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In addition, the “Revised Claims and Appeals Procedures” section on
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• SBC Dental Plan
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Important Benefits Information 



Important Information

This document was written for easy readability. Therefore, it may contain generalizations
and colloquialisms, such as “SBC employees,” rather than precise legal terms. Also, this
document only summarizes benefits and individual situations may vary. For full details,
including eligibility, you should consult the summary plan descriptions or the official plan
documents. In all cases, the official plan documents govern and are the final authority
on the terms of the plans. The SBC companies reserve the right to terminate or amend
any and all benefit plans. Certain benefits described in this document may be subject to
collective bargaining. Participation is neither a contract nor a guarantee of future
employment. Please keep this for future reference.

This SMM is provided for your information
and review; no other action is necessary.
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Introduction 
The SBC Umbrella Benefit Plan No. 1 (Plan) is a comprehensive welfare benefit plan for eligible 
employees, former employees and their eligible dependents. The Plan combines the funded 
group medical, supplemental group medical, dental, vision, prescription drug, life insurance, 
short-term and long-term disability and accidental death and dismemberment plans into one 
welfare benefit plan. Each of the plans that was combined to create this Plan is referred to as a 
“Program” and is listed in Appendix A. 
 
This SMM updates the SPD dated February 2002 and the SMM to the Plan SPD dated  
January 2003. In addition, the “Revised Claims and Appeals Procedures” section below 
replaces the descriptions and similar provisions contained in the current SPDs for the following 
plans:  
 
 Pacific Telesis Group Health Care Network 

 SNET Point-of-Service Option 

 SNET Medical Plan for Retirees 

 SBC Dental Plan 

 SBC Vision Plan 
 
The changes contained in this SMM are intended to describe: 
 
 The revised claims and appeals procedures for health programs for claims filed on or after 

Jan. 1, 2003. 

 The revised claims and appeals procedures for disability programs for claims filed on or after 
Jan. 1, 2002. 

 The limitations that may be imposed by an alternative managed care product on the 
eligibility of certain dependents for all Programs included under the Plan. 

 The procedures for purchasing specialty prescription drugs effective Jan. 1, 2004, for certain 
groups of employees, former employees and their dependents (as listed in the “Information 
Concerning Specialty Prescription Drugs” section on Page 21). 

 An updated Appendix A, which provides a list of the Programs included under the Plan and 
identifies the Programs that are affected by the change for claims and appeals and 
procedures for purchasing specialty prescription drugs. 

 The list of health maintenance organizations (HMOs) available in 2004. 
 
 
Revised Claims and Appeals Procedures  
The federal Department of Labor (DOL) adopted revised regulations governing the procedure 
for processing Claims for health benefits and appeals of denied Claims to be used by plans that 
are subject to the Employee Retirement Income Security Act of 1974, as amended (ERISA). In 
general, these revisions: 
 
 Establish new requirements for a plan’s claim and appeal procedures. 

 Provide for new categories of Claims. 
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 Shorten the time period that a plan has to rule on claims and appeals. 

 Lengthen the time period that a plan participant has to submit an appeal of a denied Claim 
to 180 days. 

 Specify additional information that must be provided or made available to a plan participant 
if his or her Claim is denied. 

 
The Plan and the Programs that are included under the Plan are ERISA plans. This section 
describes your rights and responsibilities and the procedures used by the Programs to process 
claims for: 
 
 Health care (medical, dental and vision) benefits submitted on or after Jan. 1, 2003.  

 Disability benefits (short-term, sickness, accident, long-term and vocational rehabilitation) 
submitted on or after Jan. 1, 2002.  

 
It is important that you follow these procedures to make sure that you receive full benefits under 
the applicable Program. You may file suit in federal court if you are denied benefits you believe 
are due you under a Program. However, you must complete the full claims and appeal process 
provided under a Program before you file suit in federal court. 
 
Important: Refer to your Program SPD if it was revised on or after Dec. 1, 2002, or contact the 
appropriate Claims Administrator directly for additional information on the procedures your 
Program requires. For information on how to contact the appropriate Claims Administrator, 
access the Where to Go for More Info site, which is available through the SBC employee 
benefits intranet site (for active employees with intranet access) or on the Internet at 
http://access.sbc.com (SBC’s secure Internet site for employees and retirees).  
 
You have a right to a full and fair review of all Claims for Benefits. The DOL requirements 
described previously include, but are not limited to, the following. 
 
 An authorized representative may act on your behalf when pursuing a benefit Claim or an 

appeal of an adverse decision. In situations involving a need for urgent care, a health care 
professional with knowledge of your medical condition may act as your authorized 
representative. 

 If a physician determines that a Claim for which pre-approval or pre-notification is required is 
urgent, the Plan Administrator must treat it as urgent for purposes of the timing of review.  

 A Program may not require any fees or other costs as a condition to filing or appealing a 
Claim. 

 Any review of a Claim must be de novo, that is, the review must be made without giving any 
deference to the prior decision, and must take into account any available new information. 

 The decision maker on an appealed Claim must be a different person from the one who 
decided the initial Claim. 

 The decision maker must consult with appropriate health care professionals in deciding 
appealed Claims involving medical judgment, and must disclose the name of any medical 
professional consulted. 

 Only two levels of review of denied Claims may be required. 
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 If an individual is receiving approved care over a period of time, benefits may not be 
reduced or terminated before the affected individual has an opportunity for his or her Claim 
to be reviewed. Urgent care requests for an extension of approved benefits will be decided 
within 24 hours. 

 The Program must implement safeguards for ensuring and verifying consistent  
decision-making.  

 The Program must provide you a full description of the Program’s Claims procedures. 

 Specific reasons must be given for denials, including the identification of and access to any 
guidelines, rules or protocols relied upon in making the adverse determination.  

 Access must be provided to all documents, records or other information relevant to the 
benefit determination, without regard to whether they were relied on in reaching the decision 
on your Claim. 

 Specified time frames must be followed. 
 
You, your covered dependents or duly authorized representative, have the right under ERISA 
and the Program to file a written Claim for Benefits under the Program. For additional 
information on the time frames for filing a Claim, refer to the applicable Program SPD or Claims 
Administrator. If you need Claim forms or more information on specific steps required by each 
Claims Administrator, contact the applicable Claims Administrator. The Claims Administrator 
may require, as part of the proof of a Claim for Benefits, itemized bills of any provider of 
services, supplies and treatments and other pertinent records. The Claims Administrator may 
also require an examination of the person of the claimant by an appropriate agent or 
independent contractor as often as the administrator determines necessary. 
 
 
Health Plans  
Categories of Claims 
There are two types of Claims for Benefits under the Plan as required by the DOL – Pre-Service 
Claims and Post-Service Claims. 
 
 Your Claim is a Pre-Service Claim if you are required to precertify before receiving a 

service in order to receive benefits or to avoid a penalty. To precertify or to obtain 
precertification can mean one of the following:  

• In some cases, it simply means to notify the Claims Administrator before receiving 
certain services.  

• In other cases, it means to obtain pre-approval from the Claims Administrator before 
receiving certain services.  

Refer to the “Pre-Service Claims” section on Page 7 for more information about 
precertification.  

