. 06481

Effective Date: September 1, 2007

- In-Network

“Out-or-Network ~

$1,500

$3,000

b. Coinsurance Stop-Loss Amount - per family

T Guror Newerk _

$3,000

$6.000

Preexisting Conditions

Preexisting Conditions will be covered after a waiting period of 12 months.

Preexisting Conditions for Late Enrollees will be covered after a waiting period of 12 months.

Amount available to each Participant

Maternity Care Benefits

Maximum Lifetime Benefits

........................

....................

Special Provisions Expenses

Dependent children are eligible for Maternity Care Benefits

In vitro fertilization services are not covered

Mental Health Care Benefits

a. Benefit percentage for Inpatient Hospital Expense

Benefit Percentage

90% of Allowable Amount after
per-admission Deductible

70% of Allowable Amount after
per-admission Deductible

Number of Days

30 days

b. Benefit percentage for Medical-Surgical Expense

Physician Inpatient Services

80% of Allowable Amount
after Calendar Year Deductible

70% of Allowable Amount
after Calendar Year Deductible

Inpatient Number of Visits

30

visits

Office Visit

100% of Allowable Amount
after $20 Copayment Amount

70% of Allowable Amount
after Calendar Year Deductible

Professional Provider/Facility

90% of Allowable Amount
after Calendar Year Deductible

70% of Allowable Amount
after Calendar Year Deductible

Outpatient Number of Visits

30

visits

Serious Mental Hlness Benefits

Benefits paid on the same basis as any other illness (with no day or visit limits).

Form No. SOS-MED-LG-0307
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Group No. 06481

Preventive Care Benefits

Benefit percentage for Medical-Surgical Expense

Effective Date: September 1, 2007

- Services -

ln—Ne’gwork-

Out-of-Network

Physician office visit/fconsultation
for routine physicals, well baby
care, immunizations for
Participants age 6 and over,
hearing exams and vision exams

100% of Allowable Amount after
$20 Copayment Amount

70% of Allowable Amount after
Calendar Year Deductible

Childhood Immunization Benefits

turns six years of age

Childhood immunization benefits paid at 100% of Allowable Amount from birth through the date the child

Speech and Hearing Therapy Services Benefits

Benefits for Speech and Hearing Therapy Services, including hearing aids, are paid same as any other sickness -
hearing aids limited to $1000 maximum benefit in 2 36-month period.

Form No. SOS-MED-LG-0307
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Group No. 06481 Effective Date: September 1, 2007
Prescription Drug Coverage Factors
Prescription Drug Program

RX Enhanced Program

Retail Prescription Drug Program

3-Tier

1. Generic Drug Copayment AMOUNE .. .. ...ttt it ettt et e e nneans $10
2. Preferred Brand Name Drug Copayment Amount ........ ... ... .ot einnnnnennn. $25
3. Non-Preferred Brand Name Drug Copayment Amount .. ..........00 ot innnnnennn.. $50
4. Limitations on Quantities Dispensed-Day Supply applies.

Mail Service Prescription Drug Program

3-Tier

1. Generic Drug Copayment AMOUNE . . ... ouu ittt ittt et ettt ie e e ie e $20
2. Preferred Brand Name Drug Copayment Amount ...............c.euerinineinineanaanin... $50
3. Non-Preferred Brand Name Drug Copayment Amount . ..............oovuieininiinnn ... $100
4. Limitations on Quantitics Dispensed-Day Supply applies.

Form No. SOS8-RX-LG-0307 Page 6



Group No. 06481 Effective Date: September 1, 2007

Contract Date

The Contract Date(Restated) is September 1, 2007. The next Contract Anniversary shall be September 1, 2008,
whether or not the two dates are separated by twelve months.

