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SECTION-WELCOME

Quick Reference Box

Yy~ Member services, claim inquiries, Personal Health Saqgphdental
Health/SubstancRelated and Addictive Disorder Administreger to the numbe
on the back of the UnitedHealthcare medical 1D card

Yy Claims submittal address: UnitedHealthd@i@ms, PO Box 30432, Salt Lake City,
UT 841360432

Yy Onlineassistance&eww.myuhc.com

MissVICis pleased to provide you with fRianSummary, which describes the health
Benefits available to you and your covered family membeisides summaries of:

Yy Who is eligible.

Services that are covered, c&lleekbred Health Services.

Services that are not covered, called Exclusions and Limitations.

How Benefits are paid.

<SS

Your rights and responsibilities under the Plan.

ThisPlan Summaiig designed to meet your information ndédspersedes any previous
printed or electroniBlan Summaifgr this Plan.

What isMissVIC?

The Mississippi Valley Intergovernment al Coo
districts that have joined together for the purpose of funding and providing health coverage

under this R, in addition to other types of benefits. MissVIC is established and operated

under the Intergovernmental Cooperation Act (5 Ill. Comp. Stat. Sections 220/1 through

220/16). Importantly, MissVIC is not your employer and does not determine youy eligibili

to participate in the Plan. Neither MissVIC nor the Plan limit the rights or obligations of
Participating School Districts to engage in collective bargaining.

IMPORTANT
The healthcare service, supply or Pharmaceutical Product is only a Covered Heglth
Service if it is Medically Necessary. (See definitions of Medically Necessary and|Covered
Health Service in Section GlgssaidyThe fact that a Physician or other pro\hdsr
performed or prescribed a procedure or treatment, or the fact that it may be the pnly
available treatment for a Sickness, Injury, Mental Idubstnceelated and addictive)
disorders, disease or its symptoms does not mean that the proceeatraanttis a
Covered Health Service under the Plan.

UnitedHealthcare is a private healthcare claims administrator. UnitedHealthcare's goal is to
give you the tools you need to make wise healthcare decisions. UnitedHealthcare also helps
your employer to aginister claims. Although UnitedHealthcare will assist you in many

ways, it does not guarantee any BendigsVICis solely responsible for paying Benefits
described in thBlan Summary

1 SecTION - WELCOME
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Please read tHan Summaoroughly to learn how the Planrks If you have
guestions contact your local Human ResoDegartmentbr call the numbem your ID
card

Amendment & Termination

MissVIC intends to continue this Plan indefinitely, but may, in its sole discretion, amend the
Plan at any time, for argason, and without prior notice, subject at all times to any
applicabléaws orcollective bargaining agreements. MissVIC may also terminate the Plan in
the future, consistent with any applicable lalargainingigreementginally, pur

Employemay anend its written eligibility requirements under the Plan, consistent with any
applicable laws and bargaining agreements.

If this Plan is terminated, Covered Persons will not have the right to any other Benefits from
the Plan, other than for those clainesiired prior to the date of termination, or as

otherwise provided under the Plan or any Amendment. After all Benefits have been paid and
other requirements of the law have been met, certain remaining Plan assets will be turned
over to MissVIC and others may be permitted or required by any applicable law.

This Plan Summary reflects the Plan as it exidtdydn2019If the Plan is amended,
Covered Persons may be subject to altered coverage and Benedtsly the

responsibility of yolEmployerto notify you of any important changes to the Plan. Please
refer to your Human Resources Department for further information concerning, or to
request a copy of, any Plan Amendments or any changesinmypur o gligbilitp s
requirements.

How To Use This Plan Summary
Read the entifelan Summayand share it with your family. Then keep it in a sdfe
place for future reference.

Many of the sections of tliéan Summaryare related to other sections. You mayjnot
have all the information you need byirgajust one section.

You can find copies of yoBtan Sumnaryand any future amendmeatgequest
printed copies bgontacting youduman Resourc&epartment

Capitalized words in tidan Sumnaryhave special meanings and are defined ir
Section 14Glossary

If eligible for coverage, the words "you" and "your" refer to Covered Personsfas
defined in Section 18Jossary

<N NS S

If there is a conflict between tRien Summaryand any benefit summaries (other
thanAmendment{sprovided to you, thRBlan Summary willcontrol.
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SECTION-ANTRODUCTION

What this section includes:
Yy Who's eligible for coverage under the Plan.

Yy The factors that impact your cost for coverage.
Yy Instructions and timeframes for enrolling yourself and your eligible Dependerts.
Yy When coverage begins.

Yy When you can make coverage changes under the Plan.

Eligibility

Each Patrticipating School District has established its own eligibility rules for its employees
under the Plan, subject to any applicable collective bargaining agreements that may affect
your rights. To determine your eligibility, please contact your Reswurces Department

or refer to youE mp | obpard polisies and any applicable collective bargaining
agreement(s).

Retiree Eligibility

If you are an employee of a Participating School District and you retire or become disabled
while covered under $hiPlan, you avar your Dependents may have the right to continue
coverage under this Plan. These continuation rights are establisheBroplpger

consistent with any applicable laws and collective bargaining agreements. For further
information, please contact your Human Resources Department.

Dependent Eligibility
Your eligible Dependents may also participate in the Plan. An eligible Dependent is
considered to be:

Yy Your Spouse, as defined in SectioGlbhsary.

Yy Your or your Spouse's child who is under age 26, including a natural child, stepchild, a
legally adopted child, a child placed for adoption or a child for whom you or your
Spouse are the legal guardian.

An unmarried child age 26 or over who is or becomes disabled and dependent upon you.
Veterans are covered up to the end of the month when they are age 30.

Is an lllinois resident.
Served as an active or reserve member of an U.S. Armed Forces; and
Received tease or discharge other than dishonorable discharge.

SSKS S S

To be eligible for coverage under the Plan, a Dependent must reside within the United
States.
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To be eligible for this, the Dependent must submit to us a form approved by the lllinois
Departmentof Vetarn 8 s Af fairs stating the date on whi
service.

Dependent Child covered to age 26 regardless of student status and up to age 30 if a veteran
as outlined above.

Coverage terminates at the end of the month in which the elefpaitains the maximum
age.

ContactyourHuman Resourc&epartmentor more information on benefit eligibility
rules, including retwto-work eligibility rules and employment status change policies.

Note: Your Dependents may not enroll in the Plarsanjeu are also enrolled. In addition,

if you and your Spouse are both covered under the Plan, you may each be enrolled as a
Participant or be covered as a Dependent of the other person, but not both. In addition, if
you and your Spouse are both coverddnthe Plan, only one parent may enroll your child
as a Dependent.

A Dependent also includes a child for whom health care coverage is required through a
Qualified Medical Child Support Order or other court or administrative order, as described
in Sectiorl3,0ther Important Information

Cost of Coverage

You andyourEmployersharen the cost of the Plan. Your contribution amount depends
on the Plan you select and the family members you choose to enroll.

Your contributions are deducted from your payclueciksefordax basis. Befotax

dollars come out of your pay before federal income and Social Security taxes are withheld
and in most states, before state and local taxes are withheld. This gives your contributions a
special tax advantage and loweradhel cost to you.

Your contributions are subject to reviemdyour Employereserveghe right to change
your contribution amount from time to tinY@u can obtain current contribution rates by
calling your Human Resour&epartment.

How to Enroll

To enroll, cajourHumanResourceBepartmentwithin 31 days of the date you first
become eligible for medical Plan coverage. If you do not enroll within 31 days, you will need
to wait until the next annual Open Enrollment to make your benefinslectio

Each year during annual Open Enroliment, you have the opportunity to review and change
your medical election. Any changes you make during Open Enroliment will become effective
the following July 1.

4 SECTION - INTRODUCTION
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Important
If you wish to change your benefit elections following your marriage, birth, adoptjon of a
child, placement for adoption of a child or other family status change, you must ¢ontact

yourHuman Resourc&epartmentvithin 31 days of the event. Otherwise, you will
need to wait until the next annual Open Enrollment to change your elections.

When Coverage Begins

OnceyourHuman Resourc&epartmenteceives your properly completed enroliment,
coverage will begin dime first day of the monttoinciding with or nexollowing youffirst
date workedCoverage for your Dependents will start on the date your coverage begins,
provided you have enrolled them in a timely manner.

Coverage for a Spouse or Dependent stdpbht you acquire via marriage becomes
effective the date of your marriage, provided you yotifHuman Resourc&epartment

within 31 days of your marriage. Coverage for Dependent children acquired through birth,
adoption, or placement for adoptisreffectiven the date of the family status change,
provided you notifyourHuman Resourc&epartmentvithin 31 days of the birth,

adoption, or placement.

If You Are Hospitalized When Your Coverage Begins

If you are an inpatient in a Hospital, &kiNlursing Facility or Inpatient Rehabilitation

Facility on the day your coverage begins, the Plan will pay Benefits for Covered Health
Services that you receive on or after your first day of coverage related to that Inpatient Stay
as long as you receivev€red Health Services in accordance with the terms of the Plan.
These Benefits are subject to any prior carrier's obligations under state law or contract.

You should notify UnitedHealthcare of your hospitalization within 48 hours of the day your
coveragbegins, or as soon as is reasonably possible. For Benefit plans that have a Network
Benefit level, Network Benefits are available only if you receive Covered Health Services
from Network providers.

Changing Your Coverage

You may make coverage changesgltirenyear only if you experience a change in family
status. The change in coverage must be consistent with the change in status (e.g., you cover
your Spouse following your marriage, your child following an adoption, etc.). The following
are considered falynstatus changes for purposes of the Plan:

Yy Your marriage, divorce, legal separation or annulment.

The birth, legal adoption, placement for adoption or legal guardianship of a child.

A change in your Spouse's employment or involuntary loss of headthec(tber
than coverage under the Medicare or Medicaid programs) under another employer's plan.

Loss of coverage due to the exhaustion of another employer's COBRA benefits,
provided you were paying for premiums on a timely basis.

<SS S

Your death or the deatii @ Dependent.
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<

Your Dependent child no longer qualifying as an eligible Dependent.

<,

A change in your or your Spouse's position or work schedule that impacts eligibility for
health coverage.

y  Contributions were no longer paid by the employer (this is thué yue or your
eligible Dependent continues to receive coverage under the prior plan and to pay the
amounts previously paid by the employer).

Yy You or your eligible Dependent who were enrolled in an HMO no longer live or work in
that HMO's service area amalother benefit option is available to you or your eligible
Dependent.

Yy Benefits are no longer offered by the Plan to a class of individuals that include you or
your eligible Dependent.

Yy Termination of your or your DependeMeadicaior Children's Hedltsurance Program
(CHIP)coverage as a result of loss of eligibility (you must gantelduman
ResourceBepartmentvithin 60 days of termination).

Yy You or your Dependent become eligible for a premium assistance subsigdioder
or CHIP (you muscontactyourHuman Resourc&epartmentvithin 60 days of the
date of determination of subsidy eligibility).

Yy You or your Dependent lose eligibility for coverage in the individual market, including
coverage purchased through a public exchange orudthemnparket established under
the Affordable Care Act (Marketplace) (other than loss of eligibility for coverage due to
failure to pay premiums on a timely basis or termination of coverage for cause, such as
making a fraudulent claim or an intentionalemissentation of a material fact)
regardless of whether you or your Dependent may enroll in other individual market
coverage, through or outside of a Marketplace.

y A strike or lockout involving you or your Spouse.

y" A court or administrative order.

Unless otherwise noted above, if you wish to change your elections, you mugbwontact
Human Resourc&epartmentvithin 31 days of the change in family status. Otherwise, you
will need to wait until the next annual Open Enrollment.

While some of theschanges in status are similar to qualifying events under COBRA, you, or
your eligible Dependent, do not need to elect COBRA continuation coverage to take
advantage of the special enrollment rights listed above. These will also be available to you or
youreligible Dependent if COBRA is elected.

Note: Any child under age 26 who is placed with you for adoption will be eligible for
coverage on the date the child is placed with you, even if the legal adoption is not yet final. If
you do not legally adopt thald, all medical Plan coverage for the child will end when the
placement ends. No provision will be made for continuing coverage (such as COBRA
coverage) for the child.
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Change in Family Status Example

Jane is married and has two children who qualigpasndents. At annual Open
Enrollment, she elects not to participatéeMissVICmedical plan, because her
husband, Tom, has family coverage under his employer's medical plan. In JuneJTom
loses his job as part of a downsizing. As a result, Tom $oskgiltility for medical
coverage. Due to this family status change, Jane can elect family medical coverfge under
theMissVICmedical plan outside of annual Open Enrollment.
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SECTION-HOW THE PLAN WORKS

What this section includes:
Yy Accessing Benefits.

Eligible Expenses.
Annual Deductible.
Copayment.

<SS S

Coinsurance.

Yy Out-of-Pocket Maximum.

Accessing Benefits

As a participant in this Plan, you havdrtexlom to choose the Physician or health care
professional you prefer each time you need to receive Covered Health Services. The choices
you make affect the amounts you pay, as well as the level of Benefits you receive and any
benefit limitations that mayply.

You are eligible for the Network level of Benefits under this Plan when you receive Covered
Health Services from Physicians and other health care professionals who have contracted
with UnitedHealthcare to provide those services.

You can choose teceivaNetwork Benefits or Nohletwork Benefits.

Network Benefits apply to Covered Health Services that are provided by a Network
Physician or other Network provider. You are not required to select a Primary Physician in
order to obtain Network Benefita general health care terminology, a Primary Physician
may also be referred to &ramary Care PhysiciRCP

Non-Network Benefits apply to Covered Health Services that are provided by a non
Network Physician or other ndletwork provider, or Covered Health Services that are
provided at a neNetwork facility. In gneral health care terminology, Mmtwork
Benefits may also be referred to asabitetwork Benefits.

Emergency Health Services provided by &Netmork provider will be reimbursed as set
forth underEligible Expenasgiescribed at the end of thigies.

Covered Health Services provided at certain Network facilities bMatwork Physician,

when not Emergency Health Services, will be reimbursed as set fofitigibteeExpenses

as described at the end of this section. For these CoveredSEratis, "certain Network
facility” is limited to a hospital (as definelBiBiL(e) of the Social Sec\yityhdspital

outpatient department, a critical access hospital (as defidéti(imm)(1) of the Social Security
Acl), an ambulatory surgicahter as described in secti®833(i)(1)(A) of the Social Security
Act and any other facility specified by the Secretary.

Air Ambulance transport provided by a-hNatwork provider will be reimbursed as set
forth undetrEligible Expenassiescribed at the end of this section.
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Depending on the geographic area and the service you receive, you may have access through
UnitedHealthcare's Shared Savings Program-téetaork providers who have agreed to
discounts negotiated from their charge certain claims for Covered Health Services. Refer

to the definition of Shared Savings Program in SectiGiosdargf thePlan Summaryfor

details about how the Shared Savings Program applies.

You must show your identification card (ID cardjyetime you request health care services
from a Network provider. If you do not show your ID card, Network providers have no way
of knowing that you are enrolled under the Plan. As a result, they may bill you for the entire
cost of the services you reeeiv

Generally, when you receive Covered Health Services from a Network provider, you pay less
than you would if you receive the same care fromMdataork provider. Therefore, in
most instances, your eaftpocket expenses will be less if you use a Negtwavider.

If you choose to seek care outside the Network, the Plan generally pays Benefits at a lower
level. You are required to pay the amount that exceeds the Eligible Expense. The amount in
excess of the Eligible Expense could be significant, amchthist does not apply to the
Out-of-Pocket Maximum. You may want to ask theNetwork provider about their billed
charges before you receive care.

Health Services from NonNetwork Providers Paid as Network Benefits

If specific Covered Health Servicesrant available from a Network provider, you may be
eligible to receive Network Benefits when Covered Health Services are received from a non
Network provider. In this situation, your Network Physician will notify UnitedHealthcare,

and if UnitedHealthcao®nfirms that care is not available from a Network provider,
UnitedHealthcare will work with you and your Network Physician to coordinate care
through a notNetwork provider.

Looking for a Network Provider?

In addition to other helpful informatiomyww.myuhc.com, UnitedHealthcare's
consumer website, contains a directory of health care professionals and facilitie$ in
UnitedHealthcare's Network. While Network status may change from time to tim
www.myuhc.comhas the most current source of Network in&dgrom. Use
www.myuhc.comto search for Physicians available in your Plan.

\1%4

Network Providers

UnitedHealthcare or its affiliates arrange for health care providers to participate in a
Network.At your request, UnitedHealthcare will send you a directoeyvadrk providers

free of charg&keep in mind, a provider's Network status may change. To verify a provider's
status or request a provider directory, you can call UnitedHealthcare at the number on your
ID card or log ontavww.myuhc.com

Network provilers are independent practitioners and are not employess\dCor
UnitedHealthcare.

UnitedHealthcare's credentialing process confirms public information about the providers'
licenses and other credentials, but does not assure the quality of ésgsevided.
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Before obtaining services you should always verify the Network status of a provider. A
provider's status may change. You can verify the provider's status by calling
UnitedHealthcare. A directory of providers is available onkmavainyuhc.comor by

calling the number on your ID card to request a fomu receive a Covered Health
Service from a neNetwork provider and were informed incorrectly prior to receipt of the
Covered Health Service that the provider was a Networetgsr@rther through a database,
provider directory, or in a response to your request for such information (via telephone,
electronic, webased or interndtased means), you may be eligible for Network Benefits.

It is possible that you might not be ablelitain services from a particular Network

provider. The network of providers is subject to change. Or you might find that a particular
Network provider may not be accepting new patients. If a provider leaves the Network or is
otherwise not available tauygou must choose another Network provider to get Network
BenefitsHowever, if you are currently receiving treatment for Covered Health Services
from a provider whose network status changes from Network-detwork during such
treatment due to expii@ or nonrenewal of the provider's contract, you may be eligible to
request continued care from your current provider at the Network Benefit level for specified
conditions and timeframes. This provision does not apply to provider contract terminations
for failure to meet applicable quality standards or for fraud. If you would like help to find
out if you are eligible for continuity of care Benefits, please call the telephone number on
your ID card.

If you are currently undergoing a course of treatmeéxingth norNetwork Physician or

health care facility, you may be eligible to receive transition of care Benefits. This transition
period is available for specific medical services and for limited periods of time. If you have
questions regarding this tiéina of care reimbursement policy or would like help

determining whether you are eligible for transition of care Benefits, please contact
UnitedHealthcare at the number on your ID card.

Do not assume that a Network provider's agreement inclu@egestd Health Services.

Some Network providers contract with UnitedHealthcare to provide only certain Covered
Health Services, but not all Covered Health Services. Some Network providers choose to be
a Network provider for only some of UnitedHealthcpretiucts. Refer to your provider

directory or contact UnitedHealthcare for assistance.

Designated Providers

If you have a medical condition that UnitedHealthcare believes needs special services,
UnitedHealthcare may direct you to a Designated Providen tiyoddnitedHealthcare. If

you require certain complex Covered Health Services for which expertise is limited,
UnitedHealthcare may direct you to a Network facility or provider that is outside your local
geographic area. If you are required to travetdamauch Covered Health Services from a
Designated Provider, UnitedHealthcare may reimburse certain travel exipenses at
discretion ofJnitedHealthcarer MissVIC.

In both cases, Network Benefits will only be paid if your Covered Health Services for tha
condition are provided by or arranged by the Designated Provider or other provider chosen
by UnitedHealthcare.
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You or your Network Physician must notify UnitedHealthcare of special service needs (such
as transplants or cancer treatment) that might waafemal to a Designated Provider. If

you do not notify UnitedHealthcare in advance, and if you receive services from a non
Network facility (regardless of whether it is a Designated Provider) or otNetvinank

provider, Network Benefits will not baigh NonNetwork Benefits may be available if the
special needs services you receive are Covered Health Services for which Benefits are
provided under the Plan.

Limitations on Selection of Providers

If MissVIC orUnitedHealthcare determines that a paatitiis using health care services in

a harmful or abusive manner, or with harmful frequency, he or she may be required to select
a single Network Physician to provide and coordinate all of his or her future Covered Health
Services. If so, such participailitreceive a notification requiring the participant to select a
Network Physician within 31 daythe dateéhe notification is received the participant

fails to timely select a Network Physician, UnitedHealthcare will select one for the
participantTo the extent the participant does not use the selected Network Physician to
provide and coordinate his or her care, any Covered Health Services the participant receives
will be paid as NeNetwork Benefits (even if they are ordered or provided by arkietw

provider.

Eligible Expenses

MissVIChas delegated to the Claims Administratatitioeetion and authority to decide
whether a treatment or supply is a Covered Health Service and how the Eligible Expenses
will be determined and otherwise covareter the Plan.

Eligible Expenses are the amount UnitedHealthcare determines that UnitedHealthcare will
pay for Benefits.

Yy ForDesignatetNetwork Benefits andetwork Benefitfor Covered Health Services
provided by a Network provider, except for yost sharing obligations, you are not
responsible for any difference between Eligible Expenses and the amount the provider
bills.

Yy For Non-Network Benefits, except as described below, you are responsible for paying,
directly to thenon-Network provider, any difference between the amount the provider
bills you and the amount the Claims Administrator will pay for Eligible Expenses.

- For Covered Health Services thattarallary Services received at certain
Network facilities on a nonEmergency basis frormon-Network
Physicians you are not responsible, and theetwork provider may not bill
you, for amounts in excess of your Coyaang, Coinsurance or deductible which
is based on the Recognized Amount as defined RighiSummary

- For Covered Health Services thanareAncillary Services received at
certain Network facilities on a noREmergency basis fronrnmon-Network
Physicians who hae not satisfied the notice and consent criteria or for
unforeseen or urgent medical needs that arise at the time a rRAncillary
Service is provided for which notice and consent has been satisfied as
described below you are not responsible, andribieNetwork provider may
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not bill you, for amounts in excess of your Copayment, Coinsurance or
deductible which is based on the Recognized Amount as defind®lan the
Summary
- For Covered Health Services thaBamnergency Health Services provided
by anon-Network provider, you are not responsible, andribie-Network
provider may not bill you, for amounts in excess of your applicable Copayment,
Coinsurance or deductible which is based on the Recognized Amount as defined
in thisPlan Summary
- For Covered Health Services thattarémbulance services provided by aon-
Network provider, you are not responsible, andrib@Network provider may not
bill you, for amounts in excess of your applicable Copayment, Coinsurance or
deductible which is based on the rates that would fapelgervice was provided
by a Network provider which is based on the Recognized Amount as defined in the
Plan Summary

Eligible Expenses are determined in accordance with the Claims Administrator's
reimbursement policy guidelines or as required by law, agdé@schéPlan Summary

Designated Network Benefits and Network Benefits
Eligible Expenses are based on the following:

Yy~ When Covered Health Services are received DDesignated Network ametwork
provider, Eligible Expenses are our contracted fee($hatighrovider

y" When Covered Health Services are received fiomNetwork provider as arranged
by the Claims Administrator, Eligible Expenses are an amount negotiated by the Claims
Administrator or an amount permitted by law. Please contact the Claimstrsdon if
you are billed for amounts in excess of your applicable Coinsurance, Copayment or any
deductible. The Plan will not pay excessive charges or amounts you are not legally
obligated to pay.

Non-Network Benefits

When Covered Health Services areceived from a norNetwork provider as
described below, Eligible Expenses are determined as follows:

Yy For non-Emergency Covered Health Services received at certain Network
facilities from non-Network Physicianswhen such services are either Ancillary
Servies, or nofAncillary Services that have not satisfied the notice and consent criteria
of sectior2799R2(d) of the Public ServiagAotspect to a visit as defined by the
Secretary, the Eligible Expense is based on one of the following in the order listed below
as applicable:

- The reimbursement rate as determined by aA#tR&yer Model Agreement

- The reimbursement rate as deteeah by state law.

- The initial payment made by the Claims Administrator, or the amount
subsequently agreed to by the-Network provider and the Claims
Administrator.

- Theamount determined hydependent Dispute Resolution (IDR)
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For the purpose of thiggvision, "certain Network facilities" are limited to a hospital (as
defined inl861(e) of the Social Securdyhespital outpatient department, a critical access
hospital (as defined 1861(mm)(1) of the Social Securty @ut)ulatory surgicahter as
described in sectid833(i)(1)(A) of the Social SecyrydAany other facility specified by
the Secretary.

IMPORTANT NOTICE: For Ancillary Services, némcillary Services provided without
notice and consent, and pancillary Services for unforeseen or urgent medical needs that
arise at the time a senig@rovided for which notice and consent has been sayistied

are notresponsible, and a nbletwork Physician may not bill you, for amounts in excess of
your applicable Copayment, Coinsurance or deductible which is based on the Recognized
Amount as defined in tiifdan Summary

Yy For Emergency Health Services provided by a neNetwork provider, the Eligible
Expenseis based on one of the following in the order listed below as applicable:

- The reimbursement rate as determined by aAHitR&yer Model Agreement
- The reimbursement rate as determined by state law.
- The initialpayment made by the Claims Administrator, or the amount
subsequently agreed to by the-Network provider and the Claims
Administrator.
The amount determined Imdependent Dispute Resolution (IDR)
IMPORTANT NOTICE: You are not responsible, and a-Natwork provider may not
bill you, for amounts in excess of your applicable Copayment, Coinsurance or deductible
which is based on the Recognized Amount as definedPliath®ummary

Yy For Air Ambulance transportation provided by a noiNetwork provider, the
Eligible Expense is based on one of the following in the order listed below as applicable:

- The reimbursement rate as determined by aA#itR@yer Model Agreement
- The reimbursement rate as determined by state law.
- The initial payment made by the Clahahsinistrator, or the amount
subsequently agreed to by the-Network provider and the Claims
Administrator.
The amount determined mdependent Dispute Resolution (IDR)
IMPORTANT NOTICE: You are not responsible, and a-hNetwork provider may not
bill you, for amounts in excess of your Copayment, Coinsurance or deductible which is
based on the rates that would apply if the service was provided by a Network provider which
is based on thegRognized Amount as defined inPhen Summary

y' For Emergency ground ambulance transportation provided by a neetwork
provider, the Eligible Expense, which includes mileage, is a rate agreed upon by the
non-Network provider or, unless a different amount isrezfjby applicable law,
determined based upon the median amount negotiated with Network providers for the
same or similar service.

IMPORTANT NOTICE: Non-Network providers may bill you for any difference
bet ween the provi der 6 Expanselddsained lefe.ar ges and
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Don't Forget Your ID Card

Remember to show your ID card every time you receive lagalfekvices from a
provider. If you do not show your ID card, a provider has no way of knowing thaf you
are enrolled under the Plan.

Annual Deductible

The Annual Deductible is the amount of Eligible Expeostdse Recognized Amount

when applicablgpumust pay each calendar year for Covered Health Services before you
are eligible to begin receiving Benefits. There are separate NetworkiNetd/on

Annual Deductibles for this Plaie amounts you pay toward your Annual Deductible
accumulate overdlcourse of the calendar year.

Amounts paid toward the Annual Deductible for Covered Health Services that are subject to
a visit or day limit will also be calculated against that maximum benefit limit. As a result, the
limited benefit will be reduced bg tilumber of days or visits you used toward meeting the
Annual Deductible.

Copayment

A Copayment (Copay) is the amount you pay each time you receive certain Covered Health
Services. The Copay is a flat dollar amount and is paid at the time of servichilbedvhe

by the provider. Copays count toward thedfocket MaximunCopays do not count

toward the Annual Deductible. If the Eligible Expense is less than the Copay, you are only
responsible for paying the Eligible Expense and not the Copay.

Coinsurace

Coinsurance is the percentage of Eligible Expenses that you are responsible for paying.
Coinsurance is a fixed percentage that applies to certain Covered Health Services after you
meet the Annual Deductible.

Outof-Pocket Maximum

The annuaDut-of-Pocket Maximum is the most you pay each calendar year for Covered
Health Services. There are separate Network aehwsark Outof-Pocket Maximums

for this Planlf your eligible oubf-pocket expenses in a calendar year exceed the annual
maxinum, the Plan pays 100% of Eligible Expenses for Covered Health Services through
the end of the calendar year.
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The following table identifies what does and does not apply towaxetyeank and non
Network Outof-Pocket Maximums:

Applies to the
Non-Network
Out-of-Pocket

Appliesto the
Plan Features Network Out-of-
Pocket Maximum?

Maximum?
Copaysexcept for those Covered Health
Services identified in the SectioRl&n Yes Yes
Highlightsble that do not apply to the ©u
of-Pocket Maximum
Payments toward the Annual Deductible Yes Yes
Coinsurance Paymerggcept for those
Covered Health Services identified in the Yes Yes
Section 5Rlan Highlighéble that do not
apply to the Oubf-Pocket Maximum
Charges for ne€overed Health Services No No

The amounts of any reductions in Benefi
you incur by nobbtaining prior No No
authorization as required

Charges that exceed Eligible Expemses

the Recognized Amount when applicable No No
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SECTION4ERSONAL HEALTH SUPPANO PRIOR AUTHORIZATION

What this section includes:
Yy An overview of the Personal Health Suppagram.

Yy Covered Health Services which Require Prior Authorization.

Care Management

When you seek prior authorization as requivedilaims Administrator will work with you

to implement the care management process and to provide you with information about
additional services that are available to you, such as disease management programs, health
education, and patient advocacy.

UnitedHealthcare provides a program called Personal Health 8epigoed to encourage
personalized, efficient care for you and your covered Dependents

Personal Health Support Nursester their efforts on prevention, education, and closing
any gaps your care. The goal of the program is to ensure you receive the most appropriate
and coskeffective services available.

If you are living with a chronic condition or dealing with complex health care needs,
UnitedHealthcare may assign to you a primiasg referred to as a Personal Health

Support Nursdp guide you through your treatment. This assigned nurse will answer
guestions, explain options, identify your needs, and may refer you to specialized care
programs. The Personal Health Support Nuisprexide you with their telephone number

so you can call them with questions about your conditions, or your overall health and well
being.

Personal Health Support Nursel provide a variety of different services to help you and

your covered familmembers receive appropriate medical care. Program components are
subject to change without notice. When the Claims Administrator is called as required, they
will work with you to implement the Personal Health Suppass and to provide you

with infomation about additional services that are available to you, such as disease
management programs, health education, and patient advocacy. As of the publication of this
Plan Summary the Personal Health Suppmgram includes:

y" Admission counseling- Per@nal Health Support Nursae available to help you
prepare for a successful surgical admission and recovery. Call the number on your ID
card for support.

Yy Inpatient care management If you are hospitalized, a nuns# work with your
Physician to maksure you are getting the care you need and that your Physician's
treatment plan is being carried out effectively.

Yy Readmission Management This program serves as a bridge between the Hospital
and your home if you are at high risk of being readmittedleving the Hospital, if
you have a certain chronic or complex condition, you may receive a phone call from a
Personal Health Support Nutseconfirm that medications, needed equipment, or
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follow-up services are in place. The Personal Health SNppewill also share
important health care information, reiterate and reinforce discharge instructions, and
support a safe transition home.