Note: Your request for authorization from the Claims Administrator for additional services 
beyond the time period or number of sessions that were previously approved by the Claims 
Administrator is considered a Concurrent Care Claim by the DOL. For more information 
about Concurrent Care Claims, refer to the “Concurrent Care Claims” section on Page 9.  
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 Your Claim is a Post-Service Claim if you or your provider submits your request for 
payment of Plan benefits to the applicable Claims Administrator after a covered service has 
been received. Refer to the “Post-Service Claims” section on Page 10 for more details. 

 
The following are not considered Claims for Benefits:  
 
 A request concerning enrollment or eligibility, unless the claimant's eligibility is a basis for 

the denial of a request for the payment of benefits under the applicable Program. For 
information about appealing a denial of enrollment or eligibility, refer to the “How to File a 
Claim for Eligibility to Enroll or Participate in a Program” section on Page 15. 

 Presenting a prescription at a retail pharmacy and accessing the online prescription drug 
Claims Administrator's eligibility and coverage data by a network participating retail 
pharmacy. If you use a network participating retail pharmacy, the pharmacy may submit the 
Claim for Benefits on your behalf. However, if the pharmacist cannot verify eligibility or the 
copayment amount; you disagree with the copayment required by the pharmacist; or you 
use a nonparticipating retail pharmacy, you may file a Claim for reimbursement with the 
prescription drug Claims Administrator.  

 
Pre-Service Claims  
For certain services under a Program, you or your provider must precertify by contacting the 
Claims Administrator before receiving the services or within a specified time frame after service 
begins in order for the service to be covered or to avoid a penalty. Refer to the applicable SPD 
or contact the applicable Claims Administrator for information about services and supplies that 
require precertification, the pre-service action required on your part, and the penalty if you do 
not comply. In most cases requiring precertification, you will only be required to notify the 
Claims Administrator within a specified period of time after receiving the service. For example, 
some Programs require that you notify the Claims Administrator before you are admitted to a 
hospital for a planned surgery. However, in some cases, you are required to obtain  
pre-approval from the Claims Administrator before receiving the service. For example, some 
Programs require that you must obtain pre-approval before admission to a hospital for mental 
health/chemical dependency services.  
 
When you take action to comply with these requirements, you are submitting a Pre-Service 
Claim. Pre-Service Claims include notification, pre-approval and Concurrent Care Claims. They 
do not include predetermination of benefits for which pre-approval is not required, but for which 
you or your provider requests information concerning whether and how a particular service will 
be covered.  
 
Important: Neither confirmation of the receipt of the required notice nor the receipt of approval 
for service is a determination of eligibility or enrollment in the applicable Program or a guarantee 
of payment. 
 
Notification and Approval. As explained previously, in some cases precertification simply 
means notifying, or providing notification to, the Claims Administrator in advance of receiving 
certain services. You meet your notification requirements if you or your provider: 
 
 Contacts the appropriate Claims Administrator within the required time period. 

 Provides notice of the scheduled care or emergency admission.  

 Receives confirmation of receipt of the notification from the Claims Administrator. 
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In other cases, precertification means obtaining approval from the Claims Administrator before 
you receive certain services. You meet your pre-approval requirements only if you receive 
actual notice that your service or supply has been approved. If pre-approval is required, you 
must wait to receive your notice of approval before receiving any services or purchasing any 
supplies that require the pre-approval. Otherwise, any benefit payable under the applicable 
Program will either be subject to a penalty or, in some cases, may not be paid. Refer to the 
applicable Program SPD or the Claims Administrator for information about services and 
supplies that require precertification, the pre-service action required on your part and the 
penalty if you do not comply. 
 
A penalty will apply if you do not provide the proper notification or obtain a required approval 
before receiving services that require precertification.  
 
Important: Precertification (notification or pre-approval) is not a guarantee of payment under a 
Program. Actual availability of benefits is subject to eligibility and the other applicable terms, 
conditions, limitations and exclusions of the particular Program.  
 
Time Frames for Processing Your Pre-Service Claims. If your Pre-Service Claim is 
submitted properly with all of the required information, you will receive written confirmation of 
your notification or of action on your request for pre-approval from the applicable Claims 
Administrator within 15 days of the date the Claims Administrator receives the Claim. The 
Claims Administrator may extend this period one time (for up to 15 days), if it determines that 
special circumstances require more time to determine your Claim. You will be notified within the 
initial 15-day period if an extension is necessary and of the reasons for the extension. 
 
If you submit your Pre-Service Claim improperly, the Claims Administrator will notify you within 
five days after it receives your Claim about the improper filing and how to correct it. If additional 
information is needed to process the Claim, the Claims Administrator will notify you of the 
information needed within 15 days of the date it receives the Claim and may put your Claim on 
hold until all required information is received. Once notified of the extension, you will have  
45 days to provide this information. If all of the required information is received within the 45-day 
period, the Claims Administrator will notify you of it’s determination within 15 days of the date 
the information is received. If you do not provide the required information within the 45-day 
period, your Claim may be denied. 
 
Emergency Situations That Require Immediate Action 
Under DOL regulations, special time frames for Claims apply if you require urgent care under 
circumstances that require pre-notification or pre-approval. The DOL defines urgent care as 
follows.  
 
You are considered to require urgent care if it is determined by an individual acting on behalf of 
the Claims Administrator or it is the opinion of a physician with knowledge of your medical 
condition, that a delay in receiving the treatment that is the subject of the Claim could result in 
the following: 
 

 Your life or health or your ability to regain maximum function would be seriously jeopardized.  

 You would experience severe pain that cannot be adequately managed without such care or 
treatment. 

 



 
 NIN: 35488 

Page 9

This determination is made by the Claims Administrator; however, your Claim will be handled as 
an urgent care Claim if a physician with knowledge of your medical condition determines that 
the conditions on the previous page apply to your situation.  
 
 You will receive notice of the Claims Administrator’s determination of your urgent care Claim 

(in writing or electronically) within 72 hours after the Claims Administrator receives all 
necessary information and takes into account the seriousness of your condition.  

 Notice of denial may be oral, with a written or electronic confirmation to follow within three 
days of the denial. 

 
If you filed an urgent care Claim improperly, the Claims Administrator will notify you of the 
improper filing and how to correct it within 24 hours after the urgent care Claim was received. If 
additional information is needed to process the Claim, the Claims Administrator will notify you of 
the information needed within 24 hours after the urgent care Claim was received. You then have 
48 hours to provide the requested information. 
 
Note: In many, but not all, circumstances, the Program’s precertification requirements do not 
apply before obtaining emergency treatment. Often, while obtaining approval is not required 
before receiving emergency care, the Claims Administrator must be notified within a specified 
time frame after the emergency occurs. For information on the requirements of your Program, 
refer to the applicable SPD or contact the applicable Claims Administrator.  
 
You will be notified of a determination on your urgent care Claim no later than 48 hours after:  
 
 The Claims Administrator receives the requested information, or 

 The end of the 48-hour period within which you were to provide the additional information, if 
the information is not received within that period.  

 
Important: If you have a medical emergency or urgent care situation, obtain the care and then 
follow the notification requirements for emergency care provided in the applicable Program SPD 
or from the applicable Claims Administrator.  
 
Concurrent Care Claims 
If you obtain pre-approval for a service and your provider determines that additional services 
beyond the pre-approved period of time or number of sessions pre-approved are needed, your 
request for the additional authorization is classified by the DOL as a Concurrent Care Claim. If 
the Claims Administrator has pre-approved a specified period or number of sessions, but later 
determines that a shorter period or fewer sessions will be covered, the Claims Administrator 
must give you notice and an opportunity to appeal the change before the benefit is reduced or 
terminated, unless the change is due to the amendment or termination of the applicable 
Program.  
 