Minimum Enroliment Requirements

As an express condition of the Contract applied for, the Employer certifies that 1720 Employees are initially eligible
to make application for coverage at the date of the Employer’s Request for Coverage, and agrees that 80% of that
number 1376 Employees must make application for coverage before the original Contract Date, otherwise the
Employer’s Request for Coverage shall be deemed to have been withdrawn. The Employer further agrees as an
express condition of the Contract that at least 80% of all Employees eligible for coverage at any point in time shall
continue to be covered under the Contract, and that all persons for whom applications are to be submitted by the
Employer are bona fide Employees or Dependents of Employees.

The preceding paragraph is a combined amount applicable to In-Network and Out-of-Network coverage.

Premiums

The Employer will provide payroll deduction facilities for the Employee’s portion of the premium and make
consolidated group premium remittances. The following shall be the monthly premium rates:

Employee Employee/Spouse Employee/Child Employee/Family
or Children
$ 460.00 $1,010.00 $ 685.00 $ 1,240.00

‘The above initial monthly premium rates shall be in effect beginning on September 1, 2007, and are subject to change
by the Carrier after (a) the premium rates are in effect for a period of at least 12 Contract Months and/or (b) there is
a substantial change in the number of covered Employees. (Refer to Article III - Premiums in the Contract.)

Employer Contribution

The amount of the Employer contribution shall be in accordance with the Employer’s established procedures.
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Group No. 06481 Effective Date: September 1, 2007

Special Provisions

The attached Special Provisions (and any Amendments) shall be considered a part of this Schedule of Specifications:

a. Affiliates/Subsidiaries
The Employees of the affiliates listed below shall also be eligible for coverage under the contract:

Group is Grandfathering 3 Retirees only.

The Contract and the coverage provided thereunder shall become effective on the Contract Date stipulated under
Contract Dates, provided that: (1) this Schedule of Specifications is executed in duplicate; (2) payment of the first
month’s premium is received by Blue Cross and Blue Shield of Texas; and (3) in the event of any alteration of this
Schedule of Specifications, such alteration is accepted in writing by Blue Cross and Blue Shield of Texas.

Group Name _Comal Independent School District

City, State New Braunfels, Texa
Group Executive Signature j” IS iS@

Title

Date Signed:

President of Blue Cross and Blue Shield of Texas
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EXHIBIT A

PLAN SERVICE AREA LISTING

for

MANAGED HEALTH CARE
BENEFIT COVERAGE
(In-Network and Out-of-Network Benefits)

Effective Date: September 1, 2007

The information provided in this Exhibit is current as of the effective date indicated above; however, additions
and deletions may occur at any time in accordance with policies and procedures determined by the individual
Blue Cross andfor Blue Shield Plan represented.

Exhibit A Rev. 1/02




STATE ‘ BLUE CROSS AND/OR BLUE SHIELD PLAN \ PLAN SERVICE AREA

Alabama Blue Cross and Blue Shield of Alabama State-wide
Alaska Blue Cross of Washington and Alaska (PREMERA) State-wide
Arizona Blue Cross and Blue Shield of Arizona State-wide

Arkansas Arkansas Blue Cross and Blue Shield State-wide

Colorado Blue Cross and Blue Shield of Colorado State-wide

Connecticut Anthem Blue Cross and Blue Shield (Connecticut) State-wide

Delaware Blue Cross and Blue Shield of Delaware State-wide

District of . . Washiqgton, D. C.

Columbia CareFirst Biue Cross and Blue Shield (DC) metropohtgn area a}nd

surrounding counties
Florida Blue igzsegg? dBF',‘[‘,eOSSEtE;L;: lorida State-wide

Georgia Blue Cross and Blue Shield of Georgia State-wide

Hawaii Blue Cross and Blue Shield of Hawaii State-wide
idaho Rege?llg: gl::cf’asgt%zgegﬁdaho State-wide
llinois Blue Cross and Blue Shield of lllincis State-wide
Indiana Anthem Blue Cross and Blue Shield (Indiana) State-wide
lowa Wellmark Blue Cross and Blue Shield of lowa State-wide
State-wide, exciuding
Kansas Blue Cross and Blue Shield of Kansas Johnson and Wyandotte
Counties