Y Risk Management- Designed for participants with certain chronic or complex
conditions, this program addressesh health care needs as access to medical
specialists, medication information, and coordination of equipment and supplies.
Participants may receive a phone call from a Personal Health Supptotdisoess
and share important health care informattated to the participant's specific chronic
or complex condition.

y Cancer Management You have the opportunity to engage with a nurse that
specializes in cancer, education and guidance throughout your care path.

Yy Kidney Management- You have the opportunity to engage with a nurse that
specializes in kidney disease, education and guidance with CKD stage 4/5 or ESRD
throughout your care path.

If you do not receive a call from a Personal Health Supportidtifeel you could befite
from any of these programs, please call the number on your ID card.

Prior Authorization

UnitedHealthcare requires prior authorization for certain Covered Health Servicqs.
Network Primary Physiceand other Network providers are responsible for afair
prior authorization before they provide these services to you.

It is recommended that you confirm with the Claims Administrator that all Covered Health
Services have been prior authorized as required. Before receiving these services from a
Network pravider, you may want to contact the Claims Administrator to verify that the
Hospital, Physician and other providers are Network providers and that they have obtained
the required prior authorizatidtetwork facilities and Network providers cannot bill you

for services they fail to prior authorize as required. You can contact the Claims
Administrator by calling the number on your ID card.

When you choose to receive certain Covered Health Services fivetwank providers,

you are responsible falotaining prior authorization before you receive these services. Note
that your obligation to obtain prior authorization is also applicable wheNetwork

provider intends to admit you to a Network facility or refers you to other Network
providers.

To obtain prior authorization, call the number on your ID cardThis call starts the
utilization review proce$3nce you have obtained the authorization, please review it
carefully so that you understand what services have been authorized and whadneroviders
authorized to deliver the services that are subject to the authorization.

The utilization review process is a set of formal techniques designed to monitor the use of,

or evaluate the clinical necessity, appropriateness, efficacy, or efficieftbycafehea

services, procedures or settings. Such techniques may include ambulatory review, prospective
review, second opinion, certification, concurrent review, case management, discharge
planning, retrospective review or similar programs.
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Contacting UnitedHealthcare or Personal Health Support is easy.
Simply call the number on your ID card.

Network providers are responsible for obtaining prior authorization from the Claims
Administrator before they provide certain services to you.

When you choose tocedve certain Covered Health Services frosNetmork providers,

you are responsible for obtaining prior authorization from the Claims Administrator before
you receive these services. In many cases, yoNieNwoork Benefits will be reduced if the
ClaimsAdministratohas not provided prior authorization.

Services for which you are required to obtain prior authorization are identified in Section 6,
Additional Coverage Detdiigh each Covered Health Service Benefit description. Please
note that prioauthorization timelines apply. Refer to the applicable Benefit description to
determine how far in advance you must obtain prior authorization.

Special Note Regarding Medicare

If you are enrolled in Medicare on a primary basis (Medicare pays befare#ys Pla
Benefits) the prior authorization requirements do not apply to you. Since Medicare is the
primary payer, the Plan will pay as secondary payer as described in Saioina@pn of
Benefits (COBpu are not required to obtain authorizatidarbeeceiving Covered Health
Services.
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SECTIONHLAN HIGHLIGHTS

What this section includes:
Yy Payment Terms armaatures.

Yy Schedule of Benefits.

Payment Terms and Features

The table below provides an overview of Copays that apply when you receive certain
Covered Health Services, and outlines the Plan's Annual DeductibleafriéloOket
Maximum

Non-Network
Plan Features Network Amounts Amounts

Copays
In addition to these Copays, you may b
responsible for meeting the Annual
Deductible for the Covered Health
Services described in the chart on the
following pages.
Yy Dental Service&ccident Only. $30 $30
Yy Emergency Health Services. $350 $350
Y Hospital- Inpatient Stay. $100 Not Applicable
Yy Physician's Office Serviedximary .

Physician. $30 Not Applicable
Yy Physician's Office Servie&pecialist. $60 Not Applicable
Yy Rehabilitation Services. $30 Not Applicable
Yy Urgent Care Center Services. $30 Not Applicable
Copays do not apply toward the Annug
Deductible.
Copays apply toward the @iftPocket
Maximum.
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Plan Features

Network Amounts

Non-Network
Amounts

Annual Deductible
Yy Individual.

Yy Family (not to exceed thpplicable
Individual amount for all Covered
Persons in a family).

Coupons:The Plan Sponsor may not
permit certain coupons or offers from
pharmaceutical manufacturers or an
affiliate to apply to your Annual
Deductible.

$1,000

$2,000

$2,000

$4,000

Annual Out-of-Pocket Maximum
Yy Individual (single coverage).

Yy Family (not to exceed the applicabls
Individual amount for all Covered
Persons in a family).

The Annual Deductible applies toward
Out-of-Pocket Maximum for &llovered
Health Services.

Coupons:The Plan Sponsor may not
permit certain coupons or offers from
pharmaceutical manufacturers or an
affiliate to apply to your Annual Gaft
Pocket Maximum.

$3,500

$7,000

$7,000

$14,000

20

SECTIOND - PLANHIGHLIGHTS




MssV/ICCHOICHPLUSHEALTHPLAN

Non-Network

Plan Features Network Amounts
Amounts

Lifetime Maximum Benefit

There is no dollar limit to tl@@mount the
Plan will pay for essential Benefits duri Unlimited
the entire period you are enrolled in thi
Plan.

Generally the following are considered
be essential benefits underRadient
Protection and Affordable Care Act:

Ambulatory patient services; emergenc
services, hospitalization; maternity and
newborn care; mental health and
substanceelated and addive disorders
services (including behavioral health
treatment); prescription drug products;
rehabilitative and habilitative services ¢
devices; laboratory services; preventivg
wellness services and chronic disease
management; and pediatric services
(including oral and vision care).
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Schedule of Benefits
This table provides an overview of the Plan's coverage levels. For detailed descriptions of

your Benefits, refer to Sectio\@ditional Coverage Details

Amounts which you are required to pay as shown belowSchbeule of Beaeditsased

on Eligilbe Expensas for specific Covered Health Services as described in the definition of

Recognized Amount Bectiornl4, Glossary

Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eljgible Expenses)

Network Non-Network

Ambulance Services Ground and/or Air| Ground and/or Ai
Ambulance Ambulance

y" Emergency Ambulance. 100% Same as Network

Yy Non-Emergency Ambulance.

Ground orAir Ambulanceas the Claims

Administrator determines appropriate.

. _ PRrop 100% Same as Network

Eligible Expenses for Air Ambulance

transport provided byreon-Network

provider will be determined as describg

Section 3How the Plan Works

Cellular and Gene Therapy

Services must be received@Besignated Designated

Provider. Network

Depending upon
where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under
each Covered Heall
Service category ir
this section.

Non-Network
Benefits are not
available

Clinical Trials

Depending upon
where the Covered
Health Service is
provided, Benefits

Depending upon
where the Covere
Health Service is
provided, Benefits
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Network

Non-Network

Benefits are available when the Cover¢
Health Services are provided by either
Network or noANetwork providers.

will be the same as
those stated under
eachCovered Health
Service category ir
this section.

will be the same aq
those stated unde
each Covered
Health Service
category in this
section.

Congenital Heart Disease (CHD)
Surgeries

Depending upon where the Covered
Health Service is provided, Benefits fof
diagnostic services, cardiac catheterizg
and nomrsurgical management of CHD
will be the same as those stated under
Covered Health Service category in thi
sectbn.

90% after you pay
Copayment of $10(
per confinemerdnd
meet the Annual
Deductible

70% after you meg
the Annual
Deductible

Dental Services Accident Only

See Section Bdditional Coverage Débails
limits.

100%after you pay
Copayment of 30
pervisit

Same as Network

Dental Servicesd Anesthesia

Depending upon
where the Covered
Health Service is
provided, Benefits
will be the same ag
those stated under
each Covered Heall
Service category ir
thissection.

Depending upon
where the Covere
Health Service is
provided, Benefitg
will be the same a
those stated unde
each Covered
Health Service
category in this
section.

Diabetes Services

Diabetes SeManagement and Training|
Diabetic Eydxaminations/Foot Care

Depending upon
where the Covered
Health Service is
provided, Benefits
for diabetes self

Depending upon
where the Covere

Health Service is
provided, Benefitg
for diabetes self
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Network

Non-Network

Diabetes SeManagement ltems
y  Diabetes equipment.

y' Diabetes supplies.

SeeDurable Medical Equipmé&gction 6,
Additional Coverage Dé&bailnits.

management and
training/diabetic ey¢
examinations/foot
care will be paid the¢
same as those stat
under each Covere
Health Service
category inhis
section.

Benefits for diabete
equipment will be
the same as thoseg

stated unddburable

Medical Equipmant

this section.

For diabetes suppli¢
the Benefit is 90%
after you meet the
Annual Deductible.

management and
training/diabetic
eye
examinations/foot
care will be paid th
same as those stal
under each Coversg
Health Service
category in this
sectio.

Benefits for
diabetes equipmel
will be the same a|
those stated unde|

Durable Medlic
Equipmeint this
section.

For diabetes
supplies the Benef
is 70% after you
meet the Annual
Deductible.

Durable Medical Equipment (DME)

SeeDurable Medical Equipmé&ction 6,
Additional Coverage Dé&bailinits.

90% after you mee
the Annual
Deductible

70% after you mee
the Annual
Deductible

Emergency Health Services
Outpatient

If you are admitted as an inpatient to a
Hospital directly from the Emergency
room, you will not have to pay this Cop|
The Benefits for an Inpatient Stay in a

Hospital will applinsteadThis does not

100% after you pay
Copayment of $35(
per visit

Same as Network
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Network

Non-Network

apply to services provided to stabilize &
Emergency after admission to a Hospit

Eligible Expenses for Emergency Heall
Services provided by a Agatwork
provider will be determined as describg
underEligible ExpenseSectior8: How thq
Plan Works

Enteral Nutrition

90% after you mee
the Annual
Deductible

70% after you meg
the Annual
Deductible

Hearing Aids

See Section Bdditional Coverage Débails
limits.

90% after you mee
the Annual
Deductible

70% after you meg
the Annual
Deductible

Home Health Care

See Section Additional Coverage Dé&bails
limits.

90% after you mee
the Annual
Deductible

70% after you mee
the Annual
Deductible

Hospice Care

See Section Bdditional Coverage Débails
limits.

90% after you mee
the Annual
Deductible

70% after you meg
the Annual
Deductible

Hospital - Inpatient Stay

90% after you pay
Copayment of $10(

70% after you mee

perconfinemenand the Annual
meet the Annual Deductible
Deductible
Lab, X-Ray and Diagnostics-
Outpatient
y  Lab Testing Outpatient. 70% after you meg
100% the Annual
Deductible
y X-Ray _and Other Diagnostic Testin( 70% after you meg
Outpatient. 100% the Annual
Deductible
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Network

Non-Network

Lab, X-Ray and Major Diagnosticsd
CT, PET, MRI, MRA and Nuclear
Medicine - Outpatient

90% after you mee
the Annual
Deductible

70% after you meg
the Annual
Deductible

Mental Health Services

Yy Inpatient.

Yy Outpatient.

Yy Virtual BehavioraflealthTherapy ano
Coaching

90% after you pay
Copayment of $10(
per confinemerdand
meet the Annual
Deductible

100% after you pay
Copayment of 30
per visit

Designated
Network
(AbleTo 360
Therapy)

100%

70% after you meg
the Annual
Deductible

70% after you meg
the Annual
Deductible

Non-Network
Benefits are not
available.

Neurobiological Disorders- Autism
Spectrum Disorder Services

Yy Inpatient.

y' Outpatient.

90% afteyou pay a
Copayment of $10(
per confinemerdand
meet the Annual
Deductible

100% after you pay
Copayment of 3
per visit

70% after you mee
the Annual
Deductible

70% after you meg
the Annual
Deductible
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Network

Non-Network

Nutritional Counseling

Yy Primary Physician.

Yy Specialist Physician.

See Section Additional Coverage Cfetails
limits.

100% after you pay
Copayment of 3
per visit

100% after you pay
Copayment of 0
per visit

70% after you meg
the Annual
Deductible

70% after you meg
the Annual
Deductible

Obesity Surgery

See Section Bdditional Coverage Details
limits.

Depending upon
where the Coverec
Health Service is
provided, Benefits
will be the same ag
those stated undel
eachCovered Healtt
Service category ir
this section.

Depending upon
where the Covere
Health Service is
provided, Benefitg
will be the same a|
those stated unde|
each Covered
Health Service
category in this
section.

Ostomy Supplies

See Section Bdditional Coverage Details

90% after you mee

70% after you mee

limits. the Annual the Annual
Deductible Deductible
Pediatric Preventive Dental 100% 100%
Pharmaceutical Products Outpatient 70% after you meg
100% the Annual
Deductible
Physician Fees for Surgical and 90% after you mee| 70% after you mesg
Medical Services the Annual the Annual
Deductible Deductible

Covered Health Services provided by g
non-NetworkPhysiciamn certain

Network facilities will apply the same cf
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Network

Non-Network

sharing (Copayment, Coinsurance and
applicable deductible) as if those servi(
were provided by a Network provider;
however Eligible Expenses will be
determineds described in SectiorH8w
the Plan WorkmdelEligible Expenses

Physician's Office Services Sickness
and Injury

Yy Primary Physician.

Yy Specialist Physician.

Yy Injections

Yy Homevisits

100% after you pay
Copayment of 30
per visit

100% after you pay
Copayment of @
per visit

100% after you pay
Copayment of $3
(except for
immunizations and
Depo Provera)

90% after you mee
the Annual
Deductible

70% after you meg
the Annual
Deductible

70% after you meg
the Annual
Deductible

70% after you mee
the Annual
Deductible

70% after you meg
the Annual
Deductible

Pregnancyd Maternity Services

A Deductible will not apply for a newbo
child whose length of stay in the Hospif
is the same as the mother's lengtiayf.

Benefits will be the
same as those stat
under each Covere
Health Service
category in this
section.

Benefits will be the
same as those staf
under each Coversg
Health Service
category in this
section.

Preventive Care Services
Yy Physician Office Services.

Yy Lab, Xray or Other Preventive Test

100%

100%

70% after you meg
the Annual
Deductible

70% after you meg
the Annual
Deductible
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Network

Non-Network

Yy Breast Pumps.

100%

70% after you meg
the Annual
Deductible

Prosthetic Devices

See Section Bdditional Coverage Débails
limits.

90% after you mee
the Annual
Deductible

70% after you meg
the Annual
Deductible

Reconstructive Procedures

Depending upon
where the Coverec
Health Service is
provided, Benefits
will be thesame as
those stated undel
each Covered Heal
Service category if
this section.

Depending upon
where the Covere
Health Service is
provided, Benefitg
will be the same a|
those stated unde|
each Covered
Health Service
category in this
section.

Rehabilitation Services Outpatient
Therapy and Manipulative Treatment

See Section Additional Coverage Dé&bails
visit limits.

100% after you pay
Copayment of 3
per visit

70% after you mee
the Annual
Deductible

ScopicProcedures- Outpatient
Diagnostic and Therapeutic

90% after you mee
the Annual
Deductible

70% after you meg
the Annual
Deductible

Skilled Nursing Facility/Inpatient
Rehabilitation Facility Services

No copayment applies if you aesferring
to a Skilled Nursing Facility or Inpatient
Rehabilitation Facility directly from an acut
facility.

See Section Bdditional Coverage Débails
limits.

90% afteyou pay a
Copayment of $10(
per confinement an
you meet the Annua
Deductble

70% after you meg
the Annual
Deductible
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Network

Non-Network

SubstanceRelated and Addictive
Disorders Services

Yy Inpatient.

90% after you pay
Copayment of $10(

70% after you meg

per confinemerdand the Annual
meet the Annual Deductible
Deductible
y' Outpatient. 100% after you pay| 70% after you meg
Copayment of 3 the Annual
per visit Deductible
Surgery- Outpatient
90% after yopay a
Copayment of $10( 70%after you mee
per confinement an the Annual
meet the Annual Deductible

Deductible

Temporomandibular Joint (TMJ)
Services

See Section Bdditional Coverage Débails
limits.

Depending upon
where the Covered
Health Service is
provided, Benefits
will be the same ag
those stated undel
eachCovered Healtt
Service category if
this section.

Depending upon
where the Covere
Health Service is
provided, Benefitg
will be the same 4|
those stated unde|
each Covered
Health Service
category in this
section.

Therapeutic Treatments- Outpatient

y Dialysis

100% after you meg

aB0Physic

Office visit Copay;
or

100% after you meg

aH0Speci a
Office visit Copay

90% after you mee
the Annual
Deductible

70% after you meg
the Annual
Deductible

70% after you meg
the Annual
Deductible
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Network Non-Network

Transplantation Services

If services rendered byasignated
Provider

Depending upon
where the Coverec
Health Service is
provided, Benefits
will be the same ag
those stated undel
each Covered Heal
Service category ir

Non-Network
Benefits are not
available

thissection.
Urgent Care Center Services 100% after you pay| 100% after you pal
Copayment of 3 | a Copayment of3®
per visit per visit
Urinary Catheter 90% after you mee| 70%after you mee
the Annual the Annual
Deductible Deductible
Virtual Care Services
Network Benefits are available only wh
services are delivered through a Non-Network
Designated Virtual Network Provider. Y 100% Benefits are not

can find a Designated Virtual Network
Providerby contacting UnitedHealthcary
atwww.myuhc.comor the telephone
number on your ID card.

available.

Vision Examinations

100% after you pay| Non-Network

See Section Additional Coverage Détails Copayme_nt_ of 3D Benefit_s are not
limits. per visit available.
Wigs

See Section Bdditional Coverage Débails 100% 100%

limits.

1You mustobtain prior authorization from the Claims Administrator before rec=viam
Covered Health Services, as described in Se&udfit®nal Coverage Details.
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SECTION-GADDITIONAL COVERAGE DETAILS

What this section includes:
Yy Covered Health Services for which the Plan pays Benefits.

Yy Covered Health Services that require you to obtain prior authorization beforejyou
receive them, and any reduction in Benefitsndmaapply if you do not call to obtgin
prior authorization.

This section supplements the second table in Sed?ian Bighlights

While the table provides you with Benefit limitations along with Copagoiaestirance

and Annual Deductibleformation for each Covered Health Service, this section includes
descriptions of the Benefits. These descriptions include any additional limitations that may
apply The Covered Health Services in this section appear in the same order asttiey do in
table for easy reference. Services that are not covered are described irEQektsons,

and Limitatians

Benefits are provided for services delivered via Telehealth/Telemedicine. Benefits for these
services are provided to the same extentiagarson service under any applicable Benefit
category in this section unless otherwise specified in the table.

Ambulance Services

The Plan covers Emergency ambulance services and transportation provided by a licensed
ambulance service to the nearespital that offers Emergency Health Services. See
Section 14Glossafgr the definition of Emergency.

Ambulance service by air is covered in an Emergency if ground transportation is impossible,
or would put your life or health in serious jeopardy.dfedpércumstances exist,
UnitedHealthcare may pay Benefits for Emergency air transportation to a Hospital that is
not the closest facility to provide Emergency Health Services.

The Plan also covers nBmergency transportation provided by a licensedgiaial
ambulance (either groundfr Ambulanceas UnitedHealthcare determines appropriate)
between facilities when the transport is:

Yy From a norANetwork Hospital to a Network Hospital.

To a Hospital that provides a higher level of carevéisanot available at the original
Hospital.

y
Yy To a more costffective acute care facility.
y

From an acute facility to a satute setting.
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Prior Authorization Requirement

In most cases, the Claims Administrator will initiate and direéEtmengency
ambulace transportatiofror Non-Network Benefitsf you are requesting non
Emergencyir Ambulanceservicegjincluding any affiliated né&mergency ground
ambulance transport in conjunction with-Bomergencyir Ambulancéranspor}, you
must obtain prior authorization as soon as possible before transport.

If you fail to obtain prior authorization from the Claims Administrator, Benefits will be
subject to a%P0 penalty.

Cellular and Gene Therapy

Cellular Therapy and Gene Theraggived on an inpatient or outpatient basis at a
Hospital or on an outpatient basis at an Alternate Facility or in a Physician's office.

Benefits for CAR therapy for malignancies are provided as described tardgiantation
Services

ClinicalTrials

Benefits are available for routine patient care costs incurred during participation in a
qualifying Clinical Trial for the treatment of:

y  Cancer or other lifthreatening disease or condition. For purposes of this benefit, a life
threatening diseagecondition is one from which the likelihood of death is probable
unless the course of the disease or condition is interrupted.

Yy Cardiovascular disease (cardiac/stroke) which is not life threatening, for which, as
UnitedHealthcare determines, a Clinidal ineets the qualifying Clinical Trial criteria
stated below.

Yy Surgical musculoskeletal disorders of the spine, hip and knees, which are not life
threatening, for which, as UnitedHealthcare determines, a Clinical Trial meets the
qualifying Clinical Trialiteria stated below.

Yy~ Other diseases or disorders which are not life threatening for which, as UnitedHealthcare
determines, a Clinical Trial meets the qualifying Clinical Trial criteria stated below.

Benefits include the reasonable and necdssasyand services used to prevent, diagnose
and treat complications arising from participation in a qualifying Clinical Trial.

Benefits are available only when the Covered Person is clinically eligible for participation in
the qualifying Clinical Trial dsfined by the researcher.

Routine patient care costs for qualifying Clinical Trials include:

y* Covered Health Services for which Benefits are typically provided absent a Clinical Trial.

Yy Covered Health Services required solely for the provision of thienexjperor
Investigational Service(s) or item, the clinically appropriate monitoring of the effects of
the service or item, or the prevention of complications.
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y' Covered Health Services needed for reasonable and necessary care arising from the
provision of a Experimental or Investigational Service(s) or item.

Routine costs for Clinical Trials do not include:

Yy The Experimental or Investigational Service(s) or item. The only exceptions to this are:

- CertainCategorydBvices.

- Certain promising interventions fatients with terminal illnesses.

- Other items and services that meet specified criteria in accordance with
UnitedHealthcare's medical and drug policies.

Yy Items and services provided solely to satisfy data collection and analysis needs and that
are not uskin the direct clinical management of the patient.

Yy A service that is clearly inconsistent with widely accepted and established standards of
care for a particular diagnosis.

Yy Items and services provided by the research sponsors free of charge for any person
enrolled in the trial.

With respect to cancer or other-tlieeatening diseases or conditions, a qualifying Clinical
Trial is a Phase I, Phase II, Phase Ill, or Phase IV Clinical Trial that is conducted in relation
to the prevention, detection or treattnaf cancer or other lfreatening disease or

condition and which meets any of the following criteria in the bulleted list below.

With respect to cardiovascular disease, musculoskeletal disorders of the spine, hip and knees
and other diseases or digwsdwhich are not |tareatening, a qualifying Clinical Trial is a

Phase |, Phase Il, or Phase Il Clinical Trial that is conducted in relation to the detection or
treatment of such ndife-threatening disease or disorder and which meets any of the

following criteria in the bulleted list below.

Yy Federally funded trials. The study or investigation is approved or funded (which may
include funding through-kind contributions) by one or more of the following:

- National Institutes of Health (lit)JudedNational Cancer Institute YNCI)

- Centers for Disease Control and Prevention (CDC)

- Agency for Healthcare Research and Quality (AHRQ)

- Centers for Medicare and Medicaid Services (CMS)

- A cooperative group or center of any of the entities described att@ve or
Department of Defense (@@i2)Veterans Administration (VA)

- A qualified norgovernmental research entity identified in the guidelines issued by
theNational Institutes of Healttenter support grants.

- TheDepartment of Veterans Atfieispartment of DefengeDepartment of Energy
as long as the study or investigation has been reviewed and approved through a
system of peer review that is determined yabtwetary of Health and Human Services
to meet both of the following criteria:

Comparable to the system of peer review of studies and investigations used by
theNational Institutes of Health
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Ensures unbiased review of the highest scientific standards by qualified
individuals who have no interest in the outcome of the review.

Yy The study or investigation is conducted under an investigational new drug application
reviewed by thg.S. Food and Drug Administration

Yy The study or investigation is a drug trial that is exempt from having such an
investigational new drug application.

Yy TheClinical Trial must have a written protocol that describes a scientifically sound study
and have been approved by all relevant institutional review boards (IRBs) before
participants are enrolled in the trial. UnitedHealthcare may, at any time, request
doaumentation about the trial.

Yy The subject or purpose of the trial must be the evaluation of an item or service that
meets the definition of a Covered Health Service and is not otherwise excluded under
the Plan.

Prior Authorization Requirement

For Non-NetworkBenefits youmust obtain prior authorization from as soon as the
possibility of participation in a Clinical Trial arises. If you fail to obtain prior
authorization as required, Benefits will be subje@5@0apenalty.

Congenital Heart Disease (CHDySias

The Plan pays Benefits for CHD surgeries which are ordered by a Physician. CHD surgical
procedures include surgeries to treat conditions such as coarctation of the aorta, aortic
stenosis, tetralogy of fallot, transposition of the great vesselp@piddtic left or right

heart syndrome.

UnitedHealthcare has specific guidelines regarding Benefits for CHD services. Contact
UnitedHealthcare at the number on your ID card for information about these guidelines.

The Plan pays Benefits for CHD servicdsrad by a Physician and received at a facility
participating in the CHD Resource Services program. Benefits include the facility charge and
the charge for supplies and equipment. Benefits for Physician services are described under
Physician Fees foc&luaigd Medical Services

Surgery may be performed as open or closed surgical procedures or may be performed
through interventional cardiac catheterization.

Benefits are available for the following CHD services:

Yy Outpatient diagnostic testing.
y" Evaluation.
Yy Surgical interventions.

Yy Interventional cardiac catheterizations (insertion of a tubular device in the heart).
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Yy Fetal echocardiograms (examination, measurement and diagnosis of the heart using
ultrasound technology).

Yy Approved fetal interventions.

CHD servicesther than those listed above are excluded from coverage, unless determined
by the Claims Administrator to be proven procedures for the involved diagnoses. Contact
CHD Resource Services €889367246 before receiving care for information about

CHD sewices. More information is also available at
www.myoptumhealthcomplexmedical.com

If you receive CHD services from a facility that is not a Designated Provider, the Plan pays
Benefits as described under:

Yy Physician's Office Servie&ickness and Injury.

Physician Fees for Surgical and Medical Services.
Scopic Procedure®utpatient Diagnostic and Therapeutic.
Therapeutic Treatment®utpatient.

Hospital- Inpatient Stay.

<SS S

Surgery Outpatient.

To receive Benefits under the CHD program, youcoosict CHD Resource Servicgs
at 18889367246 prior to obtaining Covered Health Services. The Plan will only pay
Benefits under the CHD program if CHD provides the proper notification to the
Designated Provider performing the services (even if ymfeseld a provider in that
Network).

Note: Benefits paid toward CHD services received at a CHD Resource Services Program are
not subjetto the Annual Deductible.

Prior Authorization Requirement

For nonNetwork Benefits, if you fail to obtain prior autetfon asoon as the
possibility of CHD surgery arises. If you do not obtain prior authorizatauasd,
Benefits will be subject t&&00 penalty.

It is important that you notify the Claims Administrator regarding your intention t¢ have
surgeryYour notification will open the opportunity to become enrolled in programg that
are designated to achieve the best outcomes for you.

Dental ServicesAccident Only
Dental services are covered by the Plan when all of the following are true:

Yy Treatment is reessary because of accidental damage.
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y' Dental services are received from a Doctor of Dental Surgery or a Doctor of Medical
Dentistry.

y  The dental damage is severe enough that initial contact with a Physician or dentist occurs
within 72 hours of the accidefou may request an extension of this time period
provided that you do so within 60 days of the Injury and if extenuating circumstances
exist due to the severity of the Injury.)

Please note that dental damage that occurs as a result of normal adaiyidisiog or
extraordinary use of the teeth is not considered having occurred as an accident. Benefits are
not available for repairs to teeth that are damaged as a result of such activities.

The Plan also covers dental care (oral examinatiays gktractions and nesurgical

elimination of oral infection) required for the direct treatment of a medical condition limited
to:

Yy Dental services related to medical transplant procedures.

Yy Initiation of immunosuppressive (medication used to reduce inflamamatisuppress
the immune system).

y~ Direct treatment of acute traumatic Injury, cancer or cleft palate.

Dental services to repair the damage caused by accidental Injury must conform to the
following timeframes: Treatment is started within three monttie @fccident, or if not a
Covered Person at the time of the accident, within the first three months of coverage under
the Plan, unless extenuating circumstances exist (such as prolonged hospitalization or the
presence of fixation wires from fracture caregtment must be completed within 12

months of the accident, or if not a Covered Person at the time of the accident, within the
first 12 months of coverage under the Plan.

The Plan pays for treatment of accidental Injury limited to the following:

Emergency examination.

Necessary diagnostierays.

Endodontic (root canal) treatment.

Temporary splinting of teeth.

Prefabricated post and core.

Simple minimal restorative procedures (fillings).
Extractions.

Posttraumatic crowns if such are the onlyaally acceptable treatment.

RSN SN SS

Replacement of lost teeth due to the Injury by implant, dentures or bridges.

Dental Service8Anesthesia and Facility

Coverage is provided for general anesthesia and hospital charges for dentél services
patient is:
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y A chid under age 6,
Yy Severely disabled; or

Yy Has a medical or behavioral condition that requires a hospital setting.

Please remember for Ndletwork Benefits, you must notify Personal Health Support. If
Personal Health Support is not notified, Benefits vallliject to a $500 reduction.
Diabetes Services

Diabetes SeliManagement and Training/Diabetic Eye Examinations/Foot Care

Outpatient selmanagement training for the treatment of diabetes, education and medical
nutrition therapy services. Services mustdaged by a Physician and provided by
appropriately licensed or registered healthcare professionals.

Benefits also include medical eye examinations (dilated retinal examinations) and preventive
foot care for diabetes.

Diabetic SelfManagement ltems

Insuin pumpsand supplies for the management and treatment of diabetes, based upon your
medical needs include:

Yy Insulin pumps are subject to all the conditions of coverage stateduratieyr Medical
Equipment

Yy Blood glucose meters, including continuous sgunonitors.

Benefits for the following diabetic supplies may be covered under the pharmacy Plan.

Yy Insulin syringes with needles.

Yy Blood glucose and urine test strips.
Yy Ketone test strips and tablets.

Yy Lancets and lancet devices.

Benefits for diabetes equipment that meet the definition of Durable Medical Equipment are
subject to the limit stated und®irable Medical Equipimémit section.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authaomndtom the Claims
Administrator before obtaining any DME for the management and treatment of djabetes
that costs more than $1,000 (either retail purchase cost or cumulative retail rentgl cost of
a single item). If you fail to obtain prior authorizatimm the Claims Administrator ag
requiredBenefits will be subject to a $500 penalty.

Durable Medical Equipment (DME)
The Plan pays for Durable Medical Equipment (DME) that is:

y" Ordered or provided by a Physician for outpatient use primarily in setitimge
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< <SS

y

Used for medical purposes.

Not consumable or disposable except as needed for the effective use of covered Durable
Medical Equipment.

Not of use to a person in the absence of a disease or disability.
Durable enough to withstand repeated use.