Time Frames for Processing Concurrent Care Claims. If an ongoing course of treatment was 
previously approved for a specific period of time or number of sessions, and your request to 
extend the treatment is a medical emergency or an urgent care Claim as described in the 
previous section, your request will be decided by the Claims Administrator within 24 hours of 
receipt of your request for extended treatments, provided your request is made at least 24 hours 
before the approved treatment ends. If your request is not made at least 24 hours before the 
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approved treatment ends, it will be decided within the time period applicable to an urgent care 
Claim, as described in the previous section. 
 
If an ongoing course of treatment was previously approved for a specific period of time or 
number of sessions, and you request to extend treatment under non-urgent circumstances, your 
request will be considered a new Claim and decided according to the Post-Service or  
Pre-Service time frames, whichever apply. 
 
If the Claims Administrator determines that coverage for a course of treatment that has been 
previously approved will end sooner than the period or number of sessions initially approved, 
the Claims Administrator will advise you of this decision in sufficient time to pursue an appeal of 
the change as described in the following “Predetermination” section.  
 
Predetermination 
While not considered a Pre-Service Claim, you can request a predetermination of benefits from 
the applicable Claims Administrator. A predetermination of benefits provides information 
concerning whether and how a service is covered under a Program before you receive the 
service. The Claims Administrator also will attempt to provide a predetermination of coverage 
when you provide pre-notification for a service that requires such notice. In either case, the 
Claims Administrator will review the proposed service and attempt to determine if it would be 
covered under the Program under the circumstances described and the current Program terms. 
If a determination can be made and the result is that the service would not be covered, or 
covered only in part, the Claims Administrator will provide you with this information and an 
opportunity to request a review of the determination. To the extent feasible, the Claims 
Administrator will follow the time periods for pre-approvals described in the “Time Frames for 
Processing Your Pre-Service Claims” section on Page 8. A determination made in anticipation 
of a service is not a determination of eligibility of the patient for benefits or a guarantee of 
payment of benefits. 
 
Contact the applicable Claims Administrator for information on how to obtain predetermination.  
 
Post-Service Claims 
Even if you have provided notification or obtained pre-approval of a service, you, your provider 
or your authorized representative must file a Post-Service Claim to obtain payment of benefits 
from a Program. A Post-Service Claim is a Claim for Benefits filed after the services have been 
received. Most Claims are Post-Service Claims. If you use a network provider, your provider will 
generally file the Claim for Benefits for you. If you use a non-network provider, you typically will 
have to file your own Claim with the Claims Administrator.  
 
All Post-Service Claims for Benefits must be submitted no later than the time specified by the 
applicable Program. This time limit does not apply if you are legally incapacitated. Your provider 
may submit a Claim for Benefits on your behalf. 
 
To submit a Claim for payment or reimbursement of your Covered Expenses under a Program, 
you may, but are not required to, use the Claim form provided by the Claims Administrator. 
However, if you do not use a Claim form, you must still provide the information required on the 
form. If you use the form, complete it and attach a copy of the bill from your provider. In addition 
to information identifying yourself, your coverage and the recipient of the service, if different, the 
Claim form includes:  
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 Authorization for the medical provider to release information to the Claims Administrator that 
is necessary in order to pay the medical provider directly for work performed for you and 
your eligible dependents. 

 Your signature certifying the accuracy of the information provided. 
 
To obtain Claim forms, access the applicable Claims Administrator’s Internet site or the  
SBC employee benefits intranet site. You may also contact the Claims Administrator directly. If 
you have questions about a decision on your Claim, contact the appropriate Claims 
Administrator. When discussing your Claim, refer to the correspondence you received from the 
Claims Administrator.  
 
Once you or your provider has submitted a Claim for payment or reimbursement, the Claims 
Administrator will notify you of its decision within 30 days of the date your Claim is received. The 
Claims Administrator may extend this period once (for up to 15 days) if it determines that special 
circumstances require more time to determine your Claim. You will be notified within the initial 
30-day period if additional time is needed and what special circumstances require the extra 
time. 
 
If an extension is required because the Claims Administrator needs additional information from 
you, you will have 45 days from the date of the Claims Administrator’s notification to provide that 
information. Once you have provided the information, the Claims Administrator will decide your 
Claim within the time remaining in the initial or extended review period of 30 or 45 days, 
whichever is applicable. 
 
If Your Pre-Service or Post-Service Claim Is Denied 
You may treat your Claim as denied if you receive a written or electronic notice from the Claims 
Administrator that denies your Claim in whole or in part. You will receive oral notification if the 
Claim is for urgent care. The notice will contain: 
 
 Specific reasons for the denial. 

 Specific references to the Program provisions upon which the denial is based. 

 A statement that an internal rule, guideline, protocol or other similar criterion was relied on in 
making the determination, and that a copy of the rule, guideline, protocol or criterion will be 
provided free of charge upon request (if applicable). 

 If the determination is based on a medical necessity or experimental treatment or similar 
exclusion or limit on coverage, a statement that an explanation of the scientific basis and 
clinical judgment used to apply the terms of the Program to the health circumstances will be 
provided free of charge upon request. 

 A description of any additional information to make your Claim acceptable (if applicable) and 
the reason the information is needed. 

 A description of the procedure by which you may appeal the denial to the Program’s named 
fiduciary. 

 A statement concerning your right to file a civil action under ERISA after the required 
reviews have been completed. 

 
Appealing a Denied Pre-Service or Post-Service Claim. If your Claim for Benefits is denied in 
whole or in part and you disagree with the decision, or you have not received a decision in the 
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required time period, you may appeal the decision by filing a written request for review. You or 
your authorized representative must make the request within 180 days of the date you receive 
the denial notice or, if you did not receive a decision in the required time period, 180 days from 
the date the decision was due.  
 
Note: You may make inquiries concerning Claims via letter or telephone at any time. However, 
these inquiries are not considered formal appeals. It is not necessary to make an informal 
inquiry before filing an appeal.  
 
A written request for review should be sent directly to the appropriate named fiduciary as 
provided in your denial letter or, if you received no denial letter, to the appropriate Claims 
Administrator.  
 
Note: If your Claim for Benefits is denied on the basis of your eligibility to enroll or participate in 
a Program, you should follow the procedures described in this section. However, your first-level 
request for review must be submitted to the Eligibility and Enrollment Vendor. Refer to the 
applicable Program SPD or contact the Eligibility and Enrollment Vendor directly for more 
details. 
 
If you or your authorized representative sends a written request for review of a denied Claim, 
you or your representative has the right to: 
 
 Send a written statement of the issues and any other comments, along with any new or 

additional evidence or materials in support of your appeal. 

 Request and receive, free of charge, documents that bear on your Claim, such as any 
internal rule, guideline, protocol or other similar criterion relied on in denying your Claim. 

 If your Claim was denied based on medical necessity or experimental treatment or similar 
exclusion or limit, request and receive free of charge, an explanation of the scientific basis 
or clinical judgment relied upon in making the decision on your Claim.  

 Reasonable access to and copies of all documents, records and other information relevant 
to your Claim for Benefits. 