Kentucky Anthem Blue Cross and Blue Shield (Kentucky) State-wide
B s e
Maine Anthem Blue Cross and Blue Shield (Maine) State-wide

NETWORK PLAN SERVICE AREA/1-02

1




BLUE CROSS AND/OR BLUE SHIELD PLAN

PLAN SERVICE AREA

Maryland CareFirst BlueCross and BlueShield (Maryland) State-wide
Massachusetts Blue Cross and Blue Shield of Massachusetts State-wide
Michigan Blue Cross and Blue Shield of Michigan State-wide
Minnesota Blue Cross and Blue Shield of Minnesota State-wide
Mississippi Blue Cross and Blue Shield of Mississippi State-wide
Blue Cross and Blue Shield of Kansas City
Missouri {Preferred Care Network) State-wide
Alliance Blue Cross and Blue Shield (St. Louis)
Nebraska Blue Cross and Blue Shield of Nebraska State-wide
Nevada Blue Cross and Blue Shield of Nevada State-wide
New Hampshire Blue Cross and Blue Shield of New Hampshire State-wide
New Jersey Horizon Biue Cross and Biue Shield of New Jersey State-wide
New Mexico Blue Cross and Blue Shield of New Mexico State-wide
Empire Blue Cross and Blue Shield
Blue Cross and Blue Shield of Western New York
New York Blue Shield of Northeastern New York Stat id
ew Yor Blue Cross and Blue Shield of the Rochester Area ate-wide
Blue Cross and Blue Shield of Central New York
Blue Cross and Blue Shield of Utica-Watertown
. Blue Cross and Biue Shield of North Carolina .
North Carolina (Preferred Care Select Network) State-wide
North Dakota BiueCross BlueShield of North Dakota State-wide
s Anthem Blue Cross and Blue Shield (Ohio) ,
Ohio {Community Preferred Health Plan Network) State-wide
Metropolitan areas of

Oklahoma City and Tulsa,

. Lawton, Edmond, Shawnee,

Oklahoma Blue Cross and Blue Shield of Oklahoma Hugo, Tahlequah, Cushing,

Poteau, Pryor and some
other communities

Oregon Regence Blue Cross and Blue Shield of Oregon State-wide

NETWORK PLAN SERVICE AREA/1-02
2



STATE ‘ BLUE CROSS AND/OR BLUE SHIELLD PLAN ’ PLAN SERVICE AREA

Capital Blue Cross
Independence Blue Cross
Highmark Blue Cross and Blue Shield

Pennsylvania (Independence Blue Cross, Capital Blue Cross and Blue State-wide
Cross of Northeastern Pennsyivania)
Highmark Blue Cross and Blue Shield
Blue Cross of Northeastern Pennsylvania
Rhode Island Blue Cross and Blue Shield of Rhode Island State-wide
South Carolina Blue Cross and Blue Shield of South Carolina State-wide
Wellmark Blue Cross and :
South Dakota Blue Shield of South Dakota State-wide
Tennessee Blue Cross and Blue Shield of Tennessee State-wide
Texas Blue Cross and Blue Shield of Texas State-wide
Utah Regence Blue Cross and Blue Shield of Utah State-wide
Vermont Blue Cross and Blue Shield of Vermont State-wide
State-wide, exclusive of
o . . Amherst, Appomattox,
Virginia Trigon Blue Cross and Blue Shield Campbell, Culpeper counties
and the city of Lynchburg
Premera Blue Cross
Washington Regence Blue Shield State-wide
Northwest Washington Medical Bureau
West Virginia Mountain State Blue Cross and Blue Shield State-wide
Wisconsin Blue Cross & Blue Shisld United of Wisconsin State-wide, exclusive of
some rural areas
Wyoming Blue Cross and Blue Shield of Wyoming Laramie County, only
Puerto Rico TRIPLE S Island-wide

NETWORK PLAN SERVICE AREA/1-02
3