Benefis under this section include Durable Medical Equipment provided to you by a
Physician. If more than one piece of DME can meet your functional needs, Benefits are
available only for the equipment that meets the minimum specifications for yolir needs.
youpurchase an item that exceeds these minimum specifications, the Plan will pay only the
amount that the Plan would have paid for the item that meets the minimum specifications,
and you will be responsible for paying any difference iBe&ostits are pvided for a

single unit of DME (example: one insulin pump) and for repairs of that unit.

Examples of DME include but are not limited to:

SRS Y

Oxygen and the rental of equipment to administer oxygen (including tubing, connectors
and masks).

Equipment to assistahility, such as a standard wheelchair.

A standard Hospit#ype beds.

Negative pressure wound therapy pumps (wound vacuums).
Burn garments.

Insulin pumps and all related necessary supplies as describbatisr Serwctss
section.

External cochlear devices and systems. Surgery to place a cochlear implant is also
covered by the Plan. Cochlear implantation can either be an inpatient or outpatient
procedure. Benefits for cochlear implantation are provided under the applicable
medical/sirgical Benefit categories in Pisn Summaryfor covered Persons with
craniofacial anomalies whose abnormal or absent ear canals preclude the use of a
wearable hearing aBedHospital Inpatient Si&®ehabilitation Ser@etpatient Therapy
andSurgerOutpatieim this section.

Braces that stabilize an injured body part, including necessary adjustments to shoes to
accommodate braces. Braces that stabilize an injured body part and braces to treat
curvature of the spine are considered Durabtkcisl Equipment and are a Covered

Health Service. Dental braces are excluded from coverage.

Mechanical equipment necessary for the treatment of chronic or acute respiratory failure
(except that aronditioners, humidifiers, dehumidifiers, air purifietsilkers, and
personal comfort items are excluded from coverage).

Orthotic devices when prescribed by a Physician. This includes braces that straighten or
change the shape of a body part, cranial orthotics (helmets), shoe inserts, arch supports,
shoes tandard or customer), lifts and wedges and shoe orthotics
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Benefits also includiedicatedpeeclyeneratingevices and trachesophageal voice
devices required for treatment of severe speech impediment or lack of speech directly
attributed to Sickness lojury. Benefits for the purchasedlafsedevices are available only
after completing a required threenth rental period.

Benefits under this section do not include any device, appliance, pump, machine, stimulator,
or monitor that is fully implant@ato the body.

Note: DME is different from prosthetic deviceseeProsthetic Dewctss section.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator before obtaining any DME dhotic that costs more than $1,000 (either
retail purchase cost or cumulative retail rental cost of a single item). If you fail tojobtain
prior authorization from the Claims Administrator, as required, Benefits will be s§bject to
a$500 penalty.

Emergencydealth ServicesOutpatient

The Plan's Emergency services Benefit pays for outpatient treatment at a Hospital or
Alternate Facility when required to stabilize a patient or initiate treatment.

Benefits under this section include the facility chargaes\ugppl all professional services
required to stabilize your condition and/or initiate treatment. This includes placement in an
observation bed for the purpose of monitoring your condition (rather than being admitted
to a Hospital for an Inpatient Stay).

Network Benefits will be paid for an Emergency admission teNetwork Hospital as

long as the Claims Administraonotified within one business day of the admission or on

the same day of admission if reasonably possible after you are admitted\&iveonko

Hospital. The Claims Administrator may elect to transfer you to a Network Hospital as soon
as it is medically appropriate to do so. If you continue your stay iNetwork Hospital

after the date your Physician determines that it is mexfipatigriate to transfer you to a
Network Hospital, Network Benefits will not be provided.-Network Benefits may be
available if the continued stay is determined to be a Covered Health Service. Eligible
Expenses will be determined as described Hhglele Expensesection 31ow the Plan

Works

Benefits under this section available for services to treat a condition that does not meet
the definition of an Emergency.
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Note: If you are confined in a ndietwork Hospital after you receougtpatient
Emergency Health Services, you must notify the Claims Administrator within ong
business day or on the same day of admission if reasonably possible. The Clainjs
Administrator may elect to transfer you to a Network Hospital as soon as it iymgdical
appropriate to do so. If you choose to stay in théNletwork Hospital after the date
the Claims Administrator decides a transfer is medically appropriate, Network B¢nefits
will not be provided. NeNetwork Benefits may be available if the continagdsst
determined to be a Covered Health Service.

Hearing Aids

The Plan pays Benefits for hearing aids required for the correction of a hearing impairment
(a reduction in the ability to perceive sound which may range from slight to complete
deafness). Heag aids are electronic amplifying devices designed to bring sound more
effectively into the ear. A hearing aid consists of a microphone, amplifier and receiver.

Benefits are available for a hearing aid that is purchased as a result of a written
recommendain by a Physician. Benefits are provided for the hearing aid and for charges
for associated fitting and testing.

If more than one type of hearing aid can meet your functional needs, Benefits are available
only for the hearing aid that meets the minimaeifsgations for your needs. If you

purchase a hearing aid that exceeds these minimum specifications, the Plan will pay only the
amount that the Plan would have paid for the hearing aid that meets the minimum
specifications, and you will be responsibleafging any difference in cost.

Benefits do not include bone anchored hearing aids. Bone anchored hearing aids are a
Covered Health Service for which Benefits are available under the applicable
medical/surgical Covered Health Services categories intibrs@dy for Covered

Persons who have either of the following:

y  Craniofacial anomalies whose abnormal or absent ear canals preclude the use of a
wearable hearing aid.

Yy Hearing loss of sufficient severity that it would not be adequately remedied byea wearab
hearing aid.

Home Health Care
Covered Health Services are services that a Home Health Agency provides if you need care

in your home due to the nature of your condition. Services must be:
Yy Ordered by a Physician.

Provided by or supervised mggistered nurse in your home, or provided by either a
home health aide or licensed practical nurse and supervised by a registered nurse.

y
Yy Not considered Custodial Care, as defined in Sect{elod<ary
y

Provided on a pattme, Intermittent Care schedwleen Skilled Care is required. Refer
to Section 145lossafgr the definition of Skilled Care.
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The Claims Administrataiill determine if Skilled Care is needed by reviewing both the
skilled nature of the service and the need for Phydirgated medal management. A
service will not be determined to be "skilled" simply because there is not an available
caregiver.

Prior Authorization Requirement

For NonNetwork Benefits you must obtain prior authorization from the Claims
Administrator five businessydabefore receiving servidasluding nutritional foodsr
as soon as is reasonably possible. If you fail to obtain prior authorization from the Claims
Administrator as required, Benefits will be subjec306@penalty.

Hospice Care

Hospice caresian integrated program recommended by a Physician which provides comfort
and support services for the terminally ill. Hospice care can be provided on an inpatient or
outpatient basis and includes physical, psychological, social, spiritual and reste care
terminally ill person, and shtetm grief counseling for immediate family members while

the Covered Person is receiving hospice care. Benefits are available only when hospice care
is received from a licensed hospice agency, which can inahsgéad. H

Benefits for Hospice are limited to #8§s per Covered Person during the entire time you
are covered under this Plan.

Prior Authorization Requirement

For NonNetwork Benefits you must obtain prior authorization from the Claims
Administrator fivdbusiness days before admission for an Inpatient Stay in a hospjce
facility or as soon as is reasonably possible. If you fail to obtain prior authorizatign from
the Claims Administrator as required, Benefits will be subj&&00 penalty.

In additionfor Non-Network Benefits, you must contact the Claims Administrator
within 24 hoursf admission for an Inpatient Stay in a hospice facility.

Hospital Inpatient Stay
Hospital Benefits are available for:

y" Non-Physician services and supplies received dnrinpatient Stay.

y" Room and board in a Sepnivate Room (a room with two or more beds).

Yy Physician services for radiologists, anesthesiologists, pathologists and Emergency room
Physicians.

The Plan will pay the difference in cost between gp8eaté Rom and a private room
only if a private room is necessary according to generally accepted medical practice.

Benefits for an Inpatient Stay in a Hospital are available only when the Inpatient Stay is
necessary to prevent, diagnose or treat a SickngasyoBlenefits for other Hospial

based Physician services are described in this sectidrhysaean Fees for Surgical and
Medical Services
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Benefits for Emergency admissions and admissions of less than 24 hours are described
underEmergency Health SandS&sgerOutpatierfscopic Proced@etpatient Diagnostic
and TherapewitdTherapeutic Treatm@ntpatientespectively.

Prior Authorization Requirement

For NonNetwork Benefits, for:

Yy A scheduled admission, you must obtain prior authorization from the Claims
Administrator five business days before admission.

Yy A nonscheduled admission (including Emergency admissions) sypuowide
notification as soon as is reasonably possible.

If you do not obtain prior authorization from the Claims Administrator as required
Benefits will be subject t&a00 penalty.

In addition, for NorANetwork Benefits, you must contact the ClaidmiAistrator 24
hours before admission for scheduled admissions or as soon as is reasonably ppssible for
nonscheduled admissions (including Emergency admissions).

Lab, XRay and Diagnostie©utpatient

Services for Sickness and Injetgited diagnostmrposes, received on an outpatient basis
at a Hospital or Alternate Facility or in a Physician's office include:

Yy Lab and radiology/Xay.

y° Mammography.

Benefits under this section include:

Yy The facility charge and the charge for supplies and equipment.

Yy Physcian services for radiologists, anesthesiologists and pati{@egedfits for other
Physician services are described under Physician Fees for Surgical and Medical Services).

Yy Presumptive Drug Tests and Definitive Drug Tests

Any combination of NetworkdBefits and NoiNetwork Benefits is limited to 18
Presumptive Drug Tests per calendar year.

Any combination of Network Benefits and Ndetwork Benefits is limited to 18 Definitive
Drug Tests per calendar year.

Benefits for other Physician services are described in this secti®¥nhysideem Fees for
Surgical and Medical Seéixesray and diagnostic services for preventive care are
described undé&reventive Caeevicasthis section. CT scans, PE&arss, MRI, MRA,
nuclear medicine and major diagnostic services are describkdhynderny and Major
DiagnostieST, PET Scans, MRI, MRA and Nuclear Mé&litpagieirt this section.
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Prior Authorization Requirement

For Non-Network Benefits foGenetic Testingndsleep studiegpou must obtain prior
authorization from the Claims Administrator five business days before scheduleq services
are received. If you fail to obtain prior authorization as required, Benefits will be pubject
to a$500 penalty

Lab, XRay and Major DiagnostidST, PET Scans, MRI, MRA and Nuclear Medicine
Outpatient

Services for CT scans, PET scans, MRI, MRA, nuclear medicine, and major diagnostic
services received on an outpatient basis at a Hospital or Afaciiayeor in a Physician's
office.

Benefits under this section include:

Yy The facility charge and the charge for supplies and equipment.

Yy Physician services for radiologists, anesthesiologists and pathologists.
Benefits for other Physician services areiloedadn this section undehysician Fees for
Surgical and Medical Services

Mental Health Services

Mental Health Services include those received on an inpatient or outpatient basis in a
Hospital and an Alternate Facility or in a provider's officerAdiesemust be provided by
or under the direction of a properly qualified behavioral health provider.

Benefits include the following levels of care:

Inpatient treatment.
Residential Treatment.

Partial Hospitalization/Day Treatment.

SSS S

Intensive Outpatient Taément.
y" Outpatient treatment.

Inpatient treatment and Residential Treatment includes room and board-pra&emi
Room (a room with two or more beds).

Services include the following:

Diagnostic evaluations, assessment and treatment planning.
Treatmentind/or procedures.
Medication management and other associated treatments.

Individual, family, and group therapy.

SSSSKS XS

Providerbased case management services.
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y  Crisis intervention.
The Mental Health/SubstanBelated and Addictive Disorders Administrator previde
administrative services for all levels of care.

You are encouraged to contact the Mental Health/Sub&alated and Addictive
Disorders Administrator for referrals to providers and coordination of care.

Prior Authorization Requirement

For NonNetwork Benefits for:

Yy A scheduled admission for Mental Health Services (including an admission fr
services at a Residential Treatment facility) you must obtain prior authorizatign from
the Claims Administrator five business days before admission.

Yy A nonscheduled admission (including Emergency admissions) you must proyide
notification as soon as is reasonably possible.

In addition, for NorNetwork Benefits you must obtain prior authorization from thg
Claims Administrator before the following sesvare received. Services requiring pfior
authorization: Intensive Outpatient Treatment programs; outpatienteagtiisive
treatment; psychological testtrgnscranial magnetic stimulatextended outpatient
treatment visits, with or without meation management.

If you fail to obtain prior authorization from or provide notification to the Claims
Administrator as requirdglenefits will beubject to a®0 penalty.

Virtual BehavioralHealth Therapy and Coaching

Specialized virtual behavioral health care providdadd¥g Inc.( 0 A b Therapg60
Programdb) f or Cover ed Peurngbeavioral ancdhmedicalr t ai n c o
conditions.

AbleToTherapy36@rogranprovides behavioral Covered Health Care Services through
virtual therapy and coaching services that are individualized and tailored tofyour speci
health needs. Virtual therapy is provided by licensed therapists. Coaching services are
provided by coaches who are supervised by licensed professionals.

There are no deductibles, Copayments or Coinsurance you must meet or pay for when
receiving thesservices.

Neurobiological Disorderg&utism Spectrum Disorder Services

The Plan pays Benefits for behavioral services for Autism Spectrum Disorder including
Intensive Behavioral Therapies such as Applied Behavior Analysis (ABA) that are the
following:

Yy Focused on the treatment of core deficits of Autism Spectrum Disorder.

Yy Provided by 8oard Certified Applied Behavior Analyso(B@i2Ayualified provider
under the appropriate supervision.
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Yy Focused on treating maladaptive/stereotypic behaviors thasiagedanger to self,
others and property and impairment in daily functioning.

These Benefits describe only the behavioral component of treatment for Autism Spectrum
Disorder. Medical treatment of Autism Spectrum Disorder is a Covered Health Service for
which Benefits are available under the applicable medical Covered Health Services categories
as described in this section.

Inpatient treatment and Residential Treatment includes room and board-pra&emi
Room (a room with two or more beds).

Benefitanclude the following levels of care:

Inpatient treatment.
Residential Treatment.
Partial Hospitalization/Day Treatment.

Intensive Outpatient Treatment.

<SS S S

Outpatient Treatment.

Services include the following:

Diagnostic evaluations, assessment and trealaramng.
Treatment and/or procedures.

Medication management and other associated treatments.
Individual, family, and group therapy.

Crisis intervention.

SR Y

Providerbased case management services.

The Mental Health/SubstanBelated and Addictive Disord@diministrator provides
administrative services for all levels of care.

You are encouraged to contact the Mental Health/Sub&alated and Addictive
Disorders Administrator for referrals to providers and coordination of care.
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Prior Authorization Requirement

For Non-Network Benefits for:

Yy A scheduled admission for Neurobiological Diso&d&sism Spectrum Disorder
Services (including an admission for services at a Residential Treatment facijity), you
must obtain authorizatidrom the Claims Administrator five business days befgre
admission.

Yy A nonscheduled admission (including Emergency admissions) you must proyide
notification as soon as is reasonably possible.

In addition, for NorANetwork Benefits you must obtain prior auttagion from the

Claims Administrator before the following services are received. Services requiring prior

authorization: Intensive Outpatient Treatment programs; psychological testing; eFtended

outpatient treatment visits, with or without medicationgeament, Intensive Behaviofal

Therapy, includingpplied Behavior Analysis (ABA)

If you fail to obtain prior authorization from or provide notification to the Claims
Administrator as required, Benefits will be subject to a $500 penalty.

Nutritional Coungiag
The Plan will pay for Covered Health Services for medical education services provided in a
Physician's office by an appropriately licensed or healthcare professional when:
Yy Education is required for a disease in which patientassfyement is an inmant
component of treatment.

Yy There exists a knowledge deficit regarding the disease which requires the intervention of
a trained health professional.

Some examples of such medical conditions include, but are not limited to:

Coronary arterglisease.

Congestive heart failure.

Severe obstructive airway disease.
Gout (a form of arthritis).

Renal failure.

Phenylketonuria (a genetic disorder diagnosed at infancy).

S

Hyperlipidemia (excess of fatty substances in the blood).

When nutritional counsajjrservices are billed as a preventive care service, these services
will be paid as described unéezventive Care Santiuessection.

Nutrition

Amino AcidBased Elemental Formulas. Coverage for the diagnosis and treatment of:
y' Eosinophilic disorders;
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Yy Short bowel syndrome when the prescribing Physician has issued a written order stating
that the amino acislased elemental formula is medically necessary.

y  Enteral formula, nutritional supplements and low protein modified foatt{sod
For purposes of this benefit, the following definitions apply:

"Eosinophilic disorders” mean digestive disorders where eosinophils (a type of white blood cell)
are found in above normal amounts in one or more areas of the digestive tract. €y can b

the esophagus, stomach, and both large and small intestines and if left untreated may cause poor
growth or malnutrition.

Yy "Acid-based elemental formulas" mean a special liquid type nutritional product made up
of amino acids which are the buildinglblafproteins and typically more tolerable.

Yy Low protein modified food products” means foods that are specifically formulated to
have less than one gram of protein per serving and are intended to be used under the
direction of a Physician for the dietag@gatment of any inherited metabolic disease. Low
protein modified food products do not include foods that are naturally low in protein.

Benefits should be recommended by a physician for the treatment of cystic fibrosis, pancreatic
insufficiency, phenylketuria or any inherited disease of amino and organic acids.

Obesity Surgery

The Plan covers surgical treatment of obesity provided by or under the direction of a
Physician provided either of the following is true:

Yy You have a minimum Body Mass In(&MI) of 40.

Yy You have a minimum BMI of 35 with complicatinghoobidities (such as sleep apnea
or diabetes) directly related to, or exacerbated by obesity.

Benefits are available for obesity surgery services that meet the definition of a Cpvered
Health Sevice, as defined in SectionGissagnd are not Experimental or
Investigational or Unproven Services.

Prior Authorization Requirement
For Non Network Benefits you must obtain prior authorizasmoon as the possibilify
of obesity surgery arises

If you do not/ obtain prior authorization as required, Benefits will be subj&k8a6 a
penalty.

In addition, for NoANetwork Benefits, you must contact the Claims Administrator R4
hours before admission fam Inpatient Stay

It is important that ywonotify the Claims Administrator regarding your intention to Tnave
surgery. Your notification will open the opportunity to become enrolled in progragns that
are designed to achieve the best outcomes for you.
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Ostomy Supplies
Benefits for ostomy supplies Emated to:

Yy Pouches, face plates and belts.

y lrrigation sleeves, bags and ostomy irrigation catheters.

y  Skin barriers.

Benefits are not available for deodorants, filters, lubricants, tape, appliance cleaners,
adhesive, adhesive remover, or other itemsteot dibove.

Pediatric Preventive Dental

Benefits are provided for children 18 and under as follows:

2 oral exams per calendar year;
2 cleanings per calendar year,
2 fluoridetreatmerd per calendar year;

2 sealant treatmearnper calendar year; and

<SS S S

1 setof x-rays per calendar year

Pharmaceutical Product®utpatient

The Plan pays for Pharmaceutical Products that are administered on an outpatient basis in a
Hospital, Alternate Facility, Physician's office, or in a Covered Person's home. Examples of
what would be included under this category are antibiotic injections in the Physician's office
or inhaled medication in an Urgent Care Center for treatment of an asthma attack.

Benefits under this section are provided only for Pharmaceutical Products wieich, due

their characteristics (as determined by UnitedHealthcare), must typically be administered or
directly supervised by a qualified provider or licensed/certified health professional.
Depending on where the Pharmaceutical Product is administered, B hefisavided

for administration of the Pharmaceutical Product under the corresponding Benefit category
in thisPlan Summary Benefits for medication normally available by prescription or order or
refill are provided as described under your Outpatesdription Drug Plan.

If you require certain Pharmaceutical Progdinctsiding specialty Pharmaceutical Products,
UnitedHealthcamnay direct you to a designated dispensing entity with whom
UnitedHealthcarleas an arrangement to provide those Pharntatéttoducts. Such

Dispensing Entities may include an outpatient pharmacy, specialty pharmacy, Home Health
Agency provider, HospHaffiliated pharmacy or hemophilia treatment center contracted
pharmacy.

If you/your provider are directed to a designaigzedsing entity and you/your provider
choose not to obtain your Pharmaceutical Product from a designated dispensing entity,
NetworkBenefits are not available for that Pharmaceutical Product.
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Certain Pharmaceutical Products are subject tihastapy requirements. This means that

in order to receive Benefits for such Pharmaceutical Products, you must use a different
Pharmaceutical Product and/or prescription drug product first. You may find out whether a
particular Pharmaceutical Product igestilto step therapy requirements by contacting
UnitedHealthcare at www.myuhc.com or by calling the telephone number on your ID card.

UnitedHealthcare may have certain programs in which you may receive an enhanced or
reduced Benefit based on your actioob as adherence/compliance to medication or
treatment regimens and/or participation in health management programs. You may access
information on these programs through the Interneivat. myuhc.comor by calling the

number on your ID card.

Physician Feefor Surgical and Medical Services

The Plan pays Physician fees for surgical procedures and other medical care received from a
Physician in a Hospital, Skilled Nursing Facility, Inpatient Rehabilitation Facility, Alternate
Facility or for Physician housédsca

Physician's Office ServiceSickness and Injury

Benefits are paid by the Plan for Covered Health Services provided in a Physician's office for
the diagnosis and treatment of a Sickness or Injury. Benefits are provided under this section
regardlessfavhether the Physician's office is freestanding, located in a clinic or located in a
Hospital. Benefits under this section include allergy injections and hearing exams in case of
Injury or Sickness.

Covered Health Services include medical educatioas#raicare provided in a
Physician's office by appropriately licensed or registered healthcare professionals when both
of the following are true:

Yy Education is required for a disease in which patiema®igement is an important
component of treatment.

Yy There exists a knowledge deficit regarding the disease which requires the intervention of
a trained health professional.

Covered Health Services include genetic counseling. Benefits are available for Genetic
Testing which is determined to be Medicallyssacgfollowing genetic counseling when
ordered by the Physician and authorized in advance by UnitedHealthcare.

Benefits for preventive services are describedRiedentive Care Sentiuessection.

Benefits under this section do not include Ciss&ET scans, MRI, MRA, nuclear
medicine and major diagnostic services.

When a test is performed or a sample is drawn in the Physician's office and then sent outside
the Physician's office for analysis or testing, Benefits for lab, radiobygyaxd bier

diagnostic services that are performed outside the Physician's office are désdrjbed in

Ray and Diagnostngpatient
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Please Note
Your Physician does not have a copy of Rlaur Summary,and is not responsible for
knowing or communicatingyoBenefits.

Pregnancy Maternity Services

Benefits for Pregnancy will be paid at the same level as Benefits for any other condition,
Sickness or Injury. This includes all matenelsyed medical services for prenatal care,
postnatal caréglivery, and any related complications.

The Plan will pay Benefits for an Inpatient Stay of at least:

y 48 hours for the mother and newborn child following a vaginal delivery.
Yy 96 hours for the mother and newborn child following a cesarean section delivery.

These are federally mandated requirements un8i&avwtherns' and Mothers' Health Protection
Act of 199@&hich apply to this Plan. The Hospital or other provider is not required to get
authorization for the time periods stated above. Authorizationsuaredréay longer

lengths of stay. If the mother agrees, the attending Physician may discharge the mother
and/or the newborn child earlier than these minimum timeframes.

Both before and during a Pregnancy, Benefits include the services of a genetic counselo
when provided or referred by a Physician. These Benefits are available to all Covered
Persons in the immediate family. Covered Health Services include related tests and
treatment.

Prior Authorization Requirement

For Non-Network Benefits you must obtaimop authorization from the Claims
Administrator as soon as reasonably possible if the Inpatient Stay for the motheg and/or
the newborn will be more than 48 hours for the mother and newborn child followjng a
normal vaginal delivery, or more than 96 houtté mother and newborn child
following a cesarean section delivery. If you fail to obtain prior authorization as rgquired,
Benefits will be subject t&&00 penalty.

It is important that you notify the Claims Administrator regarding your Pregnancy]. Yo
notification will open the opportunity to become enrolled in prenatal programs tht are
designed to achieve the best outcomes for you and your baby.

Healthy moms and babies
The Plan provides a special prenatal program to help during Pregnancgtiétarsicig
voluntary and free of charge. See Sect@mital Programs and Resoudssails.

Preventive Care Services

The Plan pays Benefits for Preventive care services provided on an outpatient basis at a
Physician's office, an Alternate Faditity Hospital. Preventive care services encompass
medical services that have been demonstrated by clinical evidence to be safe and effective in
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either the early detection of disease or in the prevention of disease, have been proven to
have a beneficial et on health outcomes and include the following as required under
applicable law:

Yy Evidencebased items or services that have in effect a rating of "A" or "B" in the current
recommendations of thénited States Preventive Services Task Force

Yy Immunizationghat have in effect a recommendation from the Advisory Committee on
Immunization Practices of the Centers for Disease Control and Prevention.

Yy With respect to infants, children and adolescents, evidfenced preventive care and
screenings provided fiorthe comprehensive guidelines supported Ibyethiéh
Resources and Services Administration

Yy With respect to women, such additional preventive care and screenings as provided for
in comprehensive guidelines supported byie¢héh Resources and Sdmicéstration

Preventive care Benefits defined underdésdth Resources and Services Administration (HRSA)
requirement include the cost of renting one breast pump per Pregnancy in conjunction with
childbirth. Breast pumps must be ordered by or probidadPhysician. You can obtain

additional information on how to access Benefits for breast pumps by going to
www.myuhc.comor by calling the number on your ID card. Benefits for breast pumps also
include the cost of purchasing one breast pump per iRggmaonjunction with

childbirth. These Benefits are described under Sedian HighlightsxderCovered Health
Services

If more than one breast pump can meet your needs, Benefits are available only for the most
cost effective pump. UnitedHealtlecaill determine the following:

Yy Which pump is the most cost effective.

Yy Whether the pump should be purchased or rented.

y" Duration of a rental.

y' Timing of an acquisition.

Benefits are only available if breast pumps are obtained from a DME prdrigsrodan.

For questions about your preventive care Benefits under this Plan call themymiyer

ID card

Prosthetic Devices

Benefits are paid by the Plan for external prosthetic devices that replace a limb or body part
limited to:

y Atrtificial arms, leg feet and hands.

y Atrtificial face, eyes, ears and noses.

Yy Breast prosthesis as required bytbemen's Health and Cancer Rights AcBeh&f838
include mastectomy bras and lymphedema stockings for the arm.
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Benefits under this section are provided fonlexternal prosthetic devices and do not
include any device that is fully implanted into the body.

If more than one prosthetic device can meet your functional needs, Benefits are available
only for the prosthetic device that meets the minimum spieeciBdar your needs. The

device must be ordered or provided either by a Physician, or under a Physician's direction. If
you purchase a prosthetic device that exceeds these minimum specifications, the Plan will
pay only the amount that it would have paithie prosthetic that meets the minimum
specifications, and you may be responsible for paying any difference in cost.

Benefits are available for repairs and replacement, except that:

Yy There are no Benefits for repairs due to misuse, malicious damasgeragieot.

Yy There are no Benefits for replacement due to misuse, malicious damage, gross neglect or
for lost or stolen prosthetic devices.

Once this limit is reached, Benefits continue to be available for items required by the
Women's Health and Canuesr &Rigof 1998

Benefits are limited to a single purchase of each type of prosthetic device every three
calendar years.

Note: Prosthetic devices are different from D\EeDurable Medical Equipment (DME)
this section.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator before obtaining prosthetic devices that exceeds $1,000 in cost pgr device.
If prior authorization is not obtained as required, Benefits will be sub@sdto a
penalty.

Reconstructive Procedures

Reconstructive Procedures are services performed when the primary purpose of the
procedure is either to treat a medical condition or to improve or restore physiologic function
for an organ or body part. Reconstructive Etoes include surgery or other procedures

which are associated with an Injury, Sickness or Congenital Anomaly. The primary result of
the procedure is not a changed or improved physical appearance.

Improving or restoring physiologic function means thatr¢fag or body part is made to
work better. An example of a Reconstructive Procedure is surgery on the inside of the nose
so that a person's breathing can be improved or restored.

Benefits for Reconstructive Procedures include breast reconstructiorgfallowin

mastectomy and reconstruction of the-afbected breast to achieve symmetry.

Replacement of an existing breast implant is covered by the Plan if the initial breast implant
followed a mastectomy. Other services required Byaimen's Health and CRigtes Act of

1998 including breast prostheses and treatment of complications, are provided in the same
manner and at the same level as those for any other Covered Health Service. You can
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contact UnitedHealthcare at the number on your ID card for niamraation about
Benefits for mastectornglated services.

There may be times when the primary purpose of a procedure is to make a body part work
better. However, in other situations, the purpose of the same procedure is to improve the
appearance of a body part. Cosmetic procedures are excluded from covexdgesProc

that correct an anatomical Congenital Anomaly without improving or restoring physiologic
function are considered Cosmetic Procedures. A good example is upper eyelid surgery. At
times, this procedure will be done to improve vision, which is cahaitRFeonstructive
Procedures. In other cases, improvement in appearance is the primary intended purpose,
which is considered a Cosmetic Procedure. This Plan does not provide Benefits for
Cosmetic Procedures, as defined in Secti@idséary

The facthat a Covered Person may suffer psychological consequences or socially avoidant
behavior as a result of an Injury, Sickness or Congenital Anomaly does not classify surgery
(or other procedures done to relieve such consequences or behavior) as a Reconstruct
Procedures.

Prior Authorization Requirement
For Non-Network Benefits for you must obtain prior authorization from the Claimg
Administrator five business days before a scheduled reconstructive procedure ig
performed or, for noscheduled procedures,hwtone business day or as soon as i§
reasonably possible. If authorization is not obtained from the Claims Administratpr as
required, or notification is not provided, Benefits will be subje8b0d penalty.

In addition, for NorANetworkBenefits, you must contact the Claims Administrator P4
hours before admission for scheduled admissions or as soon as is reasonably ppssible for
non-scheduled admissions (including Emergency admissions).

Rehabilitation Service©utpatient Therapy and Marative Treatment
The Plan provides shdgrm outpatient rehabilitation services (includioigjthive
services) limited to:

Physical therapy.

Occupational therapy.

Manipulative Treatment.

Speech therapy.

Postcochlear implant aural therapy.

Cognitiverehabilitation therapy following a ptvatmatic brain Injury or cerebral
vascular accident.

Pulmonary rehabilitation.
Cardiac rehabilitation.

SIS I SN
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For all rehabilitation services, a licensed therapy provider, under the direction of a Physician
(when requirety state law), must perform the services. Benefits under this section include
rehabilitation services provided in a Physician's office or on an outpatient basis at a Hospital
or Alternate Facility. Rehabilitative services provided in a Covered Pergohjsdhom

Home Health Agency are provided as described Hooer Health CdRehabilitative

services provided in a Covered Person's home other than by a Home Health Agency are
provided as described under this section.