 
Your request should also include: 
 
 The patient's name and the identification number from the identification card (if applicable). 

 The date(s) of service(s). 

 The provider's name. 

 The reason(s) you believe the Claim should be paid. 

 Any documentation or other written information to support your request for payment of your 
Claim payment. 

 
Your appeal should state as clearly and specifically as possible any facts and/or reasons why 
you believe the Claims Administrator’s action is incorrect. You should also include any new or 
additional evidence or materials in support of your appeal that you wish the Claims 
Administrator (or Eligibility and Enrollment Vendor, if applicable) to consider. Such evidence or 
materials must be submitted along with your written statement at the time you file your appeal. 
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A qualified individual who was not involved in the decision to deny your initial Claim will be 
appointed to decide the appeal. If your appeal is related to clinical matters, the review will be 
done in consultation with a health care professional with appropriate expertise in the field and 
who was not involved in the initial determination (or first review on appeal). In such cases, the 
Claims Administrator may consult with, or seek the participation of, medical experts as part of 
the appeal resolution process. When you file your Claim or appeal, you consent to this referral 
and the sharing of pertinent medical information. 
 
The Claims Administrator’s decision (or Eligibility and Enrollment Vendor’s decision, if 
applicable) will be in writing or sent electronically, and if denied will include: 
 
 Specific reasons for the denial. 

 Specific references to the Program provisions upon which the denial is based. 

 A statement that you are entitled to receive, upon request and free of charge, reasonable 
access to, and copies of, all documents, records and other information relevant to your 
Claim for Benefits. 

 If an internal rule, guideline, protocol or other similar criterion was relied on in making the 
determination, a statement that such rule, guideline, protocol or criterion was relied on in 
making the determination and that a copy of the rule, guideline, protocol or criterion will be 
provided free of charge upon request. 

 If the determination is based on a medical necessity or experimental treatment or similar 
exclusion or limit on coverage, a statement that an explanation of the scientific basis and 
clinical judgment used to apply the terms of the Program to the medical circumstances will 
be provided free of charge upon request. 

 A description of any additional information to make your Claim acceptable (if applicable) and 
the reason the information is needed. 

 A description of the procedure by which you may request a second review of the denial to 
the Plan’s named fiduciary. 

 If the decision concerns a second-level appeal, a statement concerning your right to file a 
civil action under ERISA. 

 
Your first appeal request must be submitted to the Claims Administrator (or Eligibility and 
Enrollment Vendor, if applicable) within 180 days after you receive the Claim denial. The time 
period in which the appeal must be decided is described in the following section. Refer to the 
applicable Program SPD for information on where to file your appeal request. 
 
Except for urgent care Claims, if you are not satisfied with the first-level appeal decision of the 
Claims Administrator, you have the right to request a second-level appeal from the Claims 
Administrator as the Claim fiduciary. If your Claim was denied on the basis of eligibility or 
enrollment, the fiduciary that will determine your second-level appeal is the Eligibility and 
Enrollment Committee (EEAC). Refer to the applicable Program SPD for information for 
information on where to file your second-level request for review. Your second-level appeal 
request must be submitted to the appropriate Claims Administrator (or, if your appeal was 
denied on the basis of eligibility or enrollment, to the EEAC) within 180 days from the date the 
first-level appeal decision was received. The process and information to be included in your 
second-level appeal are the same as for the initial appeal. If your Claim is denied upon the 
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second review, you will receive a decision in writing, and if the decision is a denial, the 
information that will be provided will include the items identified on the previous page.  
 
For Pre-Service and Post-Service Claim appeals, except for determinations based on your 
enrollment or eligibility to enroll under a Program, the applicable Claims Administrator has been 
delegated the exclusive right to interpret and administer the provisions of the applicable 
Program and the applicable Claims Administrator’s decision is conclusive and binding and not 
subject to further review by the named fiduciary. If the determination of your Claim for Benefits 
is based on your enrollment or eligibility to enroll under a Program, the EEAC has been 
delegated the exclusive right to interpret and administer the applicable provisions of the 
Program. The committee’s decisions are conclusive and binding and not subject to further 
review by the named fiduciary. However, in either case, you may have further rights under 
ERISA, as described in the “ERISA Rights of Participants and Beneficiaries” section on Page 7 
of the Plan SPD dated February 2002. 
 
Important: The Claims Administrator’s decision is based only on whether or not benefits are 
available under the Program for a particular treatment or procedure. The determination as to 
whether the pending health service is necessary or appropriate is between you and your 
provider. 
 
Time Frames for Appealing Pre-Service and Post-Service Claims. You will be provided 
written or electronic notification of the decision on your appeal as follows: 
 
 For appeals of Pre-Service Claims, the first-level appeal will be conducted and you will be 

notified of the decision within 15 days from receipt of a request for appeal of a denied Claim. 
The second-level appeal will be conducted and you will be notified of the decision within  
15 days from receipt of a request for review of the first-level appeal decision. 

 For appeals of Post-Service Claims, the first-level appeal will be conducted and you will be 
notified of the decision within 30 days from receipt of a request for appeal of a denied Claim. 
The second-level appeal will be conducted and you will be notified of the decision within  
30 days from receipt of a request for review of the first-level appeal decision. 

 
For information on procedures associated with urgent care Claims, review the section below. 
 
Time Frames for Appealing Urgent Care Claims. Your appeal may require immediate action 
if pre-approval is required and a delay in treatment could significantly increase the risk to your 
health, the ability to regain maximum function or cause severe pain that cannot be adequately 
managed without the care or treatment that is the subject of the urgent care Claim. In these 
urgent situations, the appeal does not need to be submitted in writing. You or your physician 
should call the applicable Claims Administrator as soon as possible. The Claims Administrator 
will provide you with a determination within 72 hours following receipt of your request for review 
of the determination, taking into account the seriousness of your condition. The Claims 
Administrator’s response may be communicated orally, with a written confirmation within the 
following three days. 
 
For urgent care Claim appeals, the applicable Claims Administrator has been delegated the 
exclusive right to interpret and administer the provisions of the applicable Program. The 
applicable Claims Administrator’s decision is conclusive and binding and not subject to further 
review by the named fiduciary. However, you may have further rights under ERISA, as provided 
in the ”ERISA Rights of Participants and Beneficiaries” section on Page 7 of the Plan SPD. 
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How to File a Claim for Eligibility to Enroll or Participate in a Program 
If the Eligibility and Enrollment Vendor denies your or your dependent’s participation in a 
Program on the basis of ineligibility to enroll, you may call, e-mail or send written 
correspondence to the Eligibility and Enrollment Vendor to resolve the issue. If the issue is not 
resolved to your satisfaction, you may file a written Claim for Eligibility. You may use a form 
provided by the Eligibility and Enrollment Vendor for this purpose. You must submit your written 
Claim to the Eligibility and Enrollment Vendor, along with any documentation that supports your 
Claim for Eligibility.  
 
Once you submit your written Claim for Eligibility, the Eligibility and Enrollment Vendor will notify 
you of its decision within 30 days of the date your Claim is received. The Eligibility and 
Enrollment Vendor may extend this period once (for up to 15 days) if it determines that special 
circumstances require more time to determine your Claim. You will be notified within the initial 
30-day period if additional time is needed and of what special circumstances require the extra 
time. If an extension is required because the Eligibility and Enrollment Vendor needs additional 
information from you, you will have 45 days from the date you receive notification to provide that 
information. Once you have provided the information, the Eligibility and Enrollment Vendor will 
decide your Claim within the time remaining in the initial or extended review period of 30 or  
45 days, whichever is applicable. 
 
If Your Claim for Eligibility Is Denied. You may treat your Claim as denied if you receive a 
written notice from the Eligibility and Enrollment Vendor that denies your Claim in whole or in 
part. If you receive a written notice from the Eligibility and Enrollment Vendor that your Claim is 
denied, the denial notice will contain: 
 
 Specific reasons for the denial. 

 Specific references to the Program provisions upon which the denial is based. 

 If applicable, a statement that an internal rule, guideline, protocol or other similar criterion 
was relied on in making the determination, and that a copy of the rule, guideline, protocol or 
criterion will be provided free of charge upon request. 

 If applicable, a description of any additional information to make your Claim acceptable and 
the reason the information is needed. 

 A description of the procedure by which you may appeal the denial to the Program’s named 
fiduciary. 

 A statement concerning your right to file a civil action under ERISA, after the required 
reviews have been completed.  

 
How to Appeal a Denied Claim for Eligibility. If your Claim for Eligibility for you or your 
dependent is denied and you disagree with the decision, you may appeal the decision by filing a 
written request for review. You or your authorized representative must make the request within 
180 days of receipt of the denial notice. 
 
You may inquire about Claims via letter or telephone at any time. However, these inquiries are 
not considered formal appeals. It is not necessary to make an informal inquiry before filing an 
appeal.  
 
A written request for review must be sent directly to the EEAC.  
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If you or your authorized representative sends a written request for review of a denied Claim, 
you or your representative has the right to: 
 
 Send a written statement of the issues and any other comments, along with any new or 

additional evidence or materials, in support of your appeal. 

 Request and receive, free of charge, documents that bear on your Claim, such as any 
internal rule, guideline, protocol or other similar criterion relied on in denying your Claim. 

 Reasonable access to and copies of all documents, records and other information relevant 
to your Claim. 

 
Your appeal should state as clearly and specifically as possible any facts and/or reasons why 
you believe the Eligibility and Enrollment Vendor’s action is incorrect. You should also include 
any new or additional evidence or materials in support of your appeal that you wish the EEAC to 
consider. Such evidence or material must be submitted along with your written statement at the 
time you file your appeal. 
 
Qualified members of the EEAC who were not involved in the decision to deny your initial Claim 
will be appointed to decide the appeal.  
 
A review and decision on your appeal will be made within 60 days after your appeal is received.  
 
The EEAC’s decision on your appeal will be in writing and will include the specific reasons and 
references to Program provisions on which the decision is based. The EEAC has been 
delegated the exclusive right to interpret and administer the applicable provisions of the 
Program and its decisions are conclusive and binding and not subject to further review by the 
named fiduciary under the Program. 
 
If your appeal is denied, it is final and not subject to further review by the EEAC. However, you 
may have further rights under ERISA, as provided in the “ERISA Rights of Participants and 
Beneficiaries” section on Page 7 of your Plan SPD dated February 2002. 
 
Filing a Claim or Appeal for Benefits  
You, your covered dependents or your authorized representative, have the right under ERISA 
and the applicable Program to file a written Claim for Benefits under the Program. Refer to the 
“Health Plans” section on Page 6 and the “Disability Plans” section below for more details. 
 
The Programs included under the Plan are considered ERISA plans and you may file suit in 
federal court if you are denied benefits you believe are due you under a particular Program. 
However, you must complete the full Claims and appeal process offered under the applicable 
Program before filing a lawsuit. 
 
 
Disability Plans 
How to Make a Claim 
To initiate a Claim for disability benefits under your Program, you must contact the Claims 
Administrator and follow the Claims Administrator’s procedures. Information on how to contact 
the Claims Administrator and how to obtain written procedures is available through the  
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SBC employee benefits intranet site (for active employees with intranet access) or on the 
Internet at http://access.sbc.com (SBC’s secure Internet site for employees and retirees). If 
you do not have access to the intranet or Internet, refer to your Program’s SPD and separate 
correspondence mailed to all employees for information on how to contact the Claims 
Administrator.  
 
When you make a Claim for Benefits under your Program, the Claims Administrator will notify 
you of the decision regarding your Claim within 45 days of the date your Claim is made. The 
Claims Administrator may extend this 45-day period for up to 30 days (plus an additional  
30 days if needed) if it determines that special circumstances require more time to determine 
your Claim. 
 
The Claims Administrator will notify you within the initial 45-day period (and within the first  
30-day extension period if an additional 30 days is needed) if additional time is needed and 
what special circumstances require the extra time. If extensions are required because the 
Claims Administrator needs additional information from you, the review period will be 
suspended and you will have 45 days from the Claims Administrator’s notification to provide that 
information. Once you have provided the information, the Claims Administrator will decide your 
Claim within the time remaining in the initial or extended review period. 
 
If Your Claim Is Denied 
You may treat your Claim as denied if you receive a written or electronic notice from the Claims 
Administrator that denies your Claim either in whole or in part. The notice will contain: 
 
 Specific reasons for the denial. 

 Specific reference to the Program provisions upon which the denial is based. 

 If applicable, a statement that an internal rule, guideline or protocol, or other similar criterion 
was relied on in making the determination, and that a copy of the rule, guideline, protocol or 
criterion will be provided free of charge upon request. 

 A description of any additional information needed to make your Claim acceptable (if 
applicable) and the reason the information is needed. 

 A description of the procedure by which you may appeal the denial to the Program’s named 
fiduciary as provided in your denial letter. 

 A statement concerning your right to file a civil action under ERISA after the required review 
has been completed. 

 
Appealing a Denied Claim 
If your Claim is denied in whole or in part, and you disagree with the decision, or if you have not 
received a decision in the required time period, you may appeal the decision by filing a written 
request for review. You or your authorized representative must make the request for review 
within 180 days of the date you receive the denial notice or if you did not receive a decision in 
the required time period, 180 days from the date the decision was due.  
 
A written request for review should be sent directly to the appropriate named fiduciary as 
provided in your denial letter or, if you did not receive a denial letter, to the Claims 
Administrator. 
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If you or your authorized representative sends a written request for review of a denied Claim, 
you or your representative has the right to: 
 
 Send a written statement of the issues and any other comments, along with any new or 

additional evidence or materials in support of your appeal.  

 Reasonable access to and copies of all documents, records and other information relevant 
to your Claim for Benefits. 

 Request and receive, free of charge, documents that bear on your Claim such as any 
internal rule, guideline, protocol or other similar criterion relied on in denying your Claim. 

 
Your appeal should state as clearly and specifically as possible any facts and/or reasons why 
you believe the Claims Administrator’s action is incorrect. You should also include any new or 
additional evidence or materials in support of your appeal that you wish the Claims 
Administrator to consider. Such evidence or material must be submitted along with your written 
statement at the time you file your appeal. 
 
A qualified individual who was not involved in the decision to deny your initial Claim will be 
appointed to decide the appeal. If your appeal is related to clinical matters, the review will be 
done in consultation with a health care professional with appropriate expertise in the field and 
who was not involved in the initial determination. The Claims Administrator may consult with, or 
seek the participation of, medical experts as part of the appeal resolution process. You consent 
to this referral and the sharing of pertinent information.  
 