Benefits can be denied or shortene€trered Persons who are not progressing in goal
directed rehabilitation services or if rehabilitation goals have previously been met. Benefits
under this section are not available for maintenance/preventive treatment.

For outpatient rehabilitation sergi¢er speech therapy, the Plan will pay Benefits for the
treatment of disorders of speech, language, voice, communication and auditory processing
only when the disorder results from Injury, stroke, cancer, Congenital Anomaly. The Plan
will pay Benefits farognitive rehabilitation therapy only when Medically Necessary

following a postraumatic brain Injury @troke

Habilitative Services

For the purpose of this Benefit, "habilitative services" means Medically Necessary skilled
health care services thdpheperson keep, learn or improve skills and functioning for daily
living. Habilitative services are skilled when all of the following are true:

Yy The services are part of a prescribed plan of treatment or maintenance program that is
Medically Necessaryrmintain a Covered Person's current condition or to prevent or
slow further decline.

<

It is ordered by a Physician and provided and administered by a licensed provider.

<

It is not delivered for the purpose of assisting with activities of dailyroluding
dressing, feeding, bathing or transferring from a bed to a chair.

It requires clinical training in order to be delivered safely and effectively.

<SS

It is not Custodial Care.

The Claims Administrator will determine if Benefits are available bingebatvthe

skilled nature of the service and the need for Phydirgated medical management.
Therapies provided for the purpose of generabeial) or conditioning in the absence of a
disabling condition are not considered habilitative servemrsiad® will not be determined
to be "skilled" simply because there is not an available caregiver.

Benefits are provided for habilitative services provided for Covered Persons with a disabling
condition when both of the following conditions are met:

Yy The treatment is administered by a licensed s{aaepiage pathologist, licensed
audiologist, licensed occupational therapist, licensed physical therapist or Physician.

Yy The initial or continued treatment must be proven and not Experimental or
Investigational.
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Benefits for habilitative services do not apply to those services that are solely educational in
nature or otherwise paid under state or federal law for purely educational services. Custodial
Care, respite care, day care, therapeutic recreation, vacatomgbhnd Residential

Treatment are not habilitative services. A service that does not help the Covered Person to
meet functional goals in a treatment plan within a prescribed time frame is not a habilitative
service.

The Plan may require that a treatnpéan be provided, request medical records, clinical

notes, or other necessary data to allow the Plan to substantiate that initial or continued
medical treatment is needed. When the treating provider anticipates that continued treatment
is or will be regjred to permit the Covered Person to achieve demonstrable progress, the
Plan may request a treatment plan consisting of diagnosis, proposed treatment by type,
frequency, anticipated duration of treatment, the anticipated goals of treatment, and how
frequantly the treatment plan will be updated.

Benefits for Durable Medical Equipment and prosthetic devices, when used as a component
of habilitative services, are described Ww@ble Medical Equipamelitrosthetic Devices

Benefits are limited to:

60vigts per calendar year for physical therapy.

60visits per calendar year for occupational therapy.

60visits per calendar year for speech therapy.

60Vvisits per calendar year for pulmonary rehabilitation therapy.
60visits per calendar year for cardiaditfadion therapy.

15visits per calendar year for Manipulative Treatment.

SRS

No visit limitspostcochlear implant aural therapy.
These visit limits apply to Network Benefits and-Network Benefits combined.

Scopic ProcedureQutpatient Diagnostic antiéfapeutic
The Plan pays for diagnostic and therapeutic scopic procedures and related services received
on an outpatient basis at a Hospital or Alternate Facility or in a Physician's office.

Diagnostic scopic procedures are those for visualization,drdpgsylyp removal.
Examples of diagnostic scopic procedures include colonoscopy, sigmoidoscopy, and
diagnostic endoscopy.

Benefits under this section include:

Yy The facility charge and the charge for supplies and equipment.
Yy Physician services for radiolagiahesthesiologists and pathologists.

Benefits for other Physician services are described in this sectiéthysidem Fees for
Surgical and Medical Services
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Please note that Benefits under this section do not include surgical scopic procedures, which
are for the purpose of performing surgery. Benefits for surgical scopic procedures are
described und&urgernOutpatienExamples of surgical scopic proceslimaude

arthroscopy, laparoscopy, bronchoscopy, hysteroscopy.

When these services are performed for preventive screening purposes, Benefits are described
in this section und@&reventive Care Services

Skilled Nursing Facility/Inpatient RehabilitatiailifyaServices

Facility services for an Inpatient Stay in a Skilled Nursing Facility or Inpatient Rehabilitation
Facility are covered by the Plan. Benefits include:

Yy Supplies and neldhysician services received during the Inpatient Stay.

y" Room and board i Semprivate Room (a room with two or more beds).

Yy Physician services for radiologists, anesthesiologists and pathologists.

Benefits are available when skilled nursing and/or Inpatient Rehabilitation Facility services
are needed on a daily basis. Beeétalso available in a Skilled Nursing Facility or

Inpatient Rehabilitation Facility for treatment of a Sickness or Injury that would have
otherwise required an Inpatient Stay in a Hospital.

Benefits for other Physician services are described intibrs sadePhysician Fees for
Surgical and Medical Services

UnitedHealthcare will determine if Benefits are available by reviewing both the skilled nature
of the service and the need for Physitiatted medical management. A service will not be
determmed to be "skilled" simply because there is not an available caregiver.

Benefits are available only if both of the following are true:

Yy The initial confinement in a Skilled Nursing Facility or Inpatient Rehabilitation Facility
was or will be a Cost Effedialternative to an Inpatient Stay in a Hospital.

Yy You will receive skilled care services that are not primarily Custodial Care.

Skilled care is skilled nursing, skilled teaching, and skilled rehabilitation services when all of

the following are true:

y It must be delivered or supervised by licensed technical or professional medical
personnel in order to obtain the specified medical outcome, and provide for the safety of
the patient.

<,

It is ordered by a Physician.

<

It is not delivered for the purpose of asgsiiith activities of daily living, including
dressing, feeding, bathing or transferring from a bed to a chair.

y It requires clinical training in order to be delivered safely and effectively.
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You are expected to improve to a predictable level of recovefitsBan be denied or
shortened for Covered Persons who are not progressingdiregiatl rehabilitation
services or if discharge rehabilitation goals have previously been met.

Note: The Plan does not pay Benefits for Custodial Care or Domicil@rgvesr if
ordered by a Physician, as defined in SectiGhobk4ary

Any combination of Network Benefits and Ndetwork Benefits is limited 89 days per
calendar year.

Prior Authorization Requirement

For Non-Network Benefits for a scheduled admission, you must obtain prior
authorization from the Claims Administrator five business days before admissior], or as
soon as is reasonably possible forsabeduled admissions. If authorization is not
obtained arequired, or natification is not provided, Benefits will be subjek%Q0 a
penalty.

In addition, for NorANetwork Benefits, you must contact the Claims Administrator R4
hours before admission for scheduled admissions or as soon as is reasdielflyr ppssi
nonscheduled admissions (including Emergency admissions).

Substance&Rkelated and Addictive Disorders Services

SubstancRelated and Addictive Disorders Services include those received on an inpatient
or outpatient basis in a Hospital, an AlterRatdity, or in a provider's office. All services

must be provided by or under the direction of a properly qualified behavioral health
provider.

Benefits include the following levels of care:

Inpatient treatment.
Residential Treatment.
Partial Hospitalizain/Day Treatment.

<SS S

Intensive Outpatient Treatment.
y" Outpatient treatment.

Inpatient treatment and Residential Treatment includes room and board-pra&emi
Room (a room with two or more beds).

Services include the following:

y  Diagnostievaluations, assessment and treatment planning.
y Treatment and/or procedures.

Yy Medication management and other associated treatments.
Yy Individual, family, and group therapy.
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y  Crisis intervention.

Yy Providerbased case management services.

The Mental Health/SulmtceRelated and Addictive Disorders Administrator provides
administrative services for all levels of care.

You are encouraged to contact the Mental Health/Sub&alated and Addictive
Disorders Administrator for referrals to providers and coordiédtoamne.

Prior Authorization Requirement

For NonNetwork Benefits for:

Yy A scheduled admission for Substdelated and Addictive Disorders Services
(including an admission for services at a Residential Treatment facility), you fnust
obtainauthorization from the Claims Administrator five business days before
admission.

Yy A nonscheduled admission (including Emergency admissions) you must proyide
notification as soon as is reasonably possible.

In addition, for NorNetwork Benefits you must alnt prior authorization from the
Claims Administrator before the following services are received. Services requiring prior
authorization: Intensive Outpatient Treatment programs; psychological testing; gxtended
outpatient treatment visits, with or withamgdication management.

If you fail to obtain prior authorization from or provide notification to the Claims
Administrator as required, Benefits will be subject to a $500 penalty.

Surgery Outpatient
The Plan pays for surgery and related services recearedutpatient basis at a Hospital
or Alternate Facility.

Benefits under this section include certain scopic procedures. Examples of surgical scopic
procedures include arthroscopy, laparoscopy, bronchoscopy and hysteroscopy.

Benefits under thisection include:

Yy The facility charge and the charge for supplies and equipment.

Yy Physician services for radiologists, anesthesiologists and pathologists. Benefits for other
Physician services are described in this sectiorPlnydiian Fees for Sungiddédical
Services
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Prior Authorization Requirement J

For Non-Network Benefits fodiagnostic catheterization and electrophysiology imglant
and sleep apnea surgery you must obtain prior authorization five business days pefore
scheduled services are recewddr nonscheduled services, within one business dpy or
as soon as is reasonably possible.

If you fail to obtain prior authorization as required, Benefits will be subjgs0 a
penalty.

Temporomandibular Joint (TMJ) Services

The Plan covers saw®s for the evaluation and treatment of temporomandibular joint
syndrome (TMJ) and associated muscles.

Diagnosis: Examination, radiographs and applicable imaging studies and consultation.

Non-surgical treatment including clinical examinations, artheicanig trigggroint
injections.

Benefits are provided for surgical treatment if the following criteria are met:

Yy There is clearly demonstrated radiographic evidence of significant joint abnormality.
Yy Non-surgical treatment has failed to adequately réssygmptoms.
Yy Pain or dysfunction is moderate or severe.

Benefits for surgical services include arthrocentesis, arthroscopy, arthroplasty, arthrotomy,
open or closed reduction of dislocations.

Any combination of Network Benefits and Néetwork Benefits iémited to$2,50(er
Covered Person during the entire period you are covered under fhleislanit applies
to TMJ and orthognathic surgical and-sarmgical benefits.

Benefits for an Inpatient Stay in a Hospital and Hebpagald Physician serviaes
described in this section undaspital Inpatient StagdPhysician Fees for Surgical and Medical
Servigagspectively.

The Plan does not provide benefits for the cost associated with any orthotic or orthodontic
device.

Therapeutic Treatment®utpatient

The Plan pays Benefits for therapeutic treatments received on an outpatient basis at a
Hospital or Alternate Facility, including dialysis (both hemodialysis and peritoneal dialysis),
intravenous chemotherapy or other intravenous infusionytlze@dpadiation oncology.

Covered Health Services include medical education services that are provided on an
outpatient basis at a Hospital or Alternate Facility by appropriately licensed or registered
healthcare professionals when:
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Yy Education is requiredrfa disease in which patientsglthagement is an important
component of treatment.

Yy There exists a knowledge deficit regarding the disease which requires the intervention of
a trained health professional.

Benefits under this section include:

Yy Thefacility charge and the charge for related supplies and equipment.

Yy Physician services for anesthesiologists, pathologists and radiologists. Benefits for other
Physician services are described in this sectiorPinydiian Fees for Surgical and Medical
Sevices

When these services are performed in a Physician's office, Benefits are described under
Physician's Office Services

Prior Authorization Requirement
For Non-Network Benefits for the following outpatient therapeutic services you njust
obtain prior athorization five business days before scheduled services are receijed or,

for nonscheduled services, within one business day or as soon as is reasonably possible.
Services that require prior authorization: dialysis, IV infusion, intensity modulategd
radidgion therapy and MBuided focused ultrasound.

If you do notobtain prior authorizaticams requiredBenefits will be subject t&a00
penalty.

Transplantation Services

Organ and tissue transplantduding CART cell therapfor malignancieshen oréred

by a Physician. Benefits are available for transplants when the transplant meets the definition
of a Covered Health Service, and is not an Experimental or Investigational or Unproven
Service.

Examples of transplants for which Benefits are availadbtieibone marrowncluding
CART cell therapyor malignancieseart, heart/lung, lung, kidney, kidney/pancreas, liver,
liver/small bowel, pancreas, small bowel and cornea.

Benefits are available to the donor and the recipient when the recipierddsucnles this

Plan. Donor costs that are directly related to organ removal or procurement are Covered
Health Services for which Benefits are payable through the organ recipient's coverage under
the Plan.

The Claims Administrator has specific guideligasdiag Benefits for transplant services.
Contact the Claims Administrator at the number on your ID card for information about
these guidelines.

Transplantation services including evaluation for transplant, organ procurement and donor
searches and transyktion procedures must be recelwed Designated Providerorder
for you to receive Network Benefits

61 SECTION - ADDITIONACOVERAGEETAILS



MssV/ICCHOICHPLUSHEALTHPLAN

Benefits are also available for cornea transplants. You are not required to obtain prior
authorization from the Claims Administratoraf@ornea transplant nor is the cornea
transplant required to be perforntigéh Designated Provider.

Note: The services described underTitaael and Lodging Assistanced?eoG@rared
Health Services only in connection with transplant servicesdetel Designated
Provider.

Prior Authorization Requirement
|l f you dondét obtain prior authorizatfi on
penalty.

Support in the event of serious illness

If you or a covered family member has cancer or aeeidgan or bone marrow
transplant, UnitedHealthcare can put you in touch with quality treatment centersjaround
the country.

Urinary Catheters
Benefits for indwelling and intermittent urinary catheters for incontinence or retention.

Benefits includeelated urologic supplies for indwelling catheters limited to:

Yy Urinary drainage bag and insertion tray (kit).
Yy Anchoring device.
Yy Irrigation tubing set.

Urgent Care Center Services

The Plan provides Benefits for services, including professional sereiced,atan
Urgent Care Center, as defined in SectidaldgsaryVhen Urgent Care services are
provided in a Physician's office, the Plan pays Benefits as descrild@llysiuilen's Office
ServiceSickness and Injury

VirtualCare Services

Virtual @re for Covered Health Services that includes the diagnosis and treatment of less
serious medical conditions. Virtual care provides communication of medical information in
realtime between the patient and a distant Physician or health specialistf autsetical
facility (for example, from home or from work).

NetworkBenefits are available only when services are delivered through a Designated
Virtual Network Provider. You can find a Designated Virtual Network Provider by
contacting the Claims Admingtor at www.myuhc.com or the telephone number on your
ID card.
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Benefits are available for the following:

A Urgent oademand health care delivered through live audio witkceidisencing or
audio only technology for treatment of acute buenwergencsnedical needs.

Please Note: Not all medical conditions can be treated through virtual care. The Designated
Virtual Network Provider will identify any condition for which treatmenigeyson
Physician contact is needed.

Benefits do not includamail, fax and standard telephone calls, or for services that occur
within medical facilitie€Sdefined originating facilities).

Vision Examinations
The Plan pays Benefits for one routine vision exam, including refractiost toSiete
impairment by a Network provider in the provider's office every calendar year.

Benefits for eye examinations required for the diagnosis and treatment of a Sickness or
Injury are provided undPhysician's Office SeBimasess and Injury

Wgs
The Plan pays Benefits for wigs and other scalp hair prosthesis regardless of the reason of
hair loss.

Any combination of Network Benefits and Néetwork Benefits is limited to $300 per
calendar year and 3 wigs per lifetime.
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SECTION-CLINICAL PROGRAMS AND RESOURCES

What this section includes:
Health and welbeing resources available to you, including:
Yy~ Consumer Solutions a8eélfService Tools.

Yy Disease Management Services.

Yy~ Complex Medical Conditions Programs and Services.

Yy Wellness Programs.

MissVICbelieves in giving you tools to help you be an educated health care consumer. To
that endMissVIChas made available several @oiewt educational and support services,
accessible by phone and the Internet, which can help you to:

Yy Take care of yourself and your family members.

Yy~ Manage a chronic health condition.

Yy Navigate the complexities of the health care system.

NOTE:
Information obtained through the services identified in this section is based on cprrent
medical literature and on Physician review. It is not intended to replace the advide of a
doctor. The information is intended to help you make more informed health car
decisions and take a greater responsibility for your own health. UnitedHealthcar¢ and
MissVICare not responsible for the results of your decisions from the use of the
information, including, but not limited to, your choosing to seek or not to seek

professional medical care, your choosing of which provider to seek professional fnedical
care from or your choosing or not choosing specific treatment.

Consumer Solutions and Sg#rvice Tools

Health Survey

You are invited to learn more about health and veedtvesw.myuhc.comand are
encouraged to participate in the online health survey. The health survey is an interactive
guestionnaire designed to help you identify your healthy habits as well as potential health
risks.

Your health survey is kept confiden@aimpleting the survey will not impact your Benefits
or eligibility for Benefits in any way.

If you need any assistance with the online survey, please call the number on your ID card.

Reminder Programs

To help you stay healthy, UnitedHealthcare mayaserahd your covered Dependents
reminders to schedule recommended screening exams. Examples of reminders include:

y  Mammograms for women between the ages of 40 and 68.
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Yy Pediatric and adolescent immunizations.

y  Cervical cancer screenings for women betweegethefa20 and 64.

Yy Comprehensive screenings for individuals with diabetes.

Yy Influenza/pneumonia immunizations for enrollees age 65 and older.

There is no need to enroll in this program. You will receive a reminder automatically if you
have not had a recomnaex screening exam.

Decision Support

In order to help you make informed decisions about your health care, UnitedHealthcare has
a program called Decision Support. This program targets specific conditions as well as the
treatments and procedures for thoselitimns.

This program offers:

Yy Access health care information.

Yy Support by a nurse to help you make more informed decisions in your treatment and
care.

Yy Expectations of treatment.
Yy Information on providers and programs.
Conditions for which this program isidable include:

Back pain.

Knee & hip replacement.
Prostate disease.
Prostate cancer.

Benign uterine conditions.
Breast cancer.

Coronary disease.

SIS XS

Bariatric surgery.

Participation is completely voluntary and without extra charge. If you think you may be
eligible to participate or would like additional information regarding the program, please
contact the numbemn your ID card

www. myuhc.com

UnitedHealthcare's member webgiteyw.myuhc.com provides information at your
fingertips anywhere and anytime you have access to the lntewnetyuhc.comopens
the door to a wealth of health information andsselfice tools.

With www.myuhc.comyoucan:
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Research a health condition and treatment options to get ready for a discussion with
your Physician.

Search for Network providers available in your Plan through the online provider
directory.

Access all of the content and wellness topics from Nuweg2eLi

Complete a health survey to help you identify health habits you may improve, learn
about healthy lifestyle techniques and access health improvement resources.

Use the treatment cost estimator to obtain an estimate of the costs of various procedures
in your area.

< < <SS < <

Use the Hospital comparison tool to compare Hospitals in your area on various patient
safety and quality measures.

Registering on www.myuhc.com

If you have not already registeredvarw.myuhc.com simply go to
www.myuhc.comand click oriRegister Now." Have your ID card handy. The
enrollment process is quick and easy.

Visitwww.myuhc.comand:

Yy Make realime inquiries into the status and history of your claims.
Yy View eligibility and Plan Benefit information, including Copays and Antuictilides.
Yy View and print all of your Explanation of Benefits (EOBS) online.

Yy Order a new or replacement ID card or print a temporary ID card.

Want to learn more about a condition or treatment?
Log on towww.myuhc.comand research health topics that are of interest to you. Learn

about a specific condition, what the symptoms are, how it is diagnosed, how corpmon it
is, and what to ask your Physician.

Health Management Virtual BehavioraHealth Therapy and Coaching Prograns

The Virtual BehaviordlealthTherapy and Coaching program identifies Covered Persons

with chronic medical conditions that frequentgaour with mental health challenges, and
provides support through virtual sessions for depression, anxiety sutlolastoden

accompany chronic medical health issues like diabetes, cancer or cardiac conditions. This
means that you may be called by a licensed clinical social worker or coach. You may also call
the program and speak with a licensed clinical social erarkach.

This Plan includes access to an online portal available specifically for Covered Persons
enrolled in the program for monitoring your progress toward meeting all the participation
criteria.
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Youdre encouraged t o abieastotthetadiivetiessoutstmuldibe e quen't
completing and ensure that your information-ite-alate. The site also includes links to
other helpful tools and resources for Behavioral Health.

The program is provided through Ablélreerapy360 PrograRarticipation is completely
voluntary and without extra charge. If you think you may be eligible to participate or would
like additional information regarding the program, please contact the number on your 1D
card.

Disease Managementr8ees

Disease Management Services

If you have been diagnosed with certain chronic medical conditions you may be eligible to
participate in a disease management program at no additional cost tohgaut fetlere,

coronary artery disease, diabetdsnaandChronic Obstructive Pulmonary Disease
(COPD)programs are designed to support you. This means that you will receive free
educational information, and may even be called by a registered nurse who is a specialist in
your specific medical conditiomig nurse will be a resource to advise and help you manage
your condition.

These programs offer:

Yy Educational materials that provide guidance on managing your specific chronic medical
condition. This may include information on symptoms, warning signarsejement
techniques, recommended exams and medications.

<,

Access to educational and-sedhagement resources on a consumer website.

<

An opportunity for the disease management nurse to work with your Physician to ensure
that you are receiving the appropréare.

Yy Access to and orm-one support from a registered nurse who specializes in your
condition. Examples of support topics include:

- Education about the specific disease and condition

- Medication management and compliance.

- Reinforcement of aline behawr modification program goals.
- Preparation and support for upcoming Physician visits.

- Review of psychosocial services and community resources.
- Caregiver status andhiame safety.

- Use of maibrder pharmacy and Network providers.

Participation is complégesoluntary and without extra charge. If you think you may be
eligible to participate or would like additional information regarding the program, please
contact the number on your ID card.

Wellness Programs

Maternity Support Program

If you are pregnant or thinking about becoming pregnant, and you are enrolled in the
medical Plan, you can get valuable educational information, advice and comprehensive case
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management by calling the number on your ID card. Your enroliment in the priddram
handled by an OB nurse who is assigned to you.

This program offers:

Enrollment by an OB nurse.

Preconception health coaching.

Written and online educational resources covering a wide range of topics.

First and second trimester risk screenings.

Identification and management efoathighrisk conditions that may impact pregnancy.

Predelivery consultation.

S R

Coordination with and referrals to other benefits and programs available under the
medical plan.

Yy A phone call from a nurse approximately tweks/postpartum to provide information
on postpartum and newborn care, feeding, nutrition, immunizations and more.

Yy Postpartum depression screening.

Participation is completely voluntary and without extra charge. To take full advantage of the
program, youra encouraged to enroll within the first trimester of Pregnancy. You can
enroll any time, up to your 34th week. To enroll, call the nampeur 1D card

As a program participant, you can always call your nurse with any questions or concerns you
might hae.

Complex Medical Conditions Programs and Services

Cancer Resource Services (CRS) Program

Your Plan offers Cancer Resource Services (CRS) program to provide you with access to
information and member assistance through a team of specialized cancersnliesgs
and access to one of the nationds | eading ca

To learn more abo@RS visit www.myoptumhealthcomplexmedical.com or call the
number on your ID card or call the program directhB669366002.

Coverage for oncology servicesandoncolegy at ed services are based
terms, exclusions, |imitations and conditi on
coverage guidelines. Participation in this program is voluntary.

68 SECTION - CLINICAPROGRAMS ANRESOURCES



MssV/ICCHOICHPLUSHEALTHPLAN

Cancer Support Program

UnitedHealthcare provides a program that identifies and supports a Covered Person who
has cancer. You have the opportunity to engage nuiteethat specializes in cancer,

education and guidance throughout your careYaiimay also call the program and speak
with a nurse whenever you need to. This nurse will be a resource and advocate to help you
manage your conditiohhis program will work with you and your Physicians, as

appropriate, toffer support anéducation on caar, and selfare strategies and treatment
options.

Participation is completely voluntary and without extra charge. If you think you may be
eligible to participate or would like additional information regarding the program, please call
the number on youDl card or call the program directly -866 936002.

For information regarding specific Benefits for cancer treatment within the Plan, see Section
6, Additional Coverage Datdits the headir@ancer Resource Services (CRS)

Comprehensive Kidney Soltion (CKS) program

For participants diagnosed with Kidney Disease, your Plan offers the Comprehensive
Kidney Solution (CKS) program to help you manage the effects of advanced Chronic
Kidney Disease (CKD) through Esthge Renal Disease (ESRD).

Should thelisease progress to the point of needing dialysis, CKS provides access to top
performing dialysis centers. That means you
practiceso6 approach from health care profess

There are humdds of contracted dialysis centers across the country, but in situations where
you cannot conveniently access a contracted dialysis center, CKS will work to negotiate
patientspecific agreements on your behalf.

To learn more about Comprehensive KidnéytiSos, visit
www.myoptumhealthcomplexmedical.comor call the number on your ID card.

Coverage for dialysisand kidney | at ed services are based on y
exclusions, limitamos and conditions, including the pla
coverage guidelines. Participation in this program is voluntary. If you decide to no longer
participate in the program, please contact CKS of your decision.

Kidney Resource Services (KRBYogram

End-Stage Renal Disease (ESRD)

The Kidney Resource Services program provides Covered Persons with access to a
registered nurse advocate who specializes in helping individuals live with kidney disease. As a
participant i n t hkewithkaRiBse pho avitj pravide, youywbhisdppolt w o
and information. The nurse can help you manage other conditions, such as diabetes and high
blood pressure. He or she can also help you find doctors, specialists and dialysis centers.
This program is availalat no extra cost to you.
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With KRS, you have access to a registered nurse who specializes in kidney health. This

program is designed to help you be your own best advocate for your health. You may have

been referred to the KRS program by your medicatlerar from past claim information.

As part of your health insurance benefits, i

KRS nurse advocates are available, Monday through Fritleg &ill8665617518
(TTY: 711).

Coverage for dialysisand kidredg ed servi ces are based on your
exclusions, I imitations and conditions, 1incl
coverage guidelines. Participation in this program is voluntary.

Congenital Heart Disease (CHD) Resource Services

UnitedHealthcare provides a program that identifies and supports a Covered Person who
has Congenital Heart Disease (CHD) through all stages of treatment and recovery. This
program will work with you and your Physicians, as appropriate, to offer support and
education on CHD. Program features include clinical management by specialized CHD
Nurses, support from specialized Social Workers, assistance with choosing Physicians and
Facilities, and access to Designated Providers.

To learn more about CHD Resourceri8es program, visit
www.myoptumhealthcomplexmedical.conor call UnitedHealthcare at the number on
your ID card or you can call the CHD Resource Services Nurse TealSR&{7/235.

Coverage for CHD surgeries and related services are basechomgourt h pl ands t er |
exclusions, | imitations and conditions, incl
coverage guidelines. Participation in this program is voluntary. If you are considering any

CHD surgeries you must contact CHD Resource Seawsimet® surgery to enroll in the

program in order for the surgery to be a considered a Covered Health Service under the

Plan.

Transplant Resource Services (TRS) Program

Your Plan offers Transplant Resource Services (TRS) program to provide you wigh access

one of the nationds | eading transplant progr
program means your transplant treatment i s ©b
health care professionals with extensive expertise in transplantation.

To learn more about Transplant Resource Services, visit
www.myoptumhealthcomplexmedical.conor call the number che-baek-ofour ID
card.

Coverage for transplant and transplalated servicesa@b ed on your heal t h |
exclusions, | imitations and conditions, incl
coverage guidelines. Participation in this program is voluntary.

Travel and Lodging Assistance Program

MissVICmay provide you witfravel and Lodging assistance. Travel and Lodging
assistance is only available for you or your eligible family member if you meet the
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gualifications for the benefit, including receiving care at a Designated Provider and the
distance from your home addnesthe facility. Eligible Expenses are reimbursed after the
expense forms have been completed and submitted with the appropriate receipts.

If you have specific questions regarding the Travel and Lodging Assistance Program, please
call the Travel arldbdging office at-B038420843.

Travel and Lodging Expenses

The Plan covers expenses for travel and lodging for the patient, provided he or she is not
covered by Medicare, and a companion as follows:

Yy Transportation of the patient and one companion wheviding on the same day(s) to
and/or from the site of the qualified procedure provided by a Designated Provider for
the purposes of an evaluation, the procedure or necessdigghasge followp.

The Eligible Expenses for lodging for the patientgwbt a Hospital inpatient) and
one companion.

If the patient is an enrolled Dependent minor child, the transportation expenses of two
companions will be covered.

Travel and lodging expenses are only available if the patient resides more than 50 miles
from the Designated Provider.

<N S S

Reimbursement for certain lodging expenses for the patient and his/her companion(s)
may be included in the taxable income of the Plan participant if the reimbursement
exceeds the per diem rate.

Yy The transplant program offen overall lifetime maximum of $10,000 per Covered
Person for all transportation and lodging expenses incurred by you and reimbursed
under the Plan in connection with all qualified procedures.

The Claims Administrator must receive valid receipts for sugéschefore you will be
reimbursed. Reimbursement is as follows:

Lodging

y A per diem rate, up to $50.00 per day, for the patient (when not in the Hospital) or the
caregiver.

Yy Per diem is limited to $100.00 per day, for the patient and one caregivechidthen a
the patient, two persons may accompany the child.

Examples of items that are not covered:

- Groceries.

- Alcoholic beverages.

- Personal or cleaning supplies.

- Meals.

- Overthe-counter dressings or medical supplies.

- Deposits.

- Utilities and furniture rentavhen billed separate from the rent payment.
- Phone calls, newspapers, or movie rentals.
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Transportation

Automobile mileage (reimbursed at the IRS medical rate) for the most direct route
between the patient's home and the Designated Provider.

Taxifares (not including limos or car services).
Economy or coach airfare.

Parking.

Trains.

Boat.

Bus.

Tolls.

SR SE Y
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SECTION-&EXCLUSIONS ANDMITATIONS: WHAT THE MEDICAL PLAN
WILL NOT COVER

What this section includes:
Yy Services, supplies and treatments that are not Covered Health Services, excgpt as may
be specifically provided for in SectioAdilitional Coverage Details.

The Plan does npay Benefits for the following services, treatments or supplies even if they
are recommended or prescribed by a provider or are the only available treatment for your
condition.

When Benefits are limited within any of the Covered Health Services cedesyoies! in
Section 6Additional Coverage Détai® limits are stated in the corresponding Covered
Health Service category in Sectidtdn Highlightsmits may also apply to some Covered
Health Services that fall under more than one Coverkld Sewice category. When this
occurs, those limits are also stated in SectansHighlighBlease review all limits
carefully, as the Plan will not pay Benefits for any of the services, treatments, items or
supplies that exceed these benefislimit

Please note that in listing services or examples, when tRé&an Summary says "this
includes," or "including but not limited to", it is not UnitedHealthcare's intent to
limit the description to that specific list. When the Plan does intend to limit a lif
services or examples, thBlan Sunmary specifically states that the list "is limited
to."