Unless you are notified in writing that more time is needed, a review and decision on your 
appeal must be made within 45 days after your appeal is received. If special circumstances 
require more time to consider your appeal, the named fiduciary may take an additional 45 days 
to reach a decision, but you must be notified in writing that there will be a delay. If additional 
time is required because the named fiduciary needs additional information from you, the review 
period will be suspended and you will have 45 days from the Claims Administrator’s notification 
to provide that information. Once you have provided the information, the Claims Administrator 
will decide your Claim within the time remaining in the initial or extended review period. 
 
If Your Appeal Is Denied 
If your appeal is denied, the Claims Administrator’s decision will be in writing or sent 
electronically and will contain: 
 
 Specific reasons for the denial. 

 Specific references to the Program provisions upon which the denial is based. 

 A statement that you are entitled to receive, upon request and free of charge, reasonable 
access to, and copies of, all documents, records and other information relevant to your 
Claim for Benefits. 

 If an internal rule, guideline or protocol or other similar criterion was relied on in making the 
determination, a statement that such rule, guideline, protocol or criterion was relied on in 
making the determination and that a copy of the rule, guideline, protocol or criterion will be 
provided free of charge upon request.  

 A statement concerning your right to file a civil action under ERISA. 
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If your appeal is denied, it is final and not subject to further review by the named fiduciary. 
However, you may have further rights under ERISA, as provided in the “Your ERISA Rights” 
section of the Program SPD. If you wish to bring a legal action concerning your right to receive 
benefits under the Program, you must first go through the Claims and appeal process offered 
under the Program described in this section.  
 
 
Definitions 
Claim. A Claim means a Claim for Benefits or a Claim for Eligibility.  
 
Claim for Benefits. A Claim for Benefits is a request for benefits under a Program that provides 
disability benefits or health benefits, and includes both health benefit Pre-Service and  
Post-Service Claims. 
 
Claim for Eligibility. A Claim for Eligibility is a written request for enrollment in a health 
Program following a denial of enrollment that has not been resolved informally. 
 
Claims Administrator. A Claims Administrator is any third party administrator, insurance 
company or other organization or individual to which the Company or the Plan Administrator has 
delegated the duty to process and/or review Claims for Benefits under the Program. If no 
separate Claims Administrator has been designated by the Company or the Plan Administrator, 
the Plan Administrator will be the Claims Administrator for the Program. 
 
Concurrent Care Claim. If you have obtained pre-approval for a health service and your 
provider determines that additional services beyond the pre-approved period or number of 
sessions are needed, your request for the additional authorization is a Concurrent Care Claim. 
 
Plan. Plan refers to the SBC Umbrella Benefit No. 1 Plan (as well as all Programs covered 
under the Plan). 
 
Post-Service Claim. A Post-Service Claim is when you or your provider submits your request 
for payment of health Program benefits to the applicable Claims Administrator after a covered 
service is received.  
 
Pre-Service Claim. A Pre-Service Claim is when you are required to contact the applicable 
Claims Administrator or take any other similar action before receiving a health service or within 
a specified time period after the health service begins in order to receive benefits or avoid a 
penalty. 
 
Program. A Program is a component program of the SBC Umbrella Benefit Plan No. 1 (Plan). 
For example, the SNET Active Bargaining Unit Employee Health Plan and the Ameritech 
Corporation Vision Care Plan are each component Programs of the Plan. 
 
 
Enrollment in an Alternative Managed Care Product 
The following information does not replace the “Enrollment in an Alternative Managed Care 
Product” section of the SMM to the Plan SPD dated January 2003. In general, it supplements 
the previous information.  
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Many of the Medical Programs included in the Plan that provide coverage offer the option to 
enroll in an alternative managed care product (managed care option), including:  
 
 A health maintenance organization (HMO)  

 A Medicare HMO (MHMO)  
 
Availability of a managed care option is determined by the employee’s or retiree’s home ZIP 
code and Medicare-eligibility.  
 
Note: A list of managed care options offered under the Medical Programs for calendar year 
2004 and the state in which they are available is provided in Appendix C. 
 
The following four paragraphs replace the last two paragraphs of the “Enrollment in an 
Alternative Managed Care Product” section in the SMM dated January 2003 to the Plan 
SPD dated February 2002. 
 
In general, anyone eligible to be enrolled in a particular Medical Program is eligible to enroll in a 
managed care option available under that Medical Program, except for Class II and sponsored 
dependents. However, in certain circumstances, the terms of the officially approved policy of the 
managed care option may limit eligibility of certain dependents or require that additional criteria 
be met or documentation provided before allowing coverage. For example, as an SBC 
employee, you may be eligible for certain types of dependent coverage, such as for Registered 
Domestic Partners (RDPs) and their children, surviving spouses or members of other dependent 
groups (e.g., full-time students, disabled dependents, and others) as described in the applicable 
Medical Program SPD. If you wish to cover dependents other than your spouse, biological 
children or stepchildren who live with you and who are under the age of 19, be sure to check 
with the managed care option you are considering to determine if it allows for the specific type 
of dependent coverage you require, or whether additional documentation will be required, 
before you elect to enroll in that option. Failure to check with the managed care option before 
enrolling may result in a denial of coverage by that entity for you and/or your dependents.  
 
Important: If you don’t check with the managed care option before enrolling, and later find out 
that you or your dependent cannot be enrolled in the managed care option coverage you 
elected, you may not be able to continue coverage in the managed care option or you may have 
to elect a different option to cover yourself or your dependent.  
 
If you notify the Eligibility and Enrollment Vendor of a qualifying status change and that change 
results in your current option no longer being available, a summary comparison chart of your 
available options will automatically be made available to you by mail. You also can access this 
information through the Internet at http://resources.hewitt.com/sbc/ (the SBC Connect Web 
site). If you experience a qualifying status change and your current option is still available to 
you, but you would like to review information of your other available options based on the 
qualifying status change, contact the Enrollment and Eligibility Vendor for a summary 
comparison chart. 
 
For additional information about a particular program, contact the managed care option directly 
at the telephone number or Internet site listed in Appendix C. You may also access these 
Internet sites by selecting the Important Links section on the Benefits home page of the  
SBC employee benefits intranet site or http://access.sbc.com.  
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Information Concerning Specialty Prescription Drugs  
This section describes certain changes to the prescription drug benefits provided under the 
Medical Program components of the Plan. The Medical Program components affected are 
identified in Appendix A. These changes were effective Jan. 1, 2004, and require the use of the 
prescription drug Claims Administrator’s specialty pharmacy to obtain specialty prescription 
drugs. The changes apply to the following participants: 
 
 Active management employees, including those on leave of absence (except expatriates) 

 Active and retired bargained employees of SBC Global Services, Inc. located in California 
and Nevada (effective June 1, 2004) 

 Active nonmanagement nonunion employees (including those on leave of absence) of SBC 
Global Services, Inc. and PBD Holdings dba Digital Graphics ADvantage 

 Retired management employees and long-term disability (LTD) recipients 

 Retired bargained employees and LTD recipients of SBC Long Distance, Inc. dba Pacific 
Bell Long Distance 

 Retired bargained employees and LTD recipients of Pacific Bell Internet Services 

 Retired bargained employees and LTD recipients of SBC Telecom, Inc. – Out Region 

 Retired nonmanagement nonunion employees and LTD recipients of SBC Global Services, 
Inc. and PBD Holdings dba Digital Graphics ADvantage 

 Surviving dependents of management employees or retirees 

 All COBRA participants and surviving dependents of the groups listed above, as applicable 
 
Refer to the “Specialty Prescription Drugs” section on Page 22 for a definition of Specialty 
Prescription Drugs.  
 
Note: If you are part of an employee group that is newly represented by a union and there is not 
currently a collective bargaining agreement in place, then until such time as new benefits are 
bargained, the classification and benefit provisions that apply to you as an active employee are 
the same as those that applied to you on the date that the union was recognized as your 
representative.  
 
Specialty Prescription Drugs Must Be Obtained Through the Prescription Drug 
Claims Administrator’s Specialty Pharmacy Services Program 
Currently the Prescription Drug Claims Administrator is Caremark. Effective Jan. 1, 2004, after 
the first time you fill a prescription for a specialty prescription drug, you must purchase the drug 
through the prescription drug Claims Administrator’s specialty pharmacy in order for any 
benefits to be payable by your prescription drug program. If you are later prescribed a different 
specialty drug, this requirement and one-time exception will apply to that drug also. If you do not 
use the prescription drug Claims Administrator’s specialty pharmacy to refill your prescriptions 
for the drug, your medication will not be paid for under your Medical Program. The process for 
obtaining your specialty prescription drugs through the prescription drug Claims Administrator’s 
specialty pharmacy is provided on the previous page. 
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1. Enroll in the Specialty Pharmacy Services Program by calling the prescription drug Claims 
Administrator at the telephone number on your prescription drug ID card.  

2. A Specialty Pharmacy Services Specialist will obtain all of the necessary information from 
you and contact your physician for a prescription. 

3. A Specialty Pharmacy Services Specialist will be assigned to be your primary contact for 
ongoing delivery needs for your specialty prescription drug. Your specialist will obtain any 
needed refill prescriptions from your physician and arrange with you for delivery of the drug. 

4. You may arrange for the drug to be sent to your home or directly to your physician’s office or 
other location, depending on your needs. 

5. The copayment provisions of your Medical Program apply, based on whether the 
prescription is for up to 30 days (retail drug program provisions apply) or for over 30 days 
(mail order drug program provisions apply). There is no deductible when you use the 
prescription drug Claims Administrator’s Specialty Pharmacy Services Program. You will 
have the same payment options as you do when using the mail order drug program. 

6. Your Specialty Pharmacy Services Specialist will be available to answer questions and 
provide support concerning your medication, including, for example, injection training and 
information concerning side effects, dosage and temperature requirements.  

 
Specialty Prescription Drugs 
Specialty prescription drugs are prescription drugs used in the management of certain chronic 
diseases and are often injectable or infused, treat very complex and typically less common 
conditions – such as hemophilia, growth hormone deficiency, multiple sclerosis, immune 
disorders and hepatitis C – and require complex pharmacy management. Complex pharmacy 
management includes the appropriateness of treatment, side effect management, adjuvant 
therapies and duration of care evaluations, and frequently requires coordination of services 
such as nursing and self-administration education. Specialty prescription drugs include 
biotechnology products, blood products manufactured via recombinant technology or sourced 
from donated human plasma and self-administered or home-administered oncology agents.  
 
 Biotechnology Products. Biotechnology products are protein-based therapeutics (or 

biologics) manufactured through genetic engineering. Biotechnology products often treat 
complex chronic or rare genetic diseases and usually offer significantly greater efficacy over 
currently marketed therapies.  

 Blood Products. Blood products are plasma-derived pharmaceuticals that can be infused to 
treat chronic bleeding disorders (Factor VIII for hemophilia) or autoimmune diseases 
(intravenous immunoglobulin or IVIG). These products may be manufactured via 
recombinant technology or sourced from donated human plasma.  

 Self-Administered/Home-Administered Oncology Agents. Self-administered or home-
administered oncology agents are products used outside of the physician office that are 
used to treat cancer or the secondary anomalies associated with chemotherapy. 

 
The list of specialty prescription drugs is changed from time to time by the prescription drug 
Claims Administrator as drugs are developed that meet the definition or that are removed from 
the market. The most current list can be obtained from the prescription drug Claims 
Administrator. 
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The following describes how the Specialty Pharmacy Services Program works in coordination 
with the mail order and retail drug programs provided under your Medical Program. 
 
Mail Order Drug Program 
If you use the mail order program to submit a Claim for a specialty prescription drug, it will 
automatically be processed through the Claims Administrator’s Specialty Pharmacy Services 
Program in the manner described previously. 
 
Retail Drug Program 
As described below, the first time you submit a prescription for a specialty prescription drug to a 
retail pharmacy on or after Jan. 1, 2004, the prescription may be covered pursuant to the terms 
of the Medical Program. Any future purchases of the drug must be obtained through the 
Specialty Pharmacy Services Program to be covered under the Medical Program. 
 
Network Pharmacy 
If you submit a prescription for a specialty prescription drug to a network participating retail 
pharmacy: 
 
1. The pharmacist will be instructed to contact the prescription drug Claims Administrator. 

2. If this is your initial fill of a prescription for the specialty prescription drug and the drug is 
available through the pharmacy, the pharmacy may dispense the drug and payment will be 
processed according to the terms of your Medical Program. Your Medical Program will not 
pay for future purchases of the specialty prescription drug, unless the purchase is made 
through the prescription drug Claims Administrator’s Specialty Pharmacy Services Program.  

3. If you have previously filled a prescription for this drug on or after Jan. 1, 2004, payment will 
not be made under your Medical Program. 

4. The prescription drug Claims Administrator will contact your physician to obtain a 
prescription and will follow the process for using the Claims Administrator’s Specialty 
Pharmacy Services Program previously described. 

 
Nonparticipating Pharmacy 
If you submit a prescription for a specialty prescription drug to a nonparticipating pharmacy: 
 
1. You pay 100 percent of the cost of the prescription and submit a paper Claim to the 

prescription drug Claims Administrator. 

2. If this is your initial fill of a prescription for the specialty prescription drug, payment will be 
processed according to the terms of your Medical Program.  

3. The prescription drug Claims Administrator will attempt to contact you to explain the 
Specialty Pharmacy Services Program and your physician to obtain a prescription to be 
processed through the prescription drug Claims Administrator’s Specialty Pharmacy 
Services Program. 

4. Future purchases of the specialty prescription drug obtained through a retail pharmacy, 
whether network participating or nonparticipating will not be payable under your Medical 
Program. 



 

This Appendix A replaces Appendix A in the Plan SPD dated February 2002 in its entirety. 
 