Alternative Treatments
1. Acupressure and acupuncture.

2. Aromatherapy.
Hypnotism.

Massage therapy.

o ~ w

Rolfing.

6. Art therapy, music therapy, dance theempmdassistetherapy and other forms of
alternative treatment as defined byNonal Center for Complementary and Alternative
Medicine (NCCAM) theNational Institutes of HeElik exclusion does not apply to
Manipulative Treatment and Am@nipulative osteopathic care for which Benefits are
provided as described in SectioAddlitional Coverage Details

7. Adventurebased therapy, ddrness therapy, outdoor therapy, or similar programs.
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Dental

1. Dental care (which includes dentahys, supplies and appliances and all associated
expenses, including hospitalizations and anesttesid adescribed in Section 5
underDental Serviddsesthesia and Faaildpental Servid&ediatric Preventive Dental

This exclusion does not apply to accidglated dental services for which Benefits are
provided as described unBemtal ServicAscident OmtySection 6Additional Coverage
Details.

This exclusion does not apply to dental care (oral examinabgs, ¥xtractions and
nonsurgical elimination of oral infection) required for the direct treatment of a medical
condition for whih Benefits are available under the Plan, limited to:

- Transplant preparation.

- Prior to the initiation of immunosuppressive drugs.

- The direct treatment of acute traumatic Injury, cancer or cleft palate.

Dental care that is required to treat the effectsefiecal condition, but that is not

necessary to directly treat the medical condition, is excluded. Examples include treatment
of dental caries resulting from dry mouth after radiation treatment or as a result of
medication.

Endodonticsperiodontal surgery and restorative treatment are excluded.

2. Preventive care, diagnosis, treatment of or related to the teeth, jawbones or gums.
Examples include:

- Extractions (including wisdom teeth), restoratnohreplacement of teeth.
- Medical or surgical treatments of dental conditions.
- Services to improve dental clinical outcomes.

This exclusion does not apply to preventive care for which Benefits are provided under
theUnited States Preventive Serniaeséashrement or thidealth Resources and Services
Administration (HRS#&juirement. This exclusion also does not apply to accident
related dental services for which Benefits are provided as describBdntati8ervices
Accident OrmySection gAdditional Coverage Details

3. Dental implants, bone grafts, and other impédated procedures.
This exclusion does not apply to accidglated dental services for which Benefits are

provided as described unBental ServicAscident OmtySection 6Additional Coverage
Details

4. Dental braces (ortdontics).
5. Treatment of congenitally missing, malpositioned or supernumerary (extra) teeth, even if
part of a Congenital Anomaly.

Devices, Appliances and Prosthetics

1. Devices used specifically as safety items or to affect performancerielsigalts
activities.
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7.
8.

Orthotic appliances and devices that straightershape a body part, except as
described und@&urable Medicajlipment (DME) Section 6Additional Coverage Details

Examples of excluded orthotic appliances and devices include but are not limited to,

foot orthotics(except when prescribed by a Physiai@hsome types of braces,

including orthotic braces avialiégaoverthe-counter. This exclusion does not include

diabetic footwear which may be covered for a Covered Person with diabetic foot disease.

The following items are excluded, even if prescribed by a Physician:

- Blood pressure cuff/monitor.

- Enuresis alarm.

- Non-wearable external defibrillator.
- Trusses.

- Ultrasonic nebulizers.

Repairs to prosthetic devices due to misuse, malicious damage or gross neglect.

Replacement of prosthetic devices due to misuse, malicious damage or gross neglect or
to replace lost or stolen items.

Devices and computers to assist in communication and speecfoegeéjtated
speeclyeneratingevices and trachesophageal voice devices for which Benefits are
provided as described unBerable Medical EquipfD&ME), Orthotics and Supplies
Section 6Additional Coverage Details

Oral appliances for snoring.

Powered and nepowered exoskeleton devices.

Drugs

1

Prescription drug products fautpatient use that are filled by a prescription order or
refill.

Selfadministered or sétffused medications. This exclusion does not apply to
medications which, due to their characteristics, (as determimgtkthiealthcare),

must typically be administered or directly supervised by a qualified provider or
licensed/certified health professional in an outpatient setting. This exclusion does not
apply to hemophilia treatment centers contracted to dispenséitiarfaagor

medications directly to Covered Persons feméeion.

Non-injectable medications given in a Physician's office. This exclusion does not apply
to noninjectable medications that are required En@ergency and consumed in the
Physician's office.

Overthe-counter drugs and treatments.

Growth hormone therapy.
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6. Certain pecialty medications ordered by a Physician thiIDgbSI ExpressScripts

7. Certain New Pharmaceutical Products and/or new dosage forms until the date as
determined by the Claims Administrator or the Claims Adiminiat or 6 s desi gnee
later than December 31st of the following calendar year.

This exclusion does not apply if you have-thigatening Sickness or condition (one
that is likely to cause death within one year of the request for treatmentaveyou
life-threatening Sickness or condition, under such circumstances, Benefits may be
available for the New Pharmaceutical Product to the extent provided for in Section 6,
Additional Coverage Details

8. A Pharmaceutical Product that contains (an) active ingredient(s) available in and
therapeutically equivalent (having essentially the same efficacy and adverse effect profile)
to another covered Pharmaceutical Product. Such determinations may be made up to si
times during a calendar year.

9. A Pharmaceutical Product that contains (an) active ingredient(s) which is (are) a
modified version of and therapeutically equivalent (having essentially the same efficacy
and advese effect profile) to another covered Pharmaceutical Product. Such
determinations may be made up to six times during a calendar year.

10. Benefits for Pharmaceutical Products for the amount dispensed (days' quppljty
limit) which exceeds the supply limit.

11 A Pharmaceutical Product with an approved biosimilar or a biosimilar and
therapeutically equivalent (having essentially the same efficacy and adverséeffect prof
to another covered Pharmaceutical Product. For the purpose of this exclusion a
"biosimilar” is a biological Pharmaceutical Product approved based on showing that it is
highly similar to a reference product (a biological Pharmaceutical Producthi@nd has
clinically meaningful differences in terms of safety and effectiveness from the reference
product. Such determinations may be made up to six times per calendar year.

12 Certain Pharmaceutical Products for wihiere are therapeutically equivalent (having
essentially the same efficacy and adverse effect profile) alternatives available, unless
otherwise required by law or approved by us. Such determinations may be made up to
six times during a calendar year.

13 Compounded drugs that contain certain bulk chemicals. Compounded drugs that are
available as a similar commercially available Pharmaceutical Product.

Experimental or Investigational or Unproven Services

1. Experimental or Investigational Services and Unproven Services and all services related
to Experimental or Investigational and Unproven Services are excluded The fact that an
Experimental or Investigational or Unproveni&ertreatment, device or
pharmacological regimen is the only available treatment for a particular condition will
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not result in Benefits if the procedure is considered to be Experimental or
Investigational or Unproven in the treatment of that particudition.

This exclusion does not apply to Covered Health Services provided during a Clinical
Trial for which Benefits are provided as described Ghdeal Triais Section 6,
Additional Coverage Details

Foot Care

1

S

©

Routine foot care. Examples include the cutting or removal of corns and calluses.

This exclusion does not apply to preventive foot care for Covered Persons with diabetes
for which Benefits are provided as described Dnaleete3ervicesSection 6,
Additional Coverage Details

Nail trimming, cutting, or debriding (removal of dead skin or underlying tissue).
Hygienic and preventive mainterafoot care. Examples include:

- Cleaning and soaking the feet.
- Applying skin creams in order to maintain skin tone.

This exclusion does not apply to preventive foot care for Covered Persons who are at
risk of neurological or vascular disease dirigingliseases such as diabetes.

Treatment of flat feet.

Treatment of subluxation of the foot.

Shoexcept when prescribed by a Physician

Shoe orthoticexcept when prescribed by a Physician
Shoe insertsxcept when prescribed by a Physician

Arch supportexcept when prescribed by a Physician

Medical Supplies

1

Prescribed or neprescribed medicalipplies. Example inclsdece bandages.

This exclusion does not apply to:

- Disposable supplies necessary for the effective use of Durable Medical Equipment
or prosthetics devicéx which Benefits are provided as described indable
Medical Equipm@iVE), Orthotics and Supplies and ProstheticSeetime$,
AdditionaCoverage Detaliss exception does not apply to supplies for the
administration of medical food products.

- Diabetic supplies for which Benefits are provided as describeDiabdézs Services
in Section 6Additional Coverage Details
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- Ostomy supplieof which Benefits are provided as described Qstemy Supplies
in Section 6Additional Coverage Details

- Urinarycatheter$or which Benefits are provided as described umheary Catheters
in SectionAdditional Coverage Details.

2. Tubings and masks except when used with Durable Medical Equipment as described
underDurable Medical Equipm&etctighAdditional Coverage Details

Mental Health, Neurobiological Disord@tgtism Spectrum Sorder Serviceand
SubstanceéRelated and Addictive Disorders Services

In addition to all other exclusions listed in this SectiexcRisions and Limitatibes
exclusions listed directly below apply to services describedlemi@éiHealth Services,
Neurobiological Diserélatsm Spectrum Disorder 8ad/meSubstarRelated and Addictive
Disorders Services in Section 6, Additional Caverage Details

1. Services performed in connection with comditiet classified in the current edition of
thelnternational Classification of Diseases section on Mental and BaHawagraldiicsorders
and Statistical Manual of the American Psychiatric Association

2. Outside of an initial assessment, services as treatments for a primary diagnosis of
conditions and problems that may be a focus of clinical attention, but are specifically
noted not to be mental disorders within the current edition Diabaostic andiStiatl
Manual of the American Psychiatric Association

3. Outside of initial assessment, services as treatments for the primary diagnoses of learning
disabilitiesgambling disorder, and paraphilic diserder

4. Services that are solely educational in nature or otherwise paid under state or federal law
for purely educational purposes.

5. Tuition for or services that are scHoa$ed for children and adolescents required to be
provided by, or paid for by, the school undemmtiwiduals with Disabilities Education Act.

6. Outside of initial assessnt, unspecified disorders for which the provider is not
obligated to provide clinical rationale as defined in the current editioDiafjthestic
and Statistical Manual of the American Psychiatric Association

7. Non-Medical 2Hour Withdrawal Management.

8. High intensity residential care includingerican Society of Addiction Medicine (ASAM)
criteria for Covered Persons withstabceelated and addictive disorders who are
unable to participate in their care due to significant cognitive impairment.

Nutrition

1. Nutritional or cosmetic therapy using high dose or mega quantities of vitamins, minerals
or elements, and other nutrition based therapy. Examples include supplements,
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electrolytes and foods of any kind (including high protein foods and low carbohydrate
foods).

Food of any kindnfant formula, standard milk based formula and donor breast milk.
This exclusion does not apply to enteral formula and other modified food products
which Benefits are provided as describeérEnteral Nutrition Section 6Additional
Coverage Details

Health education classes unless offered by UnitedHealthcare or its affiliates, including
but not limited to asthma, smoking cessation, anktweigrol classes.

Personal Care, Comfort or Convenience

1

N

o b~ w

Television.

Telephone.

Beauty/barber service.

Guest service.

Supplies, equipment and similar incidentals for personal comfort. Examples include:

- Air conditioners, air purifiers and filters and dehumidifiers.

- Batteries and batteryazers.

- Breast pumps. (This exclusion does not apply to breast pumps for which Benefits are
provided under thEealth Resources and Services Administratioqu(irfsRsax.)

- Car seats.

- Chairs, bath chairs, feeding chairs, toddler chairs, ergonoorieddtycbairs, chair
lifts and recliners.

- Exercise equipment and treadmills.

- Hot and cold compresses.

- Hot tubs.

- Humidifiers.

- Jacuzzis.

- Medical alert systems.

- Motorized beds, neHospital beds, comfort beds and mattresses.

- Music devices.

- Personal computers.

- Pillows.

- Poweroperated vehicles.

- Radios.

- Safety equipment.

- Saunas.

- Stair lifts and stair glides.

- Strollers.

- Treadmills.

- Vehicle modifications such as van lifts.

- Video players.
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Whirlpools.

Physical Appearance
1. Cosmetic Procedures. See the definition in SectiGloddarizxamples include:

5.

Liposuction or removal of fat deposits considered undesirable, including fat
accumulation under the male breashgule.This exclusion does not apply to
liposuction for which Benefits are provided as describedRew@rstructive Procedures
in Section 6Additional Coverage Details

Pharmacological regimens, nutritional procedures or treatments.

Scar or tattoo rerval or revision procedures (such as salabrasion, chemosurgery
and other such skin abrasion procedures).

Sclerotherapy treatment of veins.

Hair removal or replacement by any means.

Treatments for skin wrinkles or any treatment to improve the appearbhacskiof. t
Treatment for spider veins.

Skin abrasion procedures performed as a treatment for acne.

Treatments for hair loss.

Varicose vein treatment of the lower extremities, when it is considered cosmetic.

Replaement of an existing intact breast implant if the earlier breast implant was
performed as a Cosmetic Proceddote: Replacement of an existing breast implant is
considered reconstructive if the initial breast implant followed mastectomy. See
ReconstruetProcedimedection 6jdditional Coverage Details

Physical conditioning programs such as athletic trainindyuloityg, exercise, fitness,
flexibility, health club memberships and programs, spa titsanédiversion or
general motivation.

Weight loss programs whether or not they are under medical supervision or for medical
reasons, even if for morbid obesity.

Treament of benign gynecomastia (abnormal breast enlargement in males).

Procedures and Treatments
Biofeedback.

1

2.

Medical and surgical treatment of snoring, except wheshegrag a part of treatment
for documented obstructive sleep apnea.

Rehabilitation services and Manipulative Treatment to improve general physical
condition that are provided to reduce potential risk factong sibeificant therapeutic
improvement is not expected, including routinesteyngor maintenance/preventive
treatment.

Outpatient cognitive rehabilitation therapy except as Medically Néoksaany
traumatic brain Injury or cerebral vascular ac@ddrégxcept when covered under
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occupational rehabilitation under RehabilitatiOutpatiece I herapy and Manipulative
Treatmemt Section GAdditional Coverage Details

5. Speech therapy to treat stuttering, stammering, or other articulation disorders.

6. Rehabilitation services for speech therapy, except when required for treatment of a
speehb impediment or speech dysfunction that results from Injury, stroke, cancer,
Congenital Anomaly or Autism Spectrum Disorder as identifiedRetgsailitation
Service®utpatient Therapy and Manipulative rré&xuotiemt 6Additional Coverage
Detait

7. Excision or elimination of hanging skin on any part of the body. Examples include
plastic surgery procedures called abdominoplasty and brachioplasty.

8. Psychosurgeriobotomy).

9. Standalone multdisciplinary smoking cessation programs. These are programs that
usually include health care providers specializing in smoking cessation and may include a
psychologist, social workerother licensed or certified professional. The programs
usually include intensive psychological support, behavior modification techniques and
medications to control cravings.

10 Chelation therapy, except to ttesdvy metal poisoning.

11 Physiological modalities and procedures that result in similar or redundant therapeutic
effects when performed on the same body region during the same visit or office
encounter.

12 Sex transformation operations and related services.
13 The following treatments for obesity:

- Non-surgical treatment of obesity, even if for morbid obesity.
- Surgical treatment obesity unless there is a diagnosis of morbid obesity as
described und@besity Surgergection 6Additional Coverage Details

14. Medical and surgical treatment of excessive sweating (hyperhidrosis).

15 The following services for the diagnosis and treatment of temporomandibular joint
syndrome (TMJ): surface electromyography, Doppler analysis, vibration analysis,
computerized mandibular scan or jaw tracking, cranitiseapy, orthodontics,
occlusal adjustment, and dental restorations.

16. Breast reduction surgery except as coverage is required/oyndrés Health and Cancer
Rights Act of 1988 which Benefits are descrihgalerReconstructive Progedures
Section 6Additional Coverage Detalils.

17. Congenital Heart Disease surgery that is not received at a Designated Provider.
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18 Intracellular micronutrient testing

19 Health care services provided in the emergency department of a Hospital or Alternate

Facility that are not for an Emergency

20. Cellular and Gene Therapy services not received from a Designated Provider.

Providers

1

Services performed by a provider who is a family member by birth or marriage, includi
your Spouse, brother, sister, parent or child. This includes any service the provider may
perform on himself or herself.

Services performed by a provider with your same legal residence.
Services ordered or delivered by a Christian Science practitioner.

Services performed by an unlicensed provider or a provider who is operating outside of
the scope of his/her license.

Services provided at a Freestanding Facility or diagnostic HHaspaFacility without
an order written by a Physician or other provider. Services whichdarecsedf to a
Freestanding Facility or diagrobtospitalbased Facility. Services ordered by a
Physician or other provider who is an employee or representative of a Freestanding
Facility or diagnostic Hospitssed Facility, when that Physician or other provider:

- Has not been actively involved inrymeedical care prior to ordering the service.
- Is not actively involved in your medical care after the service is received.

This exclusion does not apply to mammography.

Reproduction

1.

2.

Health care services and related expenses for infegttityents, including assisted
reproductive technology, regardless of the reason for the treatment.

The following services related to a Gestational Carrier or Surrogate:

- All costs related to reproductive techniques including:
Assistive reproductive techogy.
Artificial insemination.
Intrauterine insemination.
Obtaining and transferring embryo(s).
- Health care services including:
Inpatient or outpatient prenatal care and/or preventive care.
Screenings and/or diagnostic testing.
Delivery and postatal care.
The exclusion for the health care services listed above does not apply when the
Gestational Carrier or Surrogate is a Covered Person.

- All fees including:
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A Screening, hiring and compensation of a Gestational Carrier or Surrogate
including surrogacy agenegd.

A Surrogate insurance premiums.

A Travel or transportation fees.

3. The following services related to donor services for donor sperm, ovum (egg cell) or

oocytes (eggs), or embryos (fertilized eggs):

- Donor egg® The cost of donor eggs, includingdical costs related to donor
stimulation and egg retrieval.
- Donor spernd The cost of procurement and storage of donor sperm.
4. Storage and retrieval of all reproductive materials. Examples include eggs, sperm,

testicular tissue and ovarian tissue.

5. Healthcare services and related expenses for surgiesygical or drutnduced
Pregnancy termination. This exclusion does not apply to treatment of a molar
Pregnancy, ectopic Pregnancy, or missed abortion (commonly known as a miscarriage).

6. In vitro fertilization regardless of the reason for treatment.
7. The reversal of voluntary sterilization.

8. Oral contraceptives may be covered under the Outpatient Pharmacy Plan.

Services Provided under Another Plan
Services for which coverage is available:

1. Under another plan, except for Eligible Expenses payable as described in Section 10,
Coordination of Benefits.(COB)

2. Under workers' compensation, or similar legislation if you catitl elecould have it
elected for you.

3. Services resulting from accidental bodily injuries arising out of a motor vehicle accident
to the extent the services are payable under a medical expense paymerdffaovision
automobile insurance policy.

4. While on active military duty.

5. For treatment of military serviedated disabilities when you are legally entitled to other
coverag, and facilities are reasonably available to you.

Transplants

1. Health services for organ and tissue transplants except those described under
Transplantation Semi&extion GAdditional Coverage Detasts UnitedHealthcare
determines the transplant to be appropriate according to UnitedHealthcare's transplant
guidelines.

2. Health services for transplants involving animal organs.
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6.

7.

Health services connected with the removal of an organ or tissue from you for purposes
of a transplant to another person. (Donor costs that are directly related to organ removal
are payable for a transplant throtinghorgan recipient's Benefits under the Plan.)

Health services for transplants involving permanent mechanical or animal organs.
Health services connected with theoreahof an organ or tissue from you for purposes

of a transplant to another person. (Donor costs that are directly related to organ removal
are payable for a transplant through the organ recipient's Benefits under the Plan.)

Transplant services that are not performed at a Designated Facility; and

Any solid organ transplant that is performed as a treatment for cancer.

Travel

1

Health services provided in a foreign country, unless required as Emergency Health
Services.

Travel or transportation expenses, even if ordered by a Physicians edeefiiied
underTravel and Lodging AssistanceiR1®gction 7Clinical Programs and Resources
Additional travel expenses related to Covered Health Services received from a
Designated Provider may be reimbursed at the Plan's discretion. Hiis ebazs not

apply to ambulance transportation for which Benefits are provided as described under
Ambulance Serincgsction 6Additional Coverage Details

Types of Care

1

Custodial Care or maintenance aargefined in Section Blpssapr maintenance
care.

Domiciliary Care, as defined in SectioGliggsary.

Multi-disciplinary pain management programs providediopadient basis for acute
pain or for exacerbation of chronic pain.

Private Duty Nursing.

Respite care. This exclusion does not apply to respite care that is part of an integrated
hospice care program of services provided to a terminally ill person by a licensed hospice
care agency for which Benefits are provided as describeldaspiee CameSection 6,
Additional Coverage Details

Rest cures.
Services of personal care attendants.

Work hardening (individualizedatment programs designed to return a person to work
or to prepare a person for specific work).
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Vision and Hearing

1

Implantable lenses used only to correct a refractive error (such as Intacs corneal
implants)

Purchase cost and associated fitting charges for eyeglasses or contact lenses.
Bone anchored hearing aids except when either of the following applies:

- For Covered Peons with craniofacial anomalies whose abnormal or absent ear
canals preclude the use of a wearable hearing aid.

- For Covered Persons with hearing loss of sufficient severity that it would not be
adequately remedied by a wearable hearing aid.

The Plan wiilnot pay for more than one bone anchored hearing aid per Covered Person
who meets the above coverage criteria during the entire period of time the Covered
Person is enrolled in this Plan. In addition, repairs and/or replacement for a bone
anchored hearirajd for Covered Persons who meet the above coverage are not
covered, other than for malfunctions.

Eye exercise or vision therapy

Surgery and other related treatrtfegitis intended to correct nearsightedness,
farsightedness, presbyopia and astigmatism including, but not limited to, procedures
such as laser and other refractive eye surgery and radial keratotomy.

All Other Exclusions

1

2.

Autopsies and other coroner services and transportation services for a corpse.

Charges for:

Missed appointments.

Room or facility reservations.
Completion of claim forms.
Record processing.

Charges prohibited by federal-&imkback or selfeferral statutes.
Diagnostic tests that are:
- Delivered in other than a Physician's office or health care facility.

- Sdf-administered home diagnostic tests, including but not limited to HIV and
Pregnancy tests.

Expenses for health services and supplies:

- That are received as a result of war or any act of war, whether declared or
undeclared, while part of any armed service force of any country. This exclusion
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does not apply to Covered Persons who are civilians injured or otherwise affected by
war, any act of war or terrorism in a-m@m zone.

- That are received after the date gouerage under this Plan ends, including health
services for medical conditions which began before the date your coverage under the
Plan ends.

- For which you have no legal responsibility to pay, or for which a charge would not
ordinarily be made in the abse of coverage under this Benefit Plan.

- That exceed Eligible Expenses or any specified limitationHrathiS8ummary

In the event a NofNetwork provider waives, does not pursue, or fails to collect the

Copayment, Coinsurance, any deductible or other amount owed for a particular health

service, no Benefits are provided for the health service for which the Copayment,

Coinsurance and/or deductible are waived.

Foragn language and sign language services.
Long term (more than 30 days) storage of blood, umbilical cord or other material.

Health services and supplies that do not thneekefinition of a Covered Health Service
- see the definition in Section GdgssarZovered Health Services are those health
services including services, supplies or Pharmaceutical Products, which the Claims
Administrator determines to be all offibiowing:

- Medically Necessary.

- Described as a Covered Health Service iRldtnsSummaryunder Section 6,
Additional Coverage Datdilin Section Blan Highlights.

- Not otherwise excluded in tft&n Summaryunder this Section Bxclusions and
Limitations

10. Health services related to a4@overed Health Service: When a service is not a

Covered Health Service, all services related to th@bmered Health Service are also
excluded. This exclusion doesapply to services the Plan would otherwise determine

to be Covered Health Services if they are to treat complications that arise from the non
Covered Health Service.

For the purpose of this exclusion, a "complication" is an unexpected or unanticipated
condition that is superimposed on an existing disease and that affects or modifies the
prognosis of the original disease or condition. Examples of a "complication” are
bleeding or infections, following a Cosmetic Procedure, that require hospitalization.

11 Physical, psychiatric or psychological exams, testing, all forms of vaccinations and

immunizations or treatments when:

- Required solely for purposes of education, sports or camp, travel, career or
employment, insunae, marriage or adoption; or as a result of incarceration.

- Conducted for purposes of medical research. This exclusion does not apply to
Covered Health Services provided during a Clinical Trial for which Benefits are
provided as described un@énical Talsin Section 6Additional Coverage Details

- Related to judicial or administrative proceedings or orders.

- Required to obtain or maintain a license of any type.
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SECTION-CLAIMS PROCEDURES

What this section includes:
y" How Network and no#Network claims work.

Yy What to do if your claim is denied, in whole or in part.

Network Benefits

In general, if you receive Covered Health Services fretwarkiprovider,

UnitedHealthcare will pay the Physician or facility directly. If a Network provider bills you
for any Covered Health Service other than your Copay or Coinsurance, please contact the
provider or call UnitedHealthcare at the phone numbgyuwiiD card for assistance.

Keep in mind, you are responsible for meeting the Annual Deductible and paying any Copay
or Coinsurance owed to a Network provider at the time of service, or when you receive a bill
from the provider.

NonNetwork Benefits

If you receive a bill for Covered Health Services from-Betwrork provideryou (or the

provider if they prefer) must send the bill to UnitedHealthcare for processing. To make sure
the claim is processed promptly and accurately, a completed claim faeratasted

and mailed to UnitedHealthcare at the addregsur ID card

If Your Provider Does Not File Your Claim

You can obtain a claim form by visitmgw.myuhc.com calling the tefree number on

your ID card or contactingpurHuman Resourc&epartmentlf you do not have a claim
form, simply attach a brief letter of explanation to the bill, and verify that the bill contains
the information listed below. If apfythese items are missing from the bill, you can include
them in your letter:

Yy Your name and address.

The patient's name, age and relationship to the Participant.

The number as shown on your ID card.

The name, address and tax identification numbermfoWider of the service(s).

A diagnosis from the Physician.

The date of service.

SIS XS

An itemized bill from the provider that includes:

- TheCurrent Procedural TerminologyofeB.T)

- A description of, and the charge for, each service.

- The date th&ickness or Injury began.

- A statement indicating either that you are, or you are not, enrolled for coverage
under any other health insurance plan or program. If you are enrolled for other
coverage you must include the name and address of the othex) carrier(
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Failure to provide all the information listed above may delay any reimbursement that may be
due you.

For medical claims, the above information should be filed with UnitedHealthcare at the
address on your ID card.

After UnitedHealthcare has processent glaim, you will receive payment for Benefits that
the Plan allows. It is your responsibility to pay théletmork provider the charges you
incurred, including any difference between what you were billed and what the Plan paid.

Payment of Benefits

Except as required by this Surprises Atthe Consolidated Appropriations Act (260116

you may not assign, transfer, or in any way convey your Benefits under the Plan or any cause
of action related to your Benefits under the Plan to a providearor other third party.

Nothing in this Plan shall be construed to make the Plan, Plan Sponsor, or Claims
Administrator or its affiliates liable for payments to a provider or to a third party to whom

you may be liable for payments for Benefits.

The Plarwill not recognize claims for Benefits brought by a third party. Also, any such third
party shall not have standing to bring any such claim independently, as a Covered Person or
beneficiary, or derivatively, as an assignee of a Covered Person ornyjeneficiar

References herein to o0third partiesd include
agencies or third parties that have purchased accounts receivable from providers or to whom
accounts receivables have been assigned.

As a matter of convenigmto a Covered Person, and where practicable for the Claims
Administrator (as determined in its sole discretion), the Claims Administrator may make
payment of Benefits directly to a provider.

Any such payment to a provider:

Yy is NOT an assignment of yougrifits under the Plan or of any legal or equitable right
to institute any proceeding relating to your Benefits; and

y  is NOT a waiver of the prohibition on assignment of Benefits under the Plan; and

y" shall NOT estop the Plan, Plan Sponsor, or Claims Attatori$rom asserting that
any purported assignment of Benefits under the Plan is invalid and prohibited.

I f this direct payment for your convenience
respect to such Benefits is extinguished by such payment. If any payment of your Benefits is
made to a provider as a convenience to you, the Claims Administraéat wadltrrather

than the provider, as the beneficiary of your claim for Benefits, and the Plan reserves the

right to offset any Benefits to be paid to a provider by any amounts that the provider owes

the Plan (including amounts owed as aresult of thenasse nt of ot her pl ans?®
recovery rights to the Plan), pursuaidatund of Overpaym@&sdstion 10: Coordination of

Benefits
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Form of Payment of Benefits

Payment of Benefits under the Plan shall be in cash or cash equivalents, or in the form of
other consideration that UnitedHealthcare in its discretion determines to be adequate. Where
Benefits are payablieattly to a provider, such adequate consideration includes the
forgiveness in whole or in part of amounts the provider owes to other plans for which
UnitedHealthcare makes payments, where the Plan has taken an assignment of the other
plans' recovery rightor value.

Health Statements

Each month in which UnitedHealthcare processes at least one claim for you or a covered
Dependent, you will receive a Health Statement in the mail. Health Statements make it easy
for you to manage your family's medical cggtsdviding claims information in etsy

understand terms.

If you would rather track claims for yourself and your covered Dependents online, you may
do so awwww.myuhc.com You may also elect to discontinue receipt of paper Health
Statements by makirdgetappropriate selection on this site.

Explanation of Benefits (EOB)

You may request that UnitedHealthcare send you a paper copy of an Explanation of
Benefits (EOB) after processing the claim. The EOB will let you know if there is any portion
of the clainyou need to pay. If any claims are denied in whole or in part, the EOB will
include the reason for the denial or partial payment. If you would like paper copies of the
EOBs, you may call the tbkbe number on your ID card to request them. You can also

view and print all of your EOBs onlinenatw.myuhc.com See Section 1@lossarfor

the definition of Explanation of Benefits.

Important - Timely Filing of Non -Network Claims

All claim forms for noiNetwork services must be submitted withimagths after the
date of service. Otherwise, the Plan will not pay any Benefits for that Eligible Expense, or
Benefits will be reduced, as determined by UnitedHealffuaré2month requiremen
does not apply if you are legally incapacitated. Iflgoarrelates to an Inpatient Stayj
the date of service is the date your Inpatient Stay ends.

Claim Denials and Appeals

If Your Claim is Denied

If a claim for Benefits is denied in part or in whole, you may call UnitedHealthcare at the
number on your ID cdrbefore requesting a formal appeal. If UnitedHealthcare cannot
resolve the issue to your satisfaction over the phone, you have the right to file a formal
appeal as described below.

How to Appeal a Denied Claim

If you wish to appeal a denied-peevice rguest for Benefits, pesérvice claim or a
rescission of coverage as described below, you or your authorized representative must
submit your appeal in writing within 180 days of receiving the adverse benefit determination.
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You do not need to submit urgeatre appeals in writing. This communication should
include:

Yy The patient's name and ID number as shown on the ID card.
The provider's name.

The date of medical service.