APPENDIX A: PROGRAMS COVERED UNDER THE SBC UMBRELLA BENEFIT PLAN NO. 1 
PROGRAM FORMERLY PLAN NUMBER 

Ameritech Group Life Insurance Plan 501 

The Ameritech Sickness & Accident Disability Benefit Plan 513 

The Ameritech Corporation Vision Care Plan1 523 
Ameritech Management Umbrella Welfare Benefit Plan 544 

The Comprehensive Health Care Plan  
The Medical Expense Plan1, 2  
The Medical Benefits Plan  
The Dental Expense Plan  

Ameritech Non-Management Umbrella Welfare Benefit Plan 545 
The Comprehensive Health Care Plan1  
The Medical Expense Plan1  
The Dental Expense Plan1  

The Ameritech Long Term Disability Plan1 514 

Pacific Telesis Group Basic & Supplemental Death Benefit Plan 501 

Pacific Telesis Group Dental Expense Plan1 505 
Pacific Telesis Group Medical Expense Plan for Retirees1, 2 522 

Pacific Telesis Group Vision Care Plan1 523 

Pacific Telesis Group Health Care Network Plan1 538 

Pacific Telesis Group Comprehensive Disability Benefits Plan1 543 
SBC Medical & Group Life Insurance Plan 

CustomCare1, 2 
Group Life Insurance 

501 

SBC Dental Plan1 505 
SBC Vision Plan1 523 

SBC Disability Benefits Plan1 530 

SBC CarePlus – A Supplemental Medical Plan1 542 

SBC Disability Income Plan1 552 
SBC International Health Plan1 567 
1This program is subject to the guidelines described in the “Health Plans” section on Page 6 of this SMM.  
2This program is subject to the guidelines described in the “Information Concerning Specialty Prescription Drugs” section on 
Page 21 of this SMM. 



 

APPENDIX A: PROGRAMS COVERED UNDER THE SBC UMBRELLA BENEFIT PLAN NO. 1 
PROGRAM FORMERLY PLAN NUMBER 

SBC National Medical Program1, 2  
SNET Retiree Life Insurance Plan 552 

SNET Employee Life Insurance Plan 561 

SNET Active Bargaining Unit Employee Health Plan 564 
SNET Medical Plan Point of Service1  
SNET Dental Plan1  
SNET Vision Plan1  

SNET Disability Benefits Plan1 565 
SNET Management Retiree Health Plan 568 

SNET Medical Plan Point of Service1, 2  
SNET Medical Plan for Retirees1, 2  
SNET Medical Expense Plan1, 2  

SNET Bargaining Unit Retiree Health Plan 569 
SNET Medical Plan Point of Service1  
SNET Medical Plan for Retirees1  
SNET Medical Expense Plan1  
SNET Dental Plan1  

1This program is subject to the guidelines described in the “Health Plans” section on Page 6 of this SMM.  
2This program is subject to the guidelines described in the “Information Concerning Specialty Prescription Drugs” section on 
Page 21 of this SMM. 

 
 



 

Appendix C: Alternative Managed Care Product and Medicare Health 
Maintenance Organization Options for Calendar Year 2004 

ALTERNATIVE MANAGED CARE PRODUCT OPTIONS 
OFFERED BY SBC COMMUNICATIONS INC. FOR CALENDAR YEAR 2004 

OPTION WEB SITE TELEPHONE LOCATION 
Anthem Blue Cross Blue Shield 
Indiana HMO www.anthem.com 800-884-9925 Indiana 

Blue Care Network HMO - Detroit www.bcbsm.com 800-662-6667 Michigan 

Blue Care Network HMO – Outside 
Detroit www.bcbsm.com 800-662-6667 Michigan 

Care Choices/Mercy (SE MI) HMO www.carechoices.com 800-852-9780 Michigan 

Connecticare HMO www.connecticare.com 800-251-7722 Connecticut 

Firstcare HMO www.firstcare.com 800-884-4901 Texas 

Grand Valley Health Plan HMO www.gvhp.com 616-949-2410 Michigan 

Group Health Cooperative of Eau 
Claire, HMO www.group-health.com 888-203-7770 Wisconsin 

Group Health Cooperative of S CEN 
WI HMO www.ghc-hmo.com 800-605-4327 

X4504 Wisconsin 

Group Health Plan www.ghp.com 800-755-3901 Illinois/ 
Missouri 

Hawaii Medical Services Association 
HMO www.hmsa.com 808-948-6372 Hawaii 

Health Advantage HMO www.healthadvantage-hmo.com 800-843-1329 Arkansas 

Health Alliance Plan HMO www.hap.org 800-422-4641 Michigan 

Healthnet California HMO www.health.net 800-522-0088 California 

HMO IL www.bcbsil.com 800-892-2803 Illinois 

Humana Chicago Premier Plan HMO www.humana.com 800-448-6262 Illinois 

John Deere HMO www.johndeerehealth.com 800-747-1446 Illinois 

Kaiser Permanente Northern 
California HMO www.members.kp.org 800-443-0815 California 

Kaiser Permanente Southern 
California HMO www.members.kp.org 800-464-4000 California 

Kaiser Permanente Ohio HMO www.kaiserpermanente.org 800-686-7100 Ohio 

M Plan HMO www.mplan.com 800-816-7526 Indiana 

Mercy Health Plan Laredo HMO www.mercyhealthplans.com 800-617-3433 Texas 

Mercy Health Plan St. Louis HMO www.mercyhealthplans.com 800-327-0763 Missouri 



 

ALTERNATIVE MANAGED CARE PRODUCT OPTIONS 
OFFERED BY SBC COMMUNICATIONS INC. FOR CALENDAR YEAR 2004 

OPTION WEB SITE TELEPHONE LOCATION 
Network Health Plan HMO www.networkhealth.com 800-826-0940 Wisconsin 

Omni Care HMO www.ochp.com 313-393-4875 Michigan 

Oxford Health Plans CT HMO www.oxfordhealth.com 

800-760-4566 
(for prospective 

members) or 
800-444-6222 

(for current 
members) 

Connecticut 

Pacificare California HMO www.pacificare.com 800-624-8822 California 

Pacificare Nevada HMO www.pacificare.com 800-826-4347 Nevada 

Pacificare Oklahoma HMO www.pacificare.com 800-825-9355 Oklahoma 

Pacificare Texas HMO www.pacificare.com 800-825-9355 Texas 

Personal Care HMO www.personalcare.org 800-431-1211 Illinois 

Preferred Plus of Kansas HMO www.phsystems.com 800-660-8114 Kansas 

Priority Health HMO www.priority-health.com 800-446-5674 Michigan 

Tufts Health Plan HMO www.tufts-healthplan.com 800-462-0224 Massachusetts 

Unicare HMO www.unicare.com 312-234-8855 Illinois 

United Healthcare Of IL HMO www.uhc.com 800-543-6621 Illinois 
Note: The availability of a managed care option Is determined by the Employee’s or Retiree’s home ZIP code. 
 
 

MEDICARE HEALTH MAINTENANCE ORGANIZATION (MHMO) OPTIONS 
OFFERED BY SBC COMMUNICATIONS INC. FOR CALENDAR YEAR 2004 

MHMO WEB SITE TELEPHONE LOCATION 
Healthnet Seniority Plus MHMO www.health.net 800-275-4737 California 

Kaiser Senior Advantage MHMO www.kaiserpermanente.org 800-443-0815 California 

Pacificare Secure Horizons MHMO www.securehorizons.com 800-228-2144 California 

Pacificare Secure Horizons MHMO www.securehorizons.com 800-950-9355 Texas 

Mercy HealthPlan Premier Plus 
MHMO www.mercyhealthplans.com 800-280-1602 Missouri 

Health Alliance Plan MHMO www.hap.org 800-801-1770 Michigan 
Note: The availability of a MHMO option is determined by the Employee’s or Retiree’s home ZIP code and eligibility for 
Medicare. 
 