The reason you disagree with the denial.

<SS S

Any documentation or other writteriormation to support your request.

First Level Review

Step 1

You must present a written complaint to the Customer Care representative at United
HealthCare. You, your designee or guardian, your Physician or your health care provider
may file the appeal.

Written complaints should be addressed to:

United HealthCare
Central Escalation Unit
PO Box 659735

San Antonio, TX 7826%/35

Step 2

United HealthCare will acknowledge, in writing, the receipt of your appeal within 3 days and
request all the information ue@d to evaluate your case.

Step 3.

A formal decision will be made within 15 days after receipt of all required information. You
will be notified orally of the decision and written notice will be sent following oral
notification.

For urgent care requegis Benefits that have been denied, you or your provider can call
UnitedHealthcare at the tbke number on your ID card to request an appeal.
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Types of claims
The timing of the claims appeal process is based on the type of claim you are agpealing.
If youwish to appeal a claim, it helps to understand whether it is an:
Yy Urgent care request for Benefits.

Yy Preservice request for Benefits.
Yy Postservice claim.

y" Concurrent claim.

Urgent Appeals that Require Immediate Action

Your appeal may require immediate mdt@ delay in treatment could significantly increase

the risk to your health, or the ability to regain maximum function, or cause severe pain. If
your situation is urgent, your review will be conducted as quickly as possible. If you believe
your situatio is urgent, you may request an expedited review, and, if applicable, file an
external review at the same time. For help call the Claims Administrator at the number listed
on your health plan ID card. Generally, an urgent situation is when your lite ardyea

be in serious jeopardy. Or when, in the opinion of your doctor, you may be experiencing
severe pain that cannot be adequately controlled while you wait for a decision on your claim
or appeal.

Review of an Appeal

UnitedHealthcare will condudiudl and fair review of your appeal. The appeal may be
reviewed by:

Yy An appropriate individual(s) who did not make the initial benefit determination.

Yy A health care professional with appropriate expertise who was not consulted during the
initial benefit detenination process.

Once the review is complete, if UnitedHealthcare upholds the denial, you will receive a
written explanation of the reasons and facts relating to the denial.

Filing a Second Appeal

YourPlan offers two levels of appeal. If you are tisfied with the first level appeal
decision, you have the right to request a second level appeal from UnitedHealthcare within
60 days from receipt of the first level appeal determination.

Note: Upon written request and free of charge, any Covered Peagogsamine their

claim and/or appeals file(s). Covered Persons may also submit evidence, opinions and
comments as part of the internal claims review process. UnitedHealthcare will review all
claims in accordance with the rules established Bystheepament of Labsiny Covered

Person will be automatically provided, free of charge, and sufficiently in advance of the date
on which the notice of final internal adverse benefit determination is required, with: (i) any
new or additional evidence considemaied upon or generated by the Plan in connection

with the claim; and, (ii) a reasonable opportunity for any Covered Person to respond to such
new evidence or rationale.
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Administrative Complaints

If you have a complaint concerning products, serviegatiops or protocols, you should
contact ouCustomer CBepartment at the telephone number shown on your ID card.

Customer Cegpresentatives are available to take your call during regular business hours,
Monday through Friday. At other times, you Isave a message on voicem&ugtomer
Careepresentative will return your call. If you would rather send your complaint to us in
writing at this point, thEéustomer Cegpresentative can provide you with the appropriate
address.

External IndependeReview Program

If we make a final determination to deny Benefits, you may choose to request an
independent external review. This program only applies if our decision is based on either of
the following:

y  Clinical reasons.

Yy The exclusion for Experimentaldyéstigational or Unproven Services.

Step 1:

Within 30 days after you receive written notice of United HealthCare's decision, you must
send a written request to United HealthCare, at the address above, including any information
or documentation to suppgrour request for the covered service or claim for a covered
service.

Step 2.
United HealthCare will respond to the request within 30 days and shall:

Yy~ provide for the joint selection of an external independent reviewer by you, your
Physician or other heatthre provider and United HealthCare; and

y  forward to the independent reviewer all medical records and supporting documentation
pertaining to the case.

Step 3:

The independent reviewer will make a decision within 5 days after the receipt of all necessary
information. The Decision of the independent review is final.

If your request requires immediate attention because delay would significantly increase the
risk to your health or when extended health care services for a current course of treatment
are at issuélnited HealthCare shall seek to expedite the external independent review. We
will notify you of the reviewer's determination no more than 24 hours after receipt of all
necessary information.

External Review Program

If, after exhausting yoimternal appeals, you are not satisfied with the determination made
by UnitedHealthcarer if UnitedHealthcaffails to respond to your appeal in accordance
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with applicable regulations regarding timing, you may be entitled to request an external
reviewof UnitedHealthcalg determination. The process is available at no charge to you.

If one of the above conditions is met, you may request an external review of adverse benefit
determinations based upon any of the following:

y Clinical reasons.

Yy The exclusianfor Experimental or Investigational Service(s) or Unproven Service(s).

Yy Rescission of coverage (coverage that was cancelled or discontinued retroactively).

Yy As otherwise required by applicable law.

You or your representative may request a standard erteavaby sending a written

request to the address set out in the determination letter. You or your representative may
request an expedited external review, in urgent situations as detailed below, by calling the
number on your ID card or by sending atanitequest to the address set out in the
determination letter. A request must be made within four months after the date you received
UnitedHealthcal® decision.

An external review request should include all of the following:

A specific request for antesnal review.
The Covered Person's name, address, and insurance 1D number.

Your designated representative's name and address, when applicable.

<SS

The service that was denied.

Yy Any new, relevant information that was not provided during the internal appeal.

An external review will be performed by an Independent Review Organization (IRO).
UnitedHealthcare has entered into agreements with three or more IROs that have agreed to
perform such reviews. There are two types of external reviews available:

Yy A standard exteal review.

Yy An expedited external review.

Standard External Review
A standard external review is comprised of all of the following:

y A preliminary review by UnitedHealthcare of the request.
y A referral of the request by UnitedHealthcare to the IRO.
y" A decisin by the IRO.

Within the applicable timeframe after receipt of the request, UnitedHealthcare will complete
a preliminary review to determine whether the individual for whom the request was
submitted meets all of the following:
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y Is or was covered under fAkan at the time the health care service or procedure that is
at issue in the request was provided.

Yy Has exhausted the applicable internal appeals process.

Yy Has provided all the information and forms required so that UnitedHealthcare may
process theequest.

After UnitedHealthcare completes the preliminary review, UnitedHealthcare will issue a
notification in writing to you. If the request is eligible for external review, UnitedHealthcare
will assign an IRO to conduct such review. UnitedHealthdaagsigh requests by either
rotating claims assignments among the IROs or by using a random selection process.

The IRO will notify you in writing of the request's eligibility and acceptance for external
reviewand if necessary, for any additional infoomaieeded to conduct the external

review Youwill generally have smbmitthe additional informatian writing to the IRO

within ten business days following the yladereceivéhelRO6 s r e q uadditbnalf or t he
information. The IRO is nwequired to, buthay, accept and consider additional

information submitted by you after ten business days.

UnitedHealthcare will provide to the assigned IRO the documents and information
considered in making UnitedHealthsadtetermination. The documentdude:

y  All relevant medical records.
y" All other documents relied upon by UnitedHealthcare

Yy~ All other information or evidence that you or your Physician submitted. If there is any
information or evidence you or your Physician wish to submit that \wessviaisly
provided, you may include this information with your external review request and
UnitedHealthcare will include it with the documents forwarded to the IRO.

In reaching a decision, the IRO will review the claim as new and not be bound by any
decisons or conclusions reached by UnitedHealththeelRO will provide written notice

of its determination (the "Final External Review Decision") within 45 days after it receives
the request for the external review (unless they request additional yivoeagnee). The

IRO will deliver the notice of Final External Review Decision to you and UnitedHealthcare,
and it will include the clinical basis for the determination.

Upon receipt of a Final External Review Decision reversing
UnitedHealthcafedetermimtion, the Plan will immediately provide coverage or payment
for the benefit claim at issue in accordance with the terms and conditions of the Plan, and
any applicable lawgarding plan remedies. If the Final External Review Degs:es

with UnitedHehk t h cdaterreirtasorthe Plan will not be obligated to provide Benefits for
the health care service or procedure.

Expedited External Review

An expedited external review is similar to a standard external review. The most significant
difference betweehd two is that the time periods for completing certain portions of the
review process are much shorter, and in some instances you may file an expedited external
review before completing the internal appeals process.
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You may make a written or verbal regioestn expedited external review if you receive
either of the following:

Yy An adverse benefit determination of a claim or appeal if the adverse benefit
determination involves a medical condition for which the time frame for completion of
an expedited intemhappeal would seriously jeopardize the life or health of the
individual or would jeopardize the individual's ability to regain maximum function and
you have filed a request for an expedited internal appeal.

y A final appeal decision, if the determinatigalves a medical condition where the
timeframe for completion of a standard external review would seriously jeopardize the
life or health of the individual or would jeopardize the individual's ability to regain
maximum function, or if the final appealslen concerns an admission, availability of
care, continued stay, or health care service, procedure or product for which the
individual received emergency services, but has not been discharged from a facility.

Immediately upon receipt of the request,ddhriealthcare will determine whether the
individual meets both of the following:

Yy Is or was covered under the Plan at the time the health care service or procedure that is
at issue in the request was provided.

Yy Has provided all the information and forms requso that UnitedHealthcare may
process the request.

After UnitedHealthcare completes the review, UnitedHealthcare will immediately send a
notice in writing to you. Upon a determination that a request is eligible for expedited
external review, UnitedHéalare will assign an IRO in the same manner UnitedHealthcare
utilizes to assign standard external reviews to IROs. UnitedHealthcare will provide all
necessary documents and information considered in making the adverse benefit
determination or final advetsenefit determination to the assigned IRO electronically or by
telephone or facsimile or any other available expeditious method. The IRO, to the extent the
information or documents are available and the IRO considers them appropriate, must
consider the sae type of information and documents considered in a standard external
review.

In reaching a decision, the IRO will review the claim as new and not be bound by any
decisions or conclusions reached by UnitedHealthbartRO will provide notice of the

final external review decision for an expedited external review as expeditiously as the
claimant's medical condition or circumstances require, but in no event more than 72 hours
after the IRO receives the request. If the initial notice is not in writimig ABitours after

the date of providing the initial notice, the assigned IRO will provide written confirmation of
the decision to you and to UnitedHealthcare.

You may contact UnitedHealthcare at thdrgsl number on your ID card for more
information rgarding external review rights, or if making a verbal request for an expedited
external review.
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Timing of Appeals Determinations

Separate schedules apply to the timing of claims appeals, de
There are three types of claims:

pending on the type of claim.

Yy Urgent care request for Benefits request for Benefits provided in connection with

urgent care services.
Yy PreService request for Benefitsrequest for Benefits which

the Plan must approve or

in which you must notify UnitedHealthcare beforeungant car is provided.

Yy PostService a claim for reimbursement of the cost of-nagent care that has already

been provided.

Please note that the decision is based only on whether or not Benefits are available under the

Plan for the proposed treatmenpoocedure.

You may have the right to external review througidapendent

upon the completion of the internal appeal process. Instructions regarding any such rights,

Review Orgafiz@jon

and how to access those rights, will be provided in the Stimmrgstrator's decision letter

to you.

The tables below describe the time frames which you and UnitedHealthcare are required to

follow.

Urgent Care Request for Benefits

Type of Request for Benefits or Appeal

Timing

If your request for Benefitsilcomplete, UnitedHealthcare
must notify you within:

24 hours

You must then provide completed request for Benefits tg
UnitedHealthcare within:

48 hoursafter
receiving notice of
additional information
required

UnitedHealthcare must notify you of tiemefit
determination within:

72 hours

If UnitedHealthcare denies your request for Benefits, yol
must appeal an adverse benefit determination no later tk

180 daysfter
receiving the advers
benefit determinatior]

UnitedHealthcare must notify you o ippeal decision
within:

72 hoursafter
receiving the appea

“You do not need to submit urgent care appeals in writing. You
soon as possible to appeal an urgent care request for Benefits.

should call UnitedHeal
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Pre-Service Request foBenefits

Type of Request for Benefits or Appeal Timing

If your request for Benefits is filed improperly,

UnitedHealthcare must notify you within: 5 days
If your request for Benefits is incomplete, UnitedHealthc

: e 15 days
must notify you within:
You must then provide completed request for Benefits 45 davs
information to UnitedHealthcare within: y
UnitedHealthcare must notify you of the benefit determination:
y if the initial request for Benefits is complete, within: 15 days
Yy after receiving theompleted request for Benefits (if the

15 days

initial request for Benefits is incomplete), within:

180 daysfter
receiving the advers
benefit determinatior

You must appeal an adverse benefit determination no la
than:

UnitedHealthcare must notify you of the first level appea 15 daysafter receiving
decision within: the first level appeal

60 daysafter receiving
the first level appeal
decision

You must appeal the first level appeal (file a second leve
appeal) within:

UnitedHealthcare must notify you of the second level ap| 15 daysafter receiving
decision within: the second level appe

*UnitedHealthcare may require a-time extension for the initial cladietermination, of no
more than 15 days, only if more time is needed due to circumstances beyond control ¢

PostService Claims

Type of Claim or Appeal Timing
If_yo_url claim is incomplete, UnitedHealthcare must notify, 30 days
within:
You must then provide completed claim information to 45 davs
UnitedHealthcare within: y
UnitedHealthcare must notify you of the benefit determination:
y if the initial claim is complete, within: 30 days
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PostService Claims

Type of Claim or Appeal Timing

Yy after receiving the completed claim (iirtit@l claim is
incomplete), within: 30 days

180 daysfter
receiving the advers
benefit determination

You must appeal an adverse benefit determination no la
than:

UnitedHealthcare must notify you of the first level appea 30 daysafter receiving
decision within: the first level appeal

60 daysafter receiving
the first level appeal
decision

You must appeal the first level appeal (file a second leve
appeal) within:

UnitedHealthcare must notify you of the second level ap| 30 daysafter receiving
decision within: the second level appe

Concurrent Care Claims

If an ongoing course of treatment was previously approved for a specific period of time or
number of treatments, and your request to extend the treatment is an urgent care request for
Benefits as defined above, your request will be decided within 24 hours, provided your
request is made at least 24 hours prior to the end of the approved treatment.
UnitedHealthcare will make a determination on your request for the extended treatment
within 24 hours from receipt of your request.

If your request for extended treatment is not made at least 24 hours prior to the end of the
approved treatment, the request will be treated as an urgent care request for Benefits and
decided according to the timaehes described above. If argoing course of treatment

was previously approved for a specific period of time or number of treatments, and you
request to extend treatment in a-noogent circumstance, your request will be considered a
new request and deéed according to peservice or prservice timeframes, whichever

applies.

Limitation of Action

You may not bring any action in law or in equity under the Plan unless you have exhausted
the Plands cl aims procedur gedong sosnaccordaeced i n t
with the timeframes set forth herein. No lawsuit may be commenced or maintained to

recover Benefits or any other relief under this Plan after the date that is twelve (12) months
after the date on which you are notified of a fa@sithn regarding the claim under the

Pl ands claims procedures.

Any action by any party relating to or arising under the Plan may be brought and resolved

only in federal court in the U.S. District Court for the Southern District of Illinois or in state

court in the Circuit Court of any lllinois County in which any Participating School District

resi des. Il n any action, each party .shall be
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SECTION E@COORDINATION OF BENEFITS (COB)

What this section includes:
Yy~ How your Benefits under this Plan coordinate with other medical plans.

Yy~ How coverage is affected if you become eligible for Medicare.

Yy Procedures in the evghe Plan overpays Benefits.

Benefits When You Have Coverage under More than One Plan

This section describes how Benefits under the Plan will be coordinated with those of any
other plan that provides benefits to you.

When Does Coordination of Benefitglyd

ThisCoordination of Benefits p@B)jon applies to you if you are covered by more than
one health benefits plan, including any one of the following:

Yy~ Another employer sponsored health benefits plan.
Yy A medical component of a grdopgterm care plan, such as skilled nursing care.

Yy No-fault or traditional "fault" type medical payment benefits or personal injury
protection benefits under an auto insurance policy.

Yy Medical payment benefits under any premises liability or other tigiektytoverage.
Yy Medicare or other governmental health benefit.

If coverage is provided under two or more plans, COB determines which plan is primary

and which plan is secondary. The plan considered primary pays its benefits first, without

regard to th possibility that another plan may cover some expenses. Any remaining

expenses may be paid under the other plan, which is considered secondary. The Secondary

Plan may determine its benefits based on the benefits paid by the Primary Plan. How much

this Pla will reimburse you, if anything, will also depend in part on the Allowable Expense.

The term, O0OAll owable Expense, 6 is further ex

What Are the Rules for Determining the Order of Benefit Payments?

Order of Benefit Determination Rules

The order of benefit determination rules determine whbkih&tan is a Primary Plan or
Secondary Plan when the person has health care coverage under more than one Plan. When
this Plan is primary, it determines payment for its benefits first before those of any other

Plan without considering any other Plan's benefits. ikdétian is secondary, it

determines its benefits after those of another Plan and may reduce thé paysfds

that all Plan benefits do not exceed 100% of the total Allowable Expense.

The order of benefit determination rules below govern the order in which each Plan will pay
a claim for benefits.
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Primary Plan.The Plan that pays first is called thea&ry Plan. The Primary Plan must
pay benefits in accordance with its policy terms without regard to the possibility that
another Plan may cover some expenses.

Secondary PlanThe Plan that pays after the Primary Plan is the Secondary Plan. The
Secondaryl&n may reduce the benefits it pays so that payments from all Plans do not
exceed 100% of the total Allowable Expense. Allowable Expense is defined below.

When a person is covered by two or more Plans, the rules for determining the order of
benefit paymestare as follows:

A.

This Plan will always be secondary to medical payment coverage or personal injury
protection coverage under any auto liability faulbinsurance policy.

When you have coverage under two or more medical plans and only one has COB
provisions, the plan without COB provisions will pay benefits first.

Each Plan determines its order of benefits using the first of the following rules that
apply:
1. Non-Dependent or DependentThe Plan that covers the person other than as a

dependent, for example as an employee, former employee under COBRA,
policyholder, subscriber or retiree is the Primary Plan and the Plan that covers the

person as a dependent is the Secondary Plan. However, if the person is a Medicare

beneficiary and, asesult of federal law, Medicare is secondary to the Plan
covering the person as a dependent; and primary to the Plan covering the person
as other than a dependent (e.g. a retired employee); then the order of benefits
between the two Plans is reversetiaiothe Plan covering the person as an

employee, policyholder, subscriber or retiree is the Secondary Plan and the other
Plan is the Primary Plan.

2. Dependent Child Covered Under More Than One Coverage Plddnless
there is a court decree stating otherwisns covering a dependent child shall
determine the order of benefits as follows:

a) For a dependent child whose parents are married or are living together,
whether or not they have ever been married:
(1) The Plan of the parent whose birthday falls eartleRlanyear is the
Primary Plan; or
(2) If both parents have the same birthday, the Plan that covered the parent
longest is the Primary Plan.
b) For a dependent child whose parents are divorced or separated or are not
living togethenyvhether or not they have ever been married:
(1) If a court decree states that one of the parents is responsible for the

dependent child's health care expenses or health care coverage and the Plan

of that parent has actual knowledge of those terms, thatfgiarary. If
the parent with responsibility has no health care coverage for the

dependent child's health care expenses, but that parent's spouse does, that
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parent's spouse's plan is the Primary Plan. This shall not apply with respect
to any plan year dugnvhich benefits are paid or provided before the
entity has actual knowledge of the court decree provision.

(2) If a court decree states that both parents are responsible for the dependent
child's health care expenses or health care coverage, the provisions of
subparagraph a) above shall determine the order of benefits.

(3) If a court decree states that the parents have joint custody without
specifying that one parent has responsibility for the health care expenses or
health care coverage of the dependent clalgydisions of
subparagraph a) above shall determine the order of benefits.

(4) If there is no court decree allocating responsibility for the child's health
care expenses or health care coverage, the order of benefits for the child
are as follows:

a) The Plan ceering the Custodial Parent.

b) The Plan covering the Custodial Parent's spouse.
c) The Plan covering the n@ustodial Parent.

d) The Plan covering the n@ustodial Parent's spouse.

For purpose of this section, Custodial Parent is the parent awarded custody
by acourt decree or, in the absence of a court decree, is the parent with
whom the child resides more than one half of the calendar year excluding
any temporary visitation.

c) For a dependent child covered under more than one plan of individuals who
are not the arents of the child, the order of benefits shall be determined, as
applicable, under subparagraph a) or b) above as if those individuals were
parents of the child.

d (i) For a dependent child who has cove
andalsohasi s or her own coverage as a depe
rule in paragraph (5) applies.

(ii) I'n the event the dependent chil do:
on the same date as the dependent chil
p ar elars,ghé order of benefits shall be determined by applying the
birthday rule in subparagraph (a) to t|
dependent &8s spouse.

3.  Active Employee or Retired or Laidoff Employee.The Plan that covers a

person as an aatiemployee, that is, an employee who is neither laid off nor

retired is the Primary Plan. The same would hold true if a person is a dependent of

an active employee and that same person is a dependent of a retiefd or laid

employee. If the other Plan dowt have this rule, and, as a result, the Plans do

not agree on the order of benefits, this rule is ignored. This rule does not apply if

the rule labeleld.1. can determine the order of benefits.

4. COBRA or State Continuation Coveragédf a person whose coverage is
provided pursuant to COBRA or under a right of continuation provided by state
or other federal law is covered under another Plan, the Plan covering the person as
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an employee, member, subscriber or retiree or covering timegseasdependent

of an employee, member, subscriber or retiree is the Primary Plan, and the
COBRA or state or other federal continuation coverage is the Secondary Plan. If
the other Plan does not have this rule, and as a result, the Plans do not agree on
the order of benefits, this rule is ignored. This rule does not apply if the rule
labeled.1. can determine the order of benefits.

5.  Longer or Shorter Length of Coveragél'he Plan that covered the person the
longer period of time is the Primary Plan and the Plan that covered the person the
shorter period of time is the Secondary Plan.

6. If the preceding rules do not determine the order of benefits, the Allowable
Expenseshall be shared equally between the Plans meeting the definition of Plan.
In addition, this Plan will not pay more than it would have paid had it been the
Primary Plan.

How Are Benefits Paid When This Plan is Secondary?

If this Plan is secondary, it detier@s the amount it will pay for a Covered Health Service
by following the steps below.

Yy The Plan determines the amount it would have paid based on the Allowable expense.

Yy The Plan pays the entire difference between the Allowable Expense and thmaamount
by the Primary Plan, as long as this amount is not more than the Plan would have paid
had it been the only plan involved.

Youwill be responsible for any applicable Copayment, Coinsurance or Deductible payments
as part of the COB payment. The maximambined payment you may receive from all
plans cannot exceed 100% of the Allowable Expense.

How is the Allowable Expense Determined when this Plan is Secondary?

Determining the Allowable Expense If this Plan is Secondary

What is amAllowableExpens@For purposes of COB, an Allowable Expense is a health care
expense that is covered at least in part by one of the health benefit plans covering you.

When the provider is a Network provider for both the Primary Plan and this Plan, the

AllowableExpnse is the Primary Plands network rat
provider for the Primary Plan and a-\N@iwork provider for this Plan, the Allowable
Expense is the Primary Pl anod-dletwokprovioleark r at e.

for the Pimary Plan and a Network provider for this Plan, the Allowable Expense is the

reasonable and customary charges allowed by the Primary Plan. When the provider is a non
Network provider for both the Primary Plan and this Plan, the Allowable Expense is the
geater of the two Plansd reasonabl e and cust
Medi care, please also refer Deteninngthedi scussi o
Allowable Expense When this Plan is Secondary to Médicare
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What is Differewhen You Qualify for Medicare?

Determining Which Plan is Primary When You Qualify for Medicare

As permitted by law, this Plan will pay Benefits second to Medicare when you become
eligible for Medicare, even if you don't elect it. There are, howevearddbgdioble
individuals for whom the Plan pays Benefits first and Medicare pays benefits second:

Yy Employees with active current employment status age 65 or older and their Spouses age
65 or older (howeveatpmestic partneese excluded @sovided by Medicare).

Yy Individuals with endtage renal disease, for a limited period of time.

y Disabled individuals under age 65 with current employment status and their Dependents
under age 65.

Determining the Allowable Expense When this Plan is Secondaiy Medicare

If this Plan is secondary to Medicare, the Medicare approved amount is the Allowable
Expense, as long as the provider accepts reimbursement directly from Medicare. If the
provider accepts reimbursement directly from Medicare, the Medicarechgprount is

the charge that Medicare has determined that it will recognize and which it reports on an
"explanation of Medicare benefits" issued by Medicare (the "EOMB") for a given service.
Medicare typically reimburses such providers a percentagefaved chargeoften

80%.

If the provider does not accept assignment of your Medicare benefits, the Medicare limiting
charge (the most a provider can charge you if they don't accept Méghoeaty 115% of

the Medicare approved amount) will lseAhowable Expense. Medicare payments,

combined with Plan Benefits, will not exceed 100% of the Allowable Expense.

If you are eligible for, but not enrolled in, Medicare, and this Plan is secondary to Medicare,
or if you have enrolled in Medicare but choose to obtain services frormoah pvider

or one that does not participate in the Medicare program or apndwd#oes not accept
assignment of Medicare benefits, Benefits will be paid on a secondary basis under this Plan
and will be determined as if you timely enrolled in Medicare and obtained services from a
Medicare participating provider.

When calculatingpé¢ Plan's Benefits in these situations, and when Medicare does not issue
an EOMB, for administrative convenience the Claims Administrator will treat the provider's
billed charges for covered services as the Allowable Expense for both the Plan and
Medicarerather than the Medicare approved amount or Medicare limiting charge.

If this Plan is secondary to Medicardetermines the amount it will pay for a Covered
Health Services by following the steps below.

Yy The Plan determines the amount it would paicehad it been the only plan involved.

y' The Plan pays the entire difference between the Allowable Expense and the amount paid
by the Primary Plahas long as this amount is not more than the Plan would have paid
had it been the only plan involved.
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The maximum combined payment you may receive from all plans cannot exceed
100% of the applicable Allowable Expense.

Medicare Crossover Program

The Plan offers a Medicare Crossover program for Medicare Part A and Part B and Durable
Medical Equipment (DME) claininder this program, you no longer have to file a

separate claim with the Plan to receive secondary benefits for these expenses. Your
Dependent will also have this automated Crossover, as long as he or she is eligible for
Medicare and this Plan is youy@dcondary medical coverage.

Once the Medicare PariafAdd Part B and DME carriers have reimbursed your health care
provider, the Medicare carrier will electronically submit the necessary information to the
Claims Administrator to process the balanceunfcj@m under the provisions of this Plan.

You can verify that the automated crossover took place when your copy of the explanation
of Medicare benefits (EOMB) states your claim has been forwarded to your secondary
carrier.

This crossover process doesapply to expenses that Medicare does not cover. You must
continue to file claims for these expenses.

For information about enrollment or if you have questions about the program, call the
telephone number listed on your ID card.

Right to Receive ariRklease Needed Information?

Certain facts about health care coverage and services are needed to apply these COB rules
and to determine benefits payable under this Plan and other plans. The Claims
Administrator may get the facts needed from, or give thetheo organizations or

persons for the purpose of applying these rules and determining benefits payable under this
Plan and other plans covering the person claiming benefits.

The Claims Administrator does not need to tell, or get the consent of, amyopdoghis.

Each person claiming benefits under this Plan must give the Claims Administrator any facts
needed to apply those rules and determine benefits payable. If you do not provide the
Claims Administrator the information needed to apply thesandldstermine the

Benefits payable, your claim for Benefits will be denied.

Does This Plan Have the Right of Recovery?

Overpayment and Underpayment of Benefits

If you are covered under more than one medical plan, there is a possibility that the other
planwill pay a benefit that the Plan should have paid. If this occurs, the Plan may pay the
other plan the amount owed.

If the Plan pays you more than it owes under this COB provision, you should pay the excess
back promptly. Otherwise, the Plan Sponsor @sayer the amount in the form of salary,
wages, or benefits payable under any Plan Spomded benefit plans, including this Plan.
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The Plan Sponsor also reserves the right to recover any overpayment by legal action or
offset payments on future EligiBbepenses.

If the Plan overpays a health care provider, the Claims Administrator reserves the right to
recover the excess amount from the provider pursudefund of Overpaymentselow.

Refund of Overpayments

If the Plan pays for Benefits #penses incurred on account of a Covered Person, that
Covered Person or any other person or organization that was paid, must make a refund to
the Plan if:

y The Pl ands obligation to pay Benefits was
legally owed anghid by you, but all or some of the expenses were not paid by you or
did not legally have to be paid by you.

Yy All or some of the payment the Plan made exceeded the Benefits under the Plan.
y" All or some of the payment was made in error.

The amount that mube refunded equals the amount the Plan paid in excess of the amount
that should have been paid under the Plan. If the refund is due from another person or
organization, you agree to help the Plan get the refund when requested.

If the refund is due from y@nd you do not promptly refund the full amount owed, the

Plan may recover the overpayment by reallocating the overpaid amount to pay, in whole or

in part, future Benefits for you that are payable under the Plan. If the refund is due from a
person or orgamation other than you, the Plan may recover the overpayment by

reallocating the overpaid amount to pay, in whole or in part, (i) future Benefits that are

payable in connection with services provided to other Covered Persons under the Plan; or

(i) futureBenefits that are payment in connection with services provided to persons under

other plans for which the Claims Administrator processes payments, pursuant to a
transaction in which the Plands overpayment
inexchange for such plansd remittance of the
reallocated payment amount will either:

Yy equal the amount of the required refand,

y if less than the full amount of the required refund, will be deducted from the amount of
refund owed to the Plan.

The Plan may have other rights in addition to the right to reallocate overpaid amounts and
other enumerated rights, including the right to commence a legal action.

105 SECTIONLO- COORDINATIARF BENEFIT$COB)



MssV/ICCHOICHPLUSHEALTHPLAN

SECTION *SUBROGATION AND REIMBURSEMENT

The Plan has a right to subrogationraimdbursement. References to "you" or "your" in
this Subrogation and Reimbursement section shall include you, your estate and your heirs
and beneficiaries unless otherwise stated.

Subrogation applies when the plan has paid Benefits on your behalkf@sa 8idnjury

for which any third party is allegedly to be responsible. The right to subrogation means that
the Plan is substituted to and shall succeed to any and all legal claims that you may be
entitled to pursue against any third party for the Betinefi the Plan has paid that are

related to the Sickness or Injury for which any third party is considered responsible.

Subrogation- Example
Suppose you are injured in a car accident that is not your fault, and you receive Benefits
under the Plan to @éyour injuries. Under subrogation, the Plan has the right to tdke
legal action in your name against the driver who caused the accident and that dfiver's
insurance carrier to recover the cost of those Benefits.

The right to reimbursement means thaisfatleged that any third party caused or is
responsible for a Sickness or Injury for which you receive a settlement, judgment, or other
recovery from any third party, you must use those proceeds to fully return to the Plan 100%
of any Benefits you recefee that Sickness or Injury. The right of reimbursement shall

apply to any Benefits received at any time until the rights are extinguished, resolved or
waived in writing.

Reimbursement- Example

Suppose you are injured in a boating accident that isintsdwt and you receive
Benefits under the Plan as a result of your injuries. In addition, you receive a settlement in
a court proceeding from the individual who caused the accident. You must use the
settlement funds to return to the plan 100% of angfideyou received to treat your
injuries.

The following persons and entities are considered third parties:

Yy A person or entity alleged to have caused you to suffer a Sickness, Injury or damages, or
who is legally responsible for the Sickness, Injury agdam

Any insurer or other indemnifier of any person or entity alleged to have caused or who
caused the Sickness, Injury or damages.

y
Yy Your Employer in a workersd& compensation
y

Any person or entity who is or may begaidéd to provide Benefits or payments to you,
including Benefits or payments for underinsured or uninsured motorist protection, no
fault or traditional auto insurance, medical payment coverage (auto, homeowners or
otherwise), workers' compensation coeei@fer insurance carriers or third party
administrators.
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y

Any person or entity against whom you may have any claim for professional and/or legal
malpractice arising out of or connected to a Sickness or Injury you allege or could have
alleged were the resibility of any third party.

Any person or entity that is liable for payment to you on any equitable or legal liability
theory.

You agree as follows:

y

You will cooperate with the Plan in protecting its legal and equitable rights to
subrogation and reimis@ment in a timely manner, including, but not limited to:

- Notifying the Plan, in writing, of any potential legal claim(s) you may have against
any third party for acts which caused Benefits to be paid or become payable.

- Providing any relevant informati@guested by the Plan.

- Signing and/or delivering such documents as the Plan or its agents reasonably
request to secure the subrogation and reimbursement claim.

- Responding to requests for information about any accident or injuries.

- Making court appearances.

- Obtaining the Plan's consent or its agents' consent before releasing any party from
liability or payment of medical expenses.

- Complying with the terms of this section.

Your failure to cooperate with the Plan is considered a breach of consiaai, &

Plan has the right to terminate your Benefits, deny future Benefits, take legal action
against you, and/or set off from any future Benefits the value of Benefits the Plan has
paid relating to any Sickness or Injury alleged to have been ceaisseldony any third

party to the extent not recovered by the Plan due to you or your representative not
cooperating with the Plan. If the Plan incurs attorneys' fees and costs in order to collect
third party settlement funds held by you or your reprégenthé Plan has the right to
recover those fees and costs from you. You will also be required to pay interest on any
amounts you hold which should have been returned to the Plan.

The Plan has a first priority right to receive payment on any claimeagaimst party
before you receive payment from that third party. Further, the Plan's first priority right
to payment is superior to any and all claims, debts or liens asserted by any medical
providers, including but not limited to hospitals or emerggeatyent facilities, that
assert a right to payment from funds payable from or recovered from an allegedly
responsible third party and/or insurance carrier.

The Plan's subrogation and reimbursement rights apply to full and partial settlements,
judgmentsor other recoveries paid or payable to you or your representative, your estate,
your heirs and beneficiaries, no matter how those proceeds are captioned or
characterized. Payments include, but are not limited to, econoremmmumic,

pecuniary, consautn and punitive damages. The Plan is not required to help you to
pursue your claim for damages or personal injuries and no amount of associated costs,
including attorneys' fees, shall be deducted from the Plan's recovery without the Plan's
express writteconsent. No sealled "Fund Doctrine" or "Common Fund Doctrine" or
"Attorney's Fund Doctrine” shall defeat this right.
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Yy Regardless of whether you have been fully compensated or made whole, the Plan may
collect from you the proceeds of any full or partal/ezy that you or your legal
representative obtain, whether in the form of a settlement (either before or after any
determination of liability) or judgment, no matter how those proceeds are captioned or
characterized. Proceeds from which the Plan mest aotlude, but are not limited to,
economic, noeconomic, and punitive damages. No "collateral source" rule, any "Made
Whole Doctrine" or "Mak&/hole Doctrine," claim of unjust enrichment, nor any other
equitable limitation shall limit the Plan's sti@mgand reimbursement rights.

<,

Benefits paid by the Plan may also be considered to be Benefits advanced.

<,

If you receive any payment from any party as a result of Sickness or Injury, and the Plan
alleges some or all of those funds are due and owed lemthgoR and/or your

representative shall hold those funds in trust, either in a separate bank account in your
name or in your representative's trust account.

y By participating in and accepting Benefits from the Plan, you agree that (i) any amounts
recoverd by you from any third party shall constitute Plan assets to the extent of the
amount of Plan Benefits provided on behalf of the Covered Person, (ii) you and your
representative shall be fiduciaries of the Plan with respect to such amounts, and (iii) you
shall be liable for and agree to pay any costs and fees (including reasonable attorney fees)
incurred by the Plan to enforce its reimbursement rights.

<,

The Plan's rights to recovery will not be reduced due to your own negligence.

<,

By participating in and &pting Benefits from the Plan, you agree to assign to the Plan
any Benefits, claims or rights of recovery you have under any automobile policy
including nefault Benefits, PIP Benefits and/or medical payment Berufitsr

coverage or against any tipiadty, to the full extent of the Benefits the Plan has paid for
the Sickness or Injury. By agreeing to provide this assignment in exchange for
participating in and accepting Benefits, you acknowledge and recognize the Plan's right
to assert, pursue andgaeer on any such claim, whether or not you choose to pursue

the claim, and you agree to this assignment voluntarily.

Yy The Plan may, at its option, take necessary and appropriate action to preserve its rights
under these provisions, including but not larie providing or exchanging medical
payment information with an insurer, the insurer's legal representative or other third
party; filing a reimbursement lawsuit to recover the full amount of medical Benefits you
receive for the Sickness or Injury owrof settlement, judgment or other recovery from
any third party considered responsible and filing suit in your name or your estate's name,
which does not obligate the Plan in any way to pay you part of any recovery the Plan
might obtain.

Yy You may not accephy settlement that does not fully reimburse the Plan, without its
written approval.

Yy The Plan has the authority and discretion to resolve all disputes regarding the
interpretation of the language stated herein.

Yy In the case of your death, giving rise yoraongful death or survival claim, the
provisions of this section apply to your estate, the personal representative of your estate,
and your heirs or beneficiaries. In the case of your death the Plan's right of
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reimbursement and right of subrogation ajpally if a claim can be brought on behalf

of you or your estate that can include a claim for past medical expenses or damages. The
obligation to reimburse the Plan is not extinguished by a release of claims or settlement
agreement of any kind.

No allocatn of damages, settlement funds or any other recovery, by you, your estate,
the personal representative of your estate, your heirs, your beneficiaries or any other
person or party, shall be valid if it does not reimburse the Plan for 100% of its interest
unless the Plan provides written consent to the allocation.

The provisions of this section apply to the parents, guardian, or other representative of a
Dependent child who incurs a Sickness or Injury caused by any third party. If a parent or
guardian may img a claim for damages arising out of a minor's Sickness or Injury, the
terms of this subrogation and reimbursement clause shall apply to that claim.

If a third party causes or is alleged to have caused you to suffer a Sickness or Injury while
you are coared under this Plan, the provisions of this section continue to apply, even
after you are no longer covered.

In the event that you do not abide by the terms of the Plan pertaining to reimbursement,
the Plan may terminate Benefits to you, your dependémtsparticipant, deny future
Benefits, take legal action against you, and/or set off from any future Benefits the value
of Benefits the Plan has paid relating to any Sickness or Injury alleged to have been
caused or caused by any third party to thet exterecovered by the Plan due to your
failure to abide by the terms of the Plan. If the Plan incurs attorneys' fees and costs in
order to collect third party settlement funds held by you or your representative, the Plan
has the right to recover thosesfaad costs from you. You will also be required to pay
interest on any amounts you hold which should have been returned to the Plan.

The Plan and all Administrators administering the terms and conditions of the Plan's
subrogation and reimbursement rightgelsuch powers and duties as are necessary to
discharge its duties and functions, including the exercise of its discretionary authority to
(1) construe and enforce the terms of the Plan's subrogation and reimbursement rights
and (2) make determinationthwespect to the subrogation amounts and

reimbursements owed to the Plan.

Right of Recovery

The Plan also has the right to recover Benefits it has paid on you or your Dependent's behalf
that were:

y
y
y
y

Made in error.
Due to a mistake in fact.
Advanced duringhe time period of meeting the calendar year Deductible.

Advanced during the time period of meeting theoBBbcket Maximum for the
calendar year.

Benefits paid because you or your Dependent misrepresented facts are also subject to
recovery.
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If the Plan provides a Benefit for you or your Dependent that exceeds the amount that
should have been paid, the Plan will:

Y Require that the overpayment be returned when requested.

Yy Reduce a future Benefit payment for you or your Dependent by the amount of the
ovapayment.

If the Plan provides an advancement of Benefits to you or your Dependent during the time
period of meeting the Deductible and/or meeting theo®Bbcket Maximum for the

calendar year, the Plan will send you or your Dependent a monthly stigetfging the

amount you owe with payment instructions. The Plan has the right to recover Benefits it has
advanced by:

Yy Submitting a reminder letter to you or a covered Dependent that details any outstanding
balance owed to the Plan.

Yy Conducting courtesgalls to you or a covered Dependent to discuss any outstanding
balance owed to the Plan.
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SECTION 2VHEN COVERAGE ENDS

What this section includes:
y~ Circumstances that cause coverage to end.

Yy~ How to continue coverage after it ends.

Your entitlement to Benefits automatically ends on the date that coverage ends, even if you
are hospitalized or are otherwise receiving medical treatment on that date.

When yourcoverage endsliss/IC will still pay claims for Covered Health Services that

you received before your coverage ended. However, once your coverage ends, Benefits are
not provided for health services that you receive after coverage ended, eveteifying

medical condition occurred before your coverage ended.

Subject to any applicable policies of your Employer or any applicable collective bargaining
agreements that may allow your coverage to extend beyond such datesrager under

the Plan v end on the earliest of:

Yy The dateg/our employment witjour Employeends.

The date the Plan ends.

The dateyou stop making the required contributions.

The dateyou are no longer eligible.

The dateJnitedHealthcare receives written notice froonEmployerto end your
coverage, or the date requested in the notice, if later.

<N S S S

The dateyou retire under the Plan, unless specific coverage is available for retired
persons and you are eligible for toaerageas discussed in Section 2 of this Plan
Summary

Subject to any applicable policies of your Employer or any applicable collective bargaining
agreements that may allow your coverage to extend beyond suchedatg for your
eligible Dependentdll end on the earliest of:

Yy The date your coverage ends.

The dategyou stop making the required contributions.

y

Yy The datdJnitedHealthcare receives written notice froamnEmployerto end your
coverage, or the date requested in the notice, if later.

y

Thelast day of the mongfour Dependents no longer qualify as Dependents under this
Plan.

Other Events Ending Your Coverage

The Plan will provide at least thirty days' prior written notice to you that your coverage will
end on the date identified in theio® if you commit an act, practice, or omission that
constituted fraud, or an intentional misrepresentation of a material fact including, but not
limited to, knowingly providing incorrect information relating to another person's eligibility
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or status as@ependent. You may appeal this decision during-theey3tbtice period. The
notice will contain information on how to pursue your appeal.

Note: If UnitedHealthcare amdiss/IC find that you have performed an act, practice, or
omission that constitutesfrd, or have made an intentional misrepresentation of material
fact,Miss/IC has the right to demand that you pay back all Bevis#4C paid to you,

or paid in your name, during the time you were incorrectly covered under the Plan.

Coverage for a Didald Dependent Child

Coverage for an unmarried enrolled Dependent child who is disabled will not end just
because the child has reached a certain age. The Plan will extend the coverage for that child
beyond the limiting age if both of the following arerég@rding the enrolled Dependent

child:

Yy Is not able to be sedfipporting because of mental or physical handicap or disability.

Yy Depends mainly on you for support.

Coverage will continue as long as the enrolled Dependent is medically certified as disabled
and dependent unless coverage is otherwise terminated in accordance with the terms of the
Plan.

The Plan will ask you to furnish proof of the medical certification of disability within 31 days

of the date coverage would otherwise have ended becaude thaatted a certain age.

Before the Plan agrees to this extension of coverage for the child, the Plan may require that a
Physician chosen by the Plan examine the child. The Plan will pay for that examination.

The Plan may continue to ask you for prodfttieachild continues to be disabled and
dependent. Such proof might include medical examinations at the Plan's expense. However,
the Plan will not ask for this information more than once a year.

If you do not provide proof of the childlisability and dependency within 31 days of the
Plan's request as described above, coverage for that child will end.

Continuing Coverage Through COBRA

If you lose your Plan coverage, you may have the right to extend it u@destiidated
Omnibus Budgetonciliation Act of 1985 (COB&defined in Section Glpssary

Continuation coverage und&dBRAIs available only to Plans that are subject to the terms
of COBRA You can contact yobltuman Resources Departmentletermine iMiss/IC
is subject to the provisions@DBRA

Continuation Coverage under Federal Law (COBRA)

Much of the language in this section comes from the federal law that governs continuation
coverage. You should call ypuiman Resources Departmigyou have questioadout
your right to continue coverage.

112 SecCTIONL.2- WHENCOVERAGENDS



MssV/ICCHOICHPLUSHEALTHPLAN

In order to be eligible for continuation coverage under federal law, you must meet the
definition of a "Qualified Beneficiary". A Qualified Beneficiary is any of the following
persons who were covered under the dtiadhe day before a qualifying event:

y A Participant.

Yy A Participant's enrolled Dependent, including with respect to the Participant's children, a
child born to or placed for adoption with the Participant during a period of continuation
coverage under fedeliaw.

y A Participant's former Spouse.

Qualitying Events for Continuation Coverage under COBRA

The following table outlines situations in which you may elect to continue coverage under
COBRA for yourself and your Dependents, and the maximum length aiuioaay

receive continued coverage. These situations are considered qualifying events.

If Coverage Ends Because of You May Elect COBRA:
the Following Qualifying For Your
Events: For Yourself | For Your Spouse Child(ren)
Your work hours are reduced 18 months 18 months 18 months

Your employment terminates fo
any reason (other than gross 18 months 18 months 18 months
misconduct)

You or your family member
become eligible for Social Secu

disability benefits at any time 29 months 29 months 29 months
within the first 60 days lafsing

coverage

You die N/A 36 months 36 months
You divorce (or legally separate N/A 36 months 36 months

Your child is no longer an eligib
family member (e.g., reaches th N/A N/A 36 months
maximum age limit)

Youbecome entitled to Medicar N/A See table below S§§|éf,‘vb'e
Miss/IC files for bankruptcy
under Title 11, United States 36 months 36 monthd 36 monthd

Cod¢e?
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1Subject to the following conditions: (i) notice of the disability must be prathitethe latest of

60 days after a). the determination of the disability, b). the date of the qualifying event, c). the date
the Qualified Beneficiary would lose coverage under the Plan, and in no event later than the end of
the first 18 months; (ii) tii@gualified Beneficiary must agree to pay any increase in the required
premium for the additional 11 months over the original 18 months; and (iii) if the Qualified
Beneficiary entitled to the 11 months of coverage hatisadabed family members who are als
Qualified Beneficiaries, then those-dizabled Qualified Beneficiaries are also entitled to the
additional 11 months of continuation coverage. Notice of any final determination that the Qualified
Beneficiary is no longer disabled must be provided @@tliays of such determination. Thereafter,
continuation coverage may be terminated on the first day of the month that begins more than 30
days after the date of that determination.

2This is a qualifying event for any Retired Participant and his aoled &@ependents if there is a
substantial elimination of coverage within one year before or after the date the bankruptcy was filed.

3From the date of the Participant's death if the Participant dies during the continuation coverage.

How Your Medicare Eligibility Affects Dependent COBRA Coverage

The table below outlines how your Dependents’ COBRA coverage is impacted if you
become entitled to Medicare.

You May Elect
If Dependent Coverage Ends When: COBRA Dependent
Coverage For Up To:

You becomentitled to Medicare and don't experience ar

additional qualifying events 18 months
You become entitled to Medicare, after which you exper
a second qualifying event* before the inittahdi@h period 36 months

expires

You experiencequalifying event*, after which you becom
entitled to Medicare before the initiahddhth period
expires; and, if absent this initial qualifying event, your 36 months
Medicare entitlement would have resulted in loss of
Dependent coverage under the Plan

* Your work hours are reduced or your employment is terminated for reasons other than gross
misconduct.

Getting Started

You will be notified by mail if you become eligible for COBRA coverage as a result of a
reduction in work hours or termination of empleytmThe notification will give you
instructions for electing COBRA coverage, and advise you of the monthly cost. Your
monthly cost is the full cost, including both Participant and Employer costs, plus a 2%
administrative fee or other cost as permittéaviny

You will have up to 60 days from the date you receive notification or 60 days from the date
your coverage ends to elect COBRA coverage, whichever is later. You will then have an
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additional 45 days to pay the cost of your COBRA coverage, retrogtutidate your
Plan coverage ended.

During the 6@ay election period, the Plan will, only in response to a request from a
provider, inform that provider of your right to elect COBRA coverage, retroactive to the
date your COBRA eligibility began.

While youare a participant in the medical Plan under COBRA, you have the right to change
your coverage election:

Yy During Open Enroliment.

Yy Following a change in family status, as describeddinadeging Your Covier&getion
2, Introduction

Notification Requirements

If your covered Dependents lose coverage due to divorce, legal separation, or loss of
Dependent status, you or your Dependents must yoaf\Human Resources Department
within 60 days of the latest of:

Yy The date of the divorce, legal separation enmlled Dependent's loss of eligibility as
an enrolled Dependent.

Yy The date your enrolled Dependent would lose coverage under the Plan.

Yy The date on which you or your enrolled Dependent are informed of your obligation to
provide notice and th@ocedures for providing such notice.

You or your Dependents must also ngtifyr Human Resources Departnwenén a
gualifying event occurs that will extend continuation coverage.

If you or your Dependents fail to notfigur Human Resources Departnadrthese events
within the 60 day perioghur Human Resources Departmemiot obligated to provide
continued coverage to the affected Qualified Beneficiary. If you are cordiraramgec
under federal law, you must noyibyir Human Resources Departmeitihin 60 days of the
birth or adoption of a child.

Once you have notifig@bur Human Resources Departmgat will then be notified by
mail of your election rights under COBRA.

Notification Requirements for Disability Determination

If you extend your COBRA coverage beyond 18 months because you are eligible for
disability benefits from Social Security, you must pymuidduman
ResourceBepartmentvith notice of the Social SaguAdministration's determination

within 60 days after you receive that determination, and before the end of your initial 18
month continuation period.

The notice requirements will be satisfied by providing written notiee tduman
Resources Departnmte The contents of the notice must be suchythat Human
Resources Departmeastable to determine the covered Employee and qualified
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beneficiary(ies), the qualifying event or disability, and the date on which the qualifying event
occurred.

Trade Act of2002

The Trade Act of 2002 amended COBRA to provide for a special sedagd>&IBRA

election period for certain Participants who have experienced a termination or reduction of
hours and who lose group health plan coverage as a result. The spedzD8#tAnd

election period is available only to a very limited group of individuals: generally, those who
are receiving trade adjustment assistance (TAA) or 'alternative trade adjustment assistance'
under a federal law called the Trade Act of 1974. Thesp#&agiare entitled to a second
opportunity to elect COBRA coverage for themselves and certain family members (if they
did not already elect COBRA coverage), but only within a limited period of 60 days from the
first day of the month when an individuajibg receiving TAA (or would be eligible to

receive TAA but for the requirement that unemployment benefits be exhausted) and only
during the six months immediately after their group health plan coverage ended.

If a Participant qualifies or may qualifyai&sistance under the Trade Act of 1974, he or she
should contadtis or her Human Resources Departrf@radditional information. The
Participant must contdus or her Human Resources Departpesmptly after qualifying

for assistance under the Trade @& 1974 or the Participant will lose his or her special

COBRA rights. COBRA coverage elected during the special second election period is not
retroactive to the date that Plan coverage was lost, but begins on the first day of the special
second electigperiod.

When COBRA Ends

COBRA coverage will end before the maximum continuation period, on the earliest of the
following dates:

Yy The date, after electing continuation coverage, that coverage is first obtained under any
other group health plan.

The date, &r electing continuation coverage, that you or your covered Dependent first
becomes entitled to Medicare.

The date coverage ends for failure to make the first required premium payment
(premium is not paid within 45 days).

The date coverage ends for failarmake any other monthly premium payment
(premium is not paid within 30 days of its due date).

The date the entire Plan ends.

<SS < KX

The date coverage would otherwise terminate under the Plan as described in the
beginning of this section.

Note: If you selectedontinuation coverage under a prior plan which was then replaced by
coverage under this Plan, continuation coverage will end as scheduled under the prior plan
or in accordance with the terminating events listed in this section, whichever is earlier.
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Unifamed Services Employment and Reemployment Rights Act

A Patrticipant who is absent from employment for more than 30 days by reason of service in
the Uniformed Services may elect to continue Plan coverage for the Participant and the
Participant's Dependentsaccordance with the Uniformed Services Employment and
Reemployment Rights Act of 1994, as amended (USERRA).

The terms "Uniformed Services" or "Military Service" mean the Armed Forces, the Army
National Guard and the Air National Guard when engaged/enddly for training,

inactive duty training, or ftiline National Guard duty, the commissioned corps of the

Public Health Service, and any other category of persons designated by the President in time
of war or national emergency.

If qualified to contine coverage pursuant to the USERRA, Participants may elect to

continue coverage under the Plan by notifygngHuman Resources Department

advance, and providing payment of any required contribution for the health coverage. This
may include the amowdurEmployemormally pays on a Participant's behalf. If a

Participant's Military Service is for a period of time less than 31 days, the Participant may not
be required to pay more than the regular contribution amount, if any, for continuation of
health overage.

A Participant may continue Plan coverage under USERRA for up to the lesser of:

Yy The 24 month period beginning on the date of the Participant's absence from work.

Yy The day after the date on which the Participant fails to apply for, or retposttioa
of employment.

Regardless of whether a Participant continues health coverage, if the Participant returns to a
position of employment, the Participant's health coverage and that of the Participant's
eligible Dependents will be reinstated undd?ltimee No exclusions or waiting period may

be imposed on a Participant or the Participant's eligible Dependents in connection with this
reinstatement, unless a Sickness or Injury is determined by the Secretary of Veterans Affairs
to have been incurred im,aggravated during, the performance of military service.

You should calfour Human Resources Departmepbu have questions about your rights
to continue health coverage under USERRA.
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SECTION 3DTHER IMPORTANT INFORMATION

What this section includes:
Yy Courtordered Benefits for Dependent children.

Your relationship with UnitedHealthcare iisB/IC.
Relationships with providers.
Interpretation of Benefits.

Review and Determine Benefits in Accordance with UnitedHealthcare
Reimbursement Policies.

Information and records.

Incentives to providers and you.

SIS

Plan & Plan Summary.
Yy Medicare Eligibility.

Qualified Medical Child Support Csd€MCSOs)

A qualified medical child support order (QMCSO) is a judgment, decree or order issued by a
court or appropriate state agency that requires a child to be covered for medical benefits.
Generally, a QMCSO is issued as part of a paternity, cvarttesr child support

settlement.

If the Plan receives a medical child support order for your child that instructs the Plan to
cover the childjour Human Resources Departmeititreview it to determine if it meets

the requirements for a QMCSO. If itetetines that it does, your child will be enrolled in

the Plan as your Dependent, and the Plan will be required to pay Benefits as directed by the
order.

You may obtain, without charge, a copy of the procedures governing QMCS@arfrom
Human Resources Dapment.

Note: A National Medical Support Notice will be recognized as a QMCSO if it meets the
requirements of a QMCSO.

Your Relationship with UnitedHealthcareMassVVI1C

In order to make choices about your health care coverage and trivhsswGtpeieves

that it is important for you to understand how UnitedHealthcare interacts with the Plan and
how it may affect you. UnitedHealthcare helps adminis@athi@ which you are enrolled.
UnitedHealthcare does not provide medical services or makertre@ersions. This

means:

Yy UnitedHealthcare communicates to you decisions about whether the Plan will cover or
pay for the health care that you may receive. The Plan pays for Covered Health Services,
which are more fully described in Bien Sumary
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Yy ThePlan may not pay for all treatments you or your Physician may believe are necessary.
If the Plan does not pay, you will be responsible for the cost.

Miss/IC and UnitedHealthcare may use individually identifiable information about you to
identify for yougnd you alone) procedures, products or services that you may find valuable.
Miss/IC and UnitedHealthcare will use individually identifiable information about you as
permitted or required by law, including in operations and in reSes$¢IC and
UnitedHealthcare will use deentified data for commercial purposes including research.

Relationship with Providers

The Claims Administrator has agreements in place that govern the relationships between it
andMissVICand Network providers, some of which ar&aaéfd providers. Network

providers enter into agreements with the Claims Administrator to provide Covered Health
Services to Covered Persons.

MissVICand UnitedHealthcare do not provide health care services or supplies, nor do they
practice medicine. llead MissVICand UnitedHealthcare arrange for health care providers
to participate in a Network and administer payment of Benefits. Network providers are
independent practitioners who run their own offices and facilities. UnitedHealthcare's
credentialingrocess confirms public information about the providers' licenses and other
credentials, but does not assure the quality of the services provided. Thidis¢élGbts
employees nor are they employees of UnitedHealfissélCand UnitedHealthcare are

not responsible for any act or omission of any provider.

UnitedHealthcare is not considered to be an empladyksdfICfor any purpose with
respect to the administration or provision of benefits under this Plan.

Your Relationship witProviders
The relationship between you and any provider is that of provider and patient.

Yy You are responsible for choosing your own provider.

Yy You are responsible for paying, directly to your provider, any amount identified as a
member responsibility, inclag Copayments, Coinsurance, any deductible and any
amount that exceeds Eligible Expenses.

You are responsible for paying, directly to your provider, the cost of - &gveoced
Health Service.

y

Yy You must decide if any provider treating you is right fol imuincludes Network
providers you choose and providers to whom you have been referred.

Yy Must decide with your provider what care you should receive.

Yy Your provider is solely responsible for the quality of the services provided to you.

The relationship beteenyour Employer angouisthat of employer and employee,
Dependentor other classificatipas defined ithis Plan Summary
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Interpretation of Benefits

Miss/IC and UnitedHealthcare have the sole and exclusive discrdticall tof the
following

Yy Interpret Benefits under the Plan.

Yy Interpret the other terms, conditions, limitations and exclusions of the Plan, including
thisPlan Summaythe Schedule of Benefitsd anyAddendums, SMMs and/or
Amendments

Yy Make factual determinatiaetated to the Plan and its Benefits.

Miss/IC and UnitedHealthcare may delegate this discretionary authority to other persons or
enties ncl udi ng CIl ai ms thatnhayprovidsservices ioregardtothd f i | 1 at
administration of the Plahhe identity of the service providers and the nature of their

services may be changed from time to time in Plan Sponsor's and the Claims Administrator's
discretion. In order to receive Benefits, you must cooperate with those service providers.

In certain ctumstances, for purposes of overall cost savings or effidiss¢iC may, in
its discretion, offer Benefits for services that would otherwise not be Covered Health
Services. The fact thdiss/IC does so in any particular case shall not in any way be
deemed to requir®liss/IC to do so in other similar cases.

Review and Determine Benefits in Accordance with UnitedHealthcare
Reimbursement Policies

UnitedHealthcare develops its reimbursement policy guidelines, in its sole discretion, in
accordance with omme more of the following methodologies:

Yy As indicated in the most recent edition of the Current Procedural Terminology (CPT), a
publication of the American Medical Association, and/&eheers for Medicare and
Medicaid Services (CMS)

Yy As reported by geradly recognized professionals or publications.
Yy As used for Medicare.

Yy As determined by medical staff and outside medical consultants pursuant to other
appropriate sources or determinations that UnitedHealthcare accepts.

Following evaluation and validatidrcertain provider billings (e.g., error, abuse and fraud
reviews), UnitedHealthcare's reimbursement policies are applied to provider billings.
UnitedHealthcare shares it's reimbursement policies with Physicians and other providers in
UnitedHealthcare'sétwork through UnitedHealthcare's provider website. Network
Physicians and providers may not bill you for the difference between their contract rate (as
may be modified by UnitedHealthcare's reimbursement policies) and the billed charge.
However, nofNetwak providers are not subject to this prohibition, and may bill you for

any amounts the Plan does not pay, including amounts that are denied because one of
UnitedHealthcare's reimbursement policies does not reimburse (in whole or in part) for the
service lied. You may obtain copies of UnitedHealthcare's reimbursement policies for
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yourself or to share with your Aetwork Physician or provider by going to
www.myuhc.comor by calling the telephone number on your ID card.

UnitedHealthcare may apply a reimbursement methodology estabiitedniysight

and/or a third party vendor, which is base@btScoding principles, to determine

appropriate reimbursement levels for Emergency Health Care Services. The methodology is
uaually based on elements reflecting the patient complexity, direct costs, and indirect costs of

an Emergency Health Care Service. If the methodology(ies) currently in use become no

longer available, UnitedHealthcare will use a comparable methodology(ies).

UnitedHealthcare ar@ptumIinsigire related companies through common ownership by
UnitedHealth GroupRe f er t o Uni t evdvdenguhctcondoar e s websi t e
information regarding the vendor that provides the applicable methodology.

Information and Records

Miss/IC and UnitedHealthcare may use your individually identifiable health information to
administer the Plan and pay claims, to identify procedures, products, or services that you
may find valuable, and as otherwise permittedureé by lawMiss/IC and

UnitedHealthcare may request additional information from you to decide your claim for
BenefitsMiss/IC and UnitedHealthcare will keep this information confidéwisal/|C

and UnitedHealthcare may also use yougedéified dea for commercial purposes,

including research, as permitted by law.

By accepting Benefits under the Plan, you authorize and direct any person or institution that
has provided services to you to furMes/IC and UnitedHealthcare with all information

or copies of records relating to the services provided tbligadlC and UnitedHealthcare

have the right to request this information at any reasonable time. This applies to all Covered
Persons, including enrolled Dependents whether or not they havehsiftetdipant's

enrollment formMiss/IC and UnitedHealthcare agree that such information and records

will be considered confidential.

Miss/IC and UnitedHealthcare have the right to release any and all records concerning
health care services which aressary to implement and administer the terms of the Plan,
for appropriate medical review or quality assessment)isBAE€ is required to do by law

or regulation. During and after the term of the RI&a®/IC and UnitedHealthcare and its
related entiéis may use and transfer the information gathered under the Plan in a de
identified format for commercial purposes, including research and analytic purposes.

For complete listings of your medical records or billing statéiesC recommends
that you cotact your health care provider. Providers may charge you reasonable fees to
cover their costs for providing records or completing requested forms.

If you request medical forms or records from UnitedHealthcare, they also may charge you
reasonable fees tovewn costs for completing the forms or providing the records.

In some cases, as permitted byNéisg/IC and UnitedHealthcare will designate other
persons or entities to request records or information from or related to you, and to release
those records a®cessary. UnitedHealthcare's designees have the same rights to this
information as doddissVIC
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Incentives to Providers

Network providers may be provided financial incentives by UnitedHealthcare to promote
the delivery of health care in a cost effiaiedteffective manner. These financial incentives
are not intended to affect your access to health care.

Examples of financial incentives for Network providers are:

Yy Bonuses for performance based on factors that may include quality, member satisfaction,
andor cost-effectiveness.

y A practice called capitation which is when a group of Network providers receives a
monthly payment from UnitedHealthcare for each Covered Person who selects a
Network provider within the group to perform or coordinate certain bealtbes. The
Network providers receive this monthly payment regardless of whether the cost of
providing or arranging to provide the Covered Person's health care is less than or more
than the payment.

Yy Bundled paymentsertain Network providers receiMeauadled payment for a group
of Covered Health Services for a particular procedure or medical cdruition.
applicabl€€opayment and/or Coinsurance will be calculated based on the provider type
that received the bundled payment. The Network provederse these bundled
payments regardless of whether the cost of providing or arranging to provide the
Covered Person's health care is less than or more than the payment. If you receive
follow-up services related to a procedure where a bundled paynaelet iamm
additional Copayment and/or Coinsurance may not be required if suchollow
services are included in the bundled payment. You may receive some Covered Health
Services that are not considered part of the inclusive bundled payment and those
CovereHealth Services would be subject to the applicable Copayment and/or
Coinsurance as described in Buiredule of Benefits.

The Claims Administrator uses various payment methods to pay specific Network providers.
From time to time, the payment methaay change. If you have questions about whether

your Network provider's contract with the Claims Administrator includes any financial
incentives, the Claims Administrator encourages you to discuss those questions with your
provider. You may also call tHai@s Administrator at the telephone number on your ID

card. The Claims Administrator can advise whether your Network provider is paid by any
financial incentive, including those listed above.

Incentives to You

Sometimes you may be offered coupons or other incentives to encourage you to participate
in various wellness programs or certagade management prograus/eys, discount

programs and/or programs to seek care in a more cost effective setting and/or from
Designated Providers. In some instances, these programs may be offered in combination
with a norUnitedHealthcare entityhe acision about whether or not to participate is

yours alone biMiss/IC recommends that you discuss participating in such programs with
your Physician. These incentives are not Benefits and do not alter or affect your Benefits.
You may call the number oruydD card if you have any questions. Additional information
may be found in SectionGlinical Programs and Resources
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Rebates and Other Payments

MissMC and UnitedHealthcare may receive rebates for certain drugs that are administered
to you in a Physam's office, or at a Hospital or Alternate Facility. This includes rebates for
those drugs that are administered to you before you meet your Annual Dédisshi(e.

and UnitedHealthcamreaypassa portion otthese rebates on to yayortion oWhen

rebates are passed on to you, they meakba into account in determining your Copays or
Coinsurance.

Workers' Compensation Not Affected

Benefits provided under the Plan do not substitute for and do not affect any requirements
for coverage by workers' comgation insurance.

Plan & Plan Summary

This Plan Summary also serves as the Plan document that governs your rights under the

Plan. At all times, however, your rights under the Plan are subject to any rules set forth in

yourE mp | opoleies@rsd any apgable collective bargaining agreements (collectively
referred to herein as 00ther Rulesdéd). To the
Summary and any Other Rules, the Other Rules will govern, so long as they are not

inconsistent with any applieabederal, state, or local laws. Please refer t&mployer

for more information concerning any Other Rules that may affect your rights under the

Plan.

Medicare Eligibility

Benefits under the Plan are not intended to supplement any coverage priiedechls.
Nevertheless, in some circumstances Covered Persons who are eligible for or enrolled in
Medicare may also be enrolled under the Plan.

If you are eligible for or enrolled in Medicare, please read the following information
carefully.

If you are eligible for Medicare on a primary basis (Medicare pays before Benefits under the
Plan), you should enroll in and maintain coverage under both Medicare Part A atid Part B
you don't enroll and maintain that coverage, and if the Planeisahéasy payer as

described in Section Thordination of Bertb&t®lan will pay Benefits under the Plan as if

you were covered under both Medicare Part A and.PesteBresult, you will be

responsible for the costs that Medicare would havanhydu will incur a larger aft

pocket cost.

If you are enrolled in a Medicare Advantage (Medicare Part C) plan on a primary basis
(Medicare pays before Benefits under the Plan), you should follow all rules of that plan that
require you to seek servifresn that plan's participating providers. When the Plan is the
secondary payer, the Plan will pay any Benefits available to you under the Plan as if you had
followed all rules of the Medicare Advantage plan. You will be responsible for any additional
coss or reduced Benefits that result from your failure to follow these rules, and you will

incur a larger owdf-pocket cost.
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SECTION HM5LOSSARY

What this section includes:
Yy Definitions of terms used throughout thian Summary

Many of the terms used throughout Blen Summanyay be unfamiliar to you or have a
specific meaning with regard to the way the Plan is administered and how Benefits are paid
This section defines terms used throughouPthis Summary but it does not describe the
Benefits provided by the Plan.

Addendum - any attached written description of additional or revised provisions to the
Plan. The benefits and exclusions ofRfas Sunmaryand anyAmendmentshereto shall

apply to the Addendunihe terms of an Addendum may be amended in an Amendment. In
the case of any conflict between the Addendurathedportion®f thePlan Sumnary

the Addendum shall be controlling.

Air Ambulanced medical transport by rotary wiig Ambulance or fixed wirdjr
Ambulance helicopter or airplane as definéd ©FR 414.605

Alternate Facility - a health care facility that is not a Hospital and that provides one or
more of the following services on an outpatient basis, as permitted by law:

Yy Surgical services.

Yy Emergency Health Services.

Yy Rehabilitative, laboratory, diagnostic or therapeutieservic

An Alternate Facility may also provide Mental Health Services or Sttsitzbedeand
Addictive Disorder Services on an outpatient basis or inpatient basis (for example a
Residential Treatment facility).

Amendment- any changes to this Plan adoptetriting by MissVIC. An Amendment is
effective as of the effective date(s) provided in the Amendment itself.

Ancillary Servicesd items and services provided by-Network Physicians at a Network
facility that are any of the following:

Yy Related temergencnedicine, anesthesiology, pathology, radiology, and neonatology;
Yy Providedby assistant surgeons, hospitalists, and intensivists;

y~ Diagnostic services, including radiology and laboratory services, unless such items and
services amxcludedrom the definition of Ancillary Services as determined by the
Secretary;

<

Providedby such other specialty practitioners as determined by #tar§eand

<

Provided by a meNetwork Physician when no other Network Physician is available.
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Annual Deductible (or Deductible)- the amount you must pay for Covered Health
Services in a calendar year before the Plan will begin paying Benefits mdtrayeaie
The Deductible is shown in the first table in SectiBlas Highlights

Autism Spectrum Disorder- a condition marked by enduring problems communicating
and interacting with others, along with restricted and repetitive behavists mtere
activities.

Benefits- Plan payments for Covered Health Services, subject to the terms and conditions
of the Plan and any Addendums and/or Amendments.

BMI - see Body Mass Index (BMI).

Body Mass Index (BMI) - a calculation used in obesity risk assggsvhich uses a
person's weight and height to approximate body fat.

Cancer Resource Services (CRSA program administered by UnitedHealthcare or its
affiliates made available to yoMissVIC The CRS program provides:

Yy Specialized consulting servioasa limited basis, to Participants and enrolled
Dependents with cancer.
Yy Access to cancer centers with expertise in treating the most rare or complex cancers.

Yy Education to help patients understand their cancer and make informed decisions about
their carend course of treatment.

Cellular Therapy- administration of living whole cells into a patient for the treatment of
disease.
CHD - see Congenital Heart Disease (CHD).

Claims Administrator - UnitedHealthcare (also known as United HealthCare) and its
affiliates, who provide certain claim administration services for the Plan.

Clinical Trial - a scientific study designed to identify new health services that improve
health outcomes. In a Claidrial, two or more treatments are compared to each other and
the patient is not allowed to choose which treatment will be received.

COBRA - see Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA).

Coinsurance- the charge, stated as a peegnof Eligible Expenses or the Recognized
Amount when applicable, that you are required to pay for certain Covered Health Services as
described in Sectionk3w the Plan Works

Congenital Anomaly- a physical developmental defect that is present at birth and is
identified within the first twelve months of birth.

Congenital Heart Disease CHD) - any structural heart problem or abnormality that has
been present since birth. Congenital heart defects may:
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Yy Be passed from a parent to a child (inherited).

Yy Develop in the fetus of a woman who has an infection or is exposed to radiation or
other toxc substances during her Pregnancy.

Yy Have no known cause.

Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRAR federal law
that requires employers to offer continued health insurance coverage to certain employees
and their dependents whose group health insurance has been terminated.

Copayment (or Copay)} the charge, stated as a set dollar amount, that yeguared to
pay for certain Covered Health Services as described in Sefwh® Plan Works

Please note that for Covered Health Services, you are responsible for paying the lesser of the
following:

Yy The applicable Copayment.

Yy The Eligible Expens® the Recognized Amount when applicable

Cosmetic Procedures procedures or services that change or improve appearance without
significantly improving physiological function, as determined by the Claims Administrator.

CostEffective - the least expensive equipment that performs the necessary function. This
term aplies to Durable Medical Equipment and prosthetic devices.

Covered Health Servicesthose health services, including services, supplies or
Pharmaceutical Products, which the Claims Administrator determines to be:

Yy Provided for the purpose of preventingl@ating, diagnosing or treating a Sickness,
Injury, Mental lliness, substamekated and addictive disorders, condition, disease or its
symptoms.

Medically Necessary.

Described as a Covered Health Service iRldnsSumaryunder Section Plan
Highlghtaind 6 Additional Coverage Details

Provided to a Covered Person who meets the Plan's eligibility requirements, as described
underEligibilityn Section 2ntroduction

<SS S

Not otherwise excluded in tikan Sumnaryunder Section &xclusions andniitations

Covered Person either the Participant or an enrolled Dependent, but this term applies
only while the person is enrolled and eligible for Benefits under the Plan. References to
"you" and "your" throughout thilan Summaryare references tdCamvered Person.

CRS- see Cancer Resource Services (CRS).

Custodial Care- services that are any of the following:
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Yy Non-healthrelated services, such as assistance in activities of daily living (examples
include feeding, dressing, bathing, transferrirgnaimaating).

Yy Healthrelated services that are provided for the primary purpose of meeting the
personal needs of the patient or maintaining a level of function (even if the specific
services are considered to be skilled services), as opposed to irhptdumgion to
an extent that might allow for a more independent existence.

Yy Services that do not require continued administration by trained medical personnel in
order to be delivered safely and effectively.

Deductible - see Annual Deductible.

Definitive Drug Test - test to identify specific medications, illicit substances and
metabolites and is qualitative or quantitative to identify possible usese oba drug.

Dependent- an individual who meets the eligibility requirements specified in tlas Plan,
described undétligibilityn Section AntroductioA Dependent does not include anyone
who is also enrolled as a Participgntone can be a Dependent of more than one
Participant.

Designated Dispensing Entity- a pharmacy, provider, or facility that has entered into an
agreement with the Claims Administrator, or with an organization contracting on the Claims
Administrator's behalf, to provide Pharmaceutical Products for the treatment of specified
diseases opaditions. Not all Network pharmacies, providers, or facilities are Designated
Dispensing Entities.

Designated Network Benefitsd for Benefit plans that have a Designated Network Benefit
level, this is the description of how Benefits are paid for thee@blaalth Services

provided by a Physician or other provider that has been identfi2esagated Provider.
Refer to Section BJan Highlighte determine whether or not your Benefit plan offers
Designated Network Benefits and for details aboubDleswgnated Network Benefits apply.

Designated Provider- a provider and/or facility that:

Yy Has entered into an agreement with the Claims Administrator, or with an organization
contracting on the Claims Administrator's behalf, to provide Covered3eealtbs
for the treatment of specific diseases or conditions; or

Yy The Claims Administrator has identified through the Claims Administrator's designation
programs as a Designated Provider. Such designation may apply to specific treatments,
conditions and/oprocedures.

A Designated Provider may or may not be located within your geographic area. Not all
Network Hospitals or Network Physicians are Designated Providers.

You can find out if your provider is a Designated Provider by contacting the Claims
Administator atwww.myuhc.comor the telephone number on your ID card.

Designated Physician a Physician that the Claims Administrator identified through its
designation programs as a Designated provider. A Designhated Physician may or may not be
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located withingur geographic area. The fact that a Physician is a Network Physician does
not mean that he or she is a Designated Physician.

Designated Virtual Network Provider- a provider or facility that has entered into an
agreement witthe Claims Administrataor with an organization contractinglos Claims
Administrators behalf, to deliver Covered Health Serthcesgh live audio with video
technologyr audio only

DME - see Durable Medical Equipment (DME).

Domiciliary Care - living arrangements designed to meet the needs of people who cannot
live independently but do not require Skilled Nursing Facility services.

Durable Medical Equipment (DME) - medical equipment thatall of the following:

Is used to serve a medical purpose with respect to treatment of a Sickness, Injury or their
symptoms.

Is not disposable.

Is generally not useful to a person in the absence of a Sickness, Injury or their symptoms.

Can withstand rejated use.

<SS S

Is not implantable within the body.
Yy Is appropriate for use, and is primarily used, within the home.

Eligible Expenses- for Covered Health Services, incurred while the Plan is in effect,
Eligible Expenses are determined by the Claims Adnoniagatated below and as
detailed in SectionBopw the Plan Works

Eligible Expenses are determined in accordan
reimbursement policy guidelines or as required by law. The Claims Administrator develops
the reimbursemenbpl i cy gui delines, in the Claims Admi

evaluation and validation of all provider billings in accordance with one or more of the
following methodologies:

Yy As indicated in the most recent edition ofdhererProcedural Terminology éCPT)
publication of thé&merican Medical Assocattbor theCenters for Medicare and Medicaid
Services (CMS)

Yy As reported by generally recognized professionals or publications.
Yy As used for Medicare.

Yy As determined by medis#ff and outside medical consultants pursuant to other
appropriate source or determination that the Claims Administrator accepts.

Emergency- a medical condition manifesting itself by acute symptoms of sufficient severity
(including severe pain) so that a prudent layperson, who possesses an averagefknowledge
health and medicine, could reasonably expect the absence of immediate medical attention to
result in any of the following:
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Yy Placing the health of the Covered Person (or, with respect to a pregnant woman, the
health of the woman or her unborn child) nose jeopardy.

Yy Serious impairment to bodily functions.
y  Serious dysfunction of any bodily organ or part.
Emergency Health Services with respect to an Emergency:

Yy An appropriate medical screening examination (as required undet&ectdrihe
Social Security Act, 42 U.S.C. I3%sddould be required under such section if such
section applied to an Independent Freestanding Emergency Dep#ransntvithin
the capability of the emergency department of a Hospital, or an Independent
Freestanding Emergency Department, as applicable, including ancillary services routinely
available to the emergency department to evaluate such Emergency.

Yy Such further medical eximation and treatment, to the extent they are within the
capabilities of the staff and facilities available at the Hospital or an Independent
Freestanding Emergency Department, as applicable, as are required und863eattion
the Social Securityd2dt (S.C. 1395dd(e)@)ns would be required under such section
if such section applied to an Independent Freestanding Emergency Department, to
stabilize the patient (regardless of the department of the Hospital in which such further
exam or treatments provi ded) . For the purpose of th
meaning as given such term in sedi&@Y(e)(3) of the Social Security Act (42 U.S.C.
1395dd(e)(3)).

Yy Emergency Health Services include items and services otherwise coveredPlarter the
when provided by a néwetwork provider or facility (regardless of the department of
the Hospital in which the items are services are provided) after the patient is stabilized
and as part of outpatient observation, or as a part of an Inpatiento8tpgtant stay
that is connected to the original Emergency unless the following conditions are met:

a. The attending Emergency Physician or treating provider determines the patient is
able to travel using nonmedical transportation cGEnmergency medical
transportation to an available Network provider or facility located within a
reasonable distance taking into consideration the patient's medical condition.

b. The provider furnishing the additional items and services satisfies notice and
consent criteria in @@rdance with applicable law.

c. The patient is in such a condition, as determined by the Secretary, to receive
information as stated in b) above and to provide informed consent in accordance
with applicable law.

d. The provider or facility satisfies any aduiticequirements or prohibitions as
may be imposed by state law.

e. Any other conditions as specified by the Secretary.

The above conditions do not apply to unforeseen or urgent medical needs that arise at the
time the service is provided regardless of whedtiee and consent criteria has been
satisfied.
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Employer - Your Participating School Distrigtthin MissVIC
EOB - see Explanation of Benefits (EOB).

Experimental or Investigational Services medical, surgical, diagnostic, psychiatric,
mental health, substanetated and addictive disorders or other health care services,
technologies, supplies, treatments, proegddrug therapies, medications or devices that, at
the time the Claims Administrator make&termination regarding coverage in a particular
case, are determined to be any of the following:

Yy Not approved by thg.S. Food and Drug Administration {¢-B&jawfully marketed
for the proposed use and not identified inAimerican Hospital Formulary @ehace
United States Pharmacopoeia Dispensingéndmpnapioate for the proposed use.

Yy Subject to review and approval by any institutionawréeard for the proposed use.
(Devices which afeDA approved under tHdumanitarian Use Dexemption are not
considered to be Experimental or Investigational.)

Yy The subject of an ongoing Clinical Trial that meets the definition of a Phase I, Il or llI
Clinical Trial set forth in tHeDA regulations, regardless of whether the trial is actually
subject td-DA oversight.

Exceptions:
y  Clinical Trials for which Benefits are available as describe@lumdalr Triais Section
6, Additional Coverage Betall

y If you are not a participant in a qualifying Clinical Trial as described under Section 6,
Additional Coverage Datadl$iave a Sickness or condition that is likely to cause death
within one year of the request for treatment, the Claims Adminisiagtaat its
discretion, consider an otherwise Experimental or Investigational Service to be a
Covered Health Service for that Sickness or condition. Prior to such consideration, the
Claims Administratonust determine that, although unproven, the shiagce
significant potential as an effective treatment for that Sickness or condition.

Explanation of Benefits (EOB)- a statement provided by UnitedHealthcare to you, your
Physician, or another health care professional that explains:

Yy The Benefits provided any).

The allowable reimbursement amounts.

Deductibles.

Coinsurance.

Any other reductions taken.

The net amount paid by the Plan.

<SS

The reason(s) why the service or supply was not covered by the Plan.

Freestanding Facility- an outpatient, diagnostic ontaulatory center or independent
laboratory which performs services and submits claims separately from a Hospital.
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Genetic Counseling- counseling by a qualified clinician that includes:
Yy Identifying your potential risks for suspected genetic disorders;

Yy An individualized discussion about the benefits, risks and limitations of Genetic Testing
to help you make informed decisions about Genetic Testing; and

Y Interpretation of the Genetic Testing results in order to guide health decisions.

Certified geneticounselors, medical geneticists and physicians with a professional society's
certification that they have completed advanced training in genetics are considered qualified
clinicians when Covered Health Services for Genetic Testing require GeneticgCounselin

Genetic Testing- exam of blood or other tissue for changes in genes (DNA or RNA) that
may indicate an increased risk for developing a specific disease or disorder, or provide
information to guide the selection of treatment of certain diseases girnelodear.

Gene Therapy- therapeutic delivery of nucleic acid (DNA or RNA) into a patient's cells as
a drug to treat a disease.

Gestational Carrier A Gestational Carrier is a female who becomes pregnant by having a
fertilized egg (embryo) implanteden hiterus for the purpose of carrying the fetus to term
for another person. The carrier does not provide the egg and is therefore not biologically
(genetically) related to the child.

Health Statement(s)- a single, integrated statementsbaimarizes EOB information by
providing detailed content on account balances and claim activity.

Home Health Agency- a program or organization authorized by law to provide health
care services in the home.

Hospital - an institution, operated as requirgdalv and that meets both of the following:

y Itis primarily engaged in providing health services, on an inpatient basis, for the acute
care and treatment of sick or injured individuals. Care is provided through medical,
mental health, substaneéated andddictive disorders, diagnostic and surgical facilities,
by or under the supervision of a staff of Physicians.

y It has 24hour nursing services.

A Hospital is not primarily a place for rest, Custodial Care or care of the aged and is not a
nursing home, cealescent home or similar institution.

Hospital-based Facility- an outpatient facility that performs services and submits claims
as part of a Hospital.

Independent Freestanding Emergency Departmenrt a healthcare facility that:

y Is geographicalseparatand distinct and licensed separately from a Hospital under
applicable law; and

Yy Provide€Emergencyealth Services.

131 SECTIONL4- GLOSSARY



MssV/ICCHOICHPLUSHEALTHPLAN

Injury - bodily damage other than Sickness, including all related conditions and recurrent
symptoms.

Inpatient Rehabilitation Facility - a long term acute rehabilitation center, a Hospital (or a
special unit of a Hospital designated as an Inpatient Rehabidatlity) that provides
rehabilitation services (including physical therapy, occupational therapy and/or speech
therapy) on an inpatient basis, as authorized by law.

Inpatient Stay- an uninterrupted confinement, following formal admission to a Hospital,
Skilled Nursing Facility or Inpatient Rehabilitation Facility.

Intensive Behavioral Therapy (IBT)- outpatient behavioral/educational services that aim

to reinforce adaptive behaviors, reduce maladaptive behaviors and improve the mastery of
functional agappropriate skills in people with Autism Spectrum Disorders. Examples
includeApplied Behavior Analysis (ABAYenver ModahdRelationship Development
Intervention (RDI)

Intensive Outpatient Treatment- a structured outpatient treatment program.
Yy For Mental Health Services, the program may be freestanding or-baspdand
providesservicesor at least three hours per day, two or more days per week.

Yy For SubstaneRelated and Addictive Disorders Services, the program provides nine to
nineteen hours per week of structured programming for adults and six to nineteen hours
for adolescents, consisting primarily of counseling and education about adalietion re
andmentahealth.

Intermittent Care - skilled nursing care that is provided or needed either:

Yy Fewer than seven days each week.

Yy Fewer than eight hours each day for periods of 21 days or less.

Exceptions may be made in special circumstances when the need for additionalecare is fin
and predictable.

Kidney Resource Services (KRSh program administered by UnitedHealthcare or its
affiliates made available to yoMissVIC The KRS program provides:

Yy Specialized consulting services to Participants and enrolled Dependents woth ESRD
chronic kidney disease.

Yy Access to dialysis centers with expertise in treating kidney disease.

Yy Guidance for the patient on the prescribed plan of care.

Manipulative Treatment- the therapeutic application of chiropractic and/or osteopathic
manipulativéreatment with or without ancillary physiologic treatment and/or rehabilitative
methods rendered to restore/improve motion, reduce pain and improve function in the
management of an identifiable neuromusculoskeletal condition.
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Medicaid - a federal prograndministered and operated individually by participating state
and territorial governments that provides medical benefits to eligibleolow people
needing health care. The federal and state governments share the program's costs.

Medically Necessary- health care services that are all of the following as determined by
the Claims Administrator or its designee, within the Claims Administrator's sole discretion.
The services must be:

Yy In accordance with Generally Accepted Standards of Medical Practice.

y Clinially appropriate, in terms of type, frequency, esémicesite and duration, and
considered effective for your Sickness, Injury, Mental lliness, stietidedand
addictive disorders, disease or its symptoms.

<,

Not mainly for your convenience orttbyour doctor or other health care provider.

<,

Not more costly than an alternative drug, serviee(ge siter supply that is at least
as likely to produce equivalent therapeutic or diagnostic results as to the diagnosis or
treatment of your Sickrsednjury, disease or symptoms.

Generally Accepted Standards of Medaral Reaxctarels that are based on credible scientific
evidence published in peeviewed medical literature generally recognized by the relevant
medical community, relying painty on controlled clinical trials, or, if not available,
observational studies from more than one institution that suggest a causal relationship
between the service or treatment and health outcomes.

If no credible scientific evidence is available, thedesds that are based on Physician

specialty society recommendations or professional standards of care may be considered. The
Claims Administrator reserves the right to consult expert opinion in determining whether
health care services are Medicallydsaog The decision to apply Physician specialty

society recommendations, the choice of expert and the determination of when to use any
such expert opinion, shall be within the Claims Administrator's sole discretion.

The Claims Administrator develops amehiains clinical policies that describ&ererally
Accepted Standards of Medicaddreatficeevidence, prevailing medical standards and
clinical guidelines supporting its determinations regarding specific services. These clinical
policies (asaeveloped by the Claims Administrator and revised from time to time), are
available to Covered Personsvwww.myuhc.comor by calling the number on your ID

card, and to Physicians and other health care professiomails.oiCprovider.com.

Medicare- Pars A, B, C and D of the insurance program established by TitleU€\ikigl
States Social Securjtgsfatmended by 42 U.S.C. Sections 1394, et seq. and as later amended.

Mental Health Services service$or the diagnosis and treatmenthafse mentaldalth

or psychiatric categories that are listed in the current editiotndéthational Classification of
Diseases section on Mental and BehaviavaltiEoadgisstic and Statistical Manual of the
American Psychiatric Assotiaifact that a condition is listed in the current edition of the
International Classification of Diseases section on Mental and BaHanagraldiisarders
Statistical Manual of the American Psychiatricldesoumtioean that treatmémtthe
condition is a Covered Health Service.
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Mental Health/Substance-Related and Addictive Disorders Administrator the
organization or individual designatessVICwho provides or arranges Mental Health
Services and Substafeated and Addictitdsorder Services under the Plan.

Mental lliness - thosemental health or psychiatric diagnostic categories listed in the current
edition of thdnternational Classification of Diseases section on Mental and Bahavioral Disorders
Diagnostic adi@tistical Manual of the American Psychiatric Rssdadtibat a condition is

listed in the current edition of thdernational Classification of Diseases section on Mental and
Behavioral Disordedagnostic and Statistical Manual @fritenAPsychiatric Assatnason

not mean that treatment for the condition is a Covered Health .Service

Network - when used to describe a provider of health care services, this means a provider
that has a participation agreement in effect (eithelydmeictdirectly) with the Claims
Administrator or with its affiliate to participate in the Network; however, this does not
include those providers who have agreed to discount their charges for Covered Health
Services by way of their participation in ktizeesl Savings Program. The Claims
Administrator's affiliates are those entities affiliated with the Claims Administrator through
common ownership or control with the Claims Administrator or with the Claims
Administrator's ultimate corporate parent, inetudirect and indirect subsidiaries.

A provider may enter into an agreement to provide only certain Covered Health Services,
but not all Covered Health Services, or to be a Network provider for only some products. In
this case, the provider will be a Neknywovider for the Covered Health Services and
products included in the participation agreement, andNetoark provider for other

Covered Health Services and products. The participation status of providers will change
from time to time.

Network Benefits - for Benefit Plans that have a Network Benefit level, this is the
description of how Benefits are paid for Covered Health Services provided by Network
providers. Refer to SectiorPkan Highlightsdetermine whether or not your Benefit plan
offers Network Benefits and SectioHdw the Plan Worfks details about how Network
Benefits apply.

New Pharmaceutical Product a Pharmaceutical Product or new dosage form of a
previously approved Pharmaceutical Product. It applies to the period ofttilgeosténe
date the Pharmaceutical Product or new dosage form is approved.8yfoed and Drug
Administration (FDANd ends on the earlier of the following dates.

y The date it is reviewed.

y December 31st of the following calendar year.

Non-Medical 24-Hour Withdrawal Management- An organized residential service,
including those defined Aimerican Society of Addiction Medicine S ainp 24our
supervision, observation, and support for patients who are intoxicated or experiencing
withdrawal, using peer and social support rather than medical and nursing care.
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Non-Network Benefits - for Benefit Plans that have a N@atwork Benefit level, this is
the description of how Benefits are paid for Covered Health Services provided by non
Network providers. Refer to SectiofP&n Highlightsdetermine whether or not your
Benefit plan offers NeNetwork Benefits and SectiorHaw the Plan Worfks details

about how NorNetwork Benefits apply.

Open Enrollment - the period of time, detemad byMissVIG during which eligible
Participants may enroll themselves and their Dependents under tes&V46.
determines the period of time that is the Open Enrollment period.

Out-of-Pocket Maximum - for Benefit plans that have an @tH#Pocket Maxnum, this is
the maximum amount you pay every calendar year. Refer to Selziohlighlighits the
Out-of-Pocket Maximum amount. See Sectiélo®, the Plan Wdidksa description of
how the Outof-Pocket Maximum works.

Partial Hospitalization/Day Treatment - a structured ambulatory program that may be a
freestanding or Hospitahsed program and that provides services for at least 20 hours per
week.

Participant - a fulltime Participant of the Employer who meets the eligibility requirements
specifed in the Plan, as described uikdigibilityn Section 2ntroductioA Participant
must live and/or work in the United States.

Participating School Districtd Each school district and its related entities that offers
coverage under this Plan, asasé#t on the cover of this Plan Summary. This list may be
updated from time to time.

Personal Health Support programs provided by the Claims Administrator that focus on
prevention, education, and closing the gaps in care designed to encourage aystéicie
of care for you and your covered Dependents.

Personal Health Support Nurse the primary nurse that UnitedHealthcare may assign to
you if you have a chronic or complex health condition. If a Personal Health Support Nurse
is assigned to you, timgrse will call you to assess your progress and provide you with
information and education.

Pharmaceutical Product(s} U.S. Food and Drug Administration-@ppyved
prescription medications or products administered in connection with a Covered Health
Service by a Physician.

Physician- anyDoctor of MedioinBoctor of Osteopaltiayis properly licensed and
qualified by law.

Please note: Any podiatrist, dentist, psychologist, chiropractor, optomettrest provider

who acts within the scopelo$ or her license will be considered on the same basis as a
Physician. The fact that a provider is described as a Physician does not mean that Benefits
for services from that provider are available to you under the Plan.
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Plan - This Mississippi Valley Intergovernmental Cooper@tioice Plusiealth Plan, as
set forth in this Plan Summary, as amended from time.

Pregnancy- includes all of the following:

y Prenatal care.
Yy Postnatal care.
y  Childbirth.

Yy Any complications associated \thign above.

Prescription Drug List (PDL) Management Committee- the committee that
UnitedHealthcare designates for, among other responsibilities, classifying Pharmaceutical
Products into specific tiers.

Presumptive Drug Test- test to determine the presenc@bsence of drugs or a drug
class in which the results are indicated as negative or positive result.

Primary Physician- a Physician who has a majority of his or her practice in general
pediatrics, internal medicine, obstetrics/gynecology, familyegpoageneral medicine.

Private Duty Nursing - nursing care that is provided to a patient on-toemee basis by
licensed nurses in an inpatient or home setting when any of the following are true:

Yy Services exceed the scope of Intermittent Care in tiee hom

Yy The service is provided to a Covered Person by an independent nurse who is hired
directly by the Covered Person or his/her family. This includes nursing services provided
on an inpatient or hormare basis, whether the service is skilled eskiited
independent nursing.

Yy~ Skilled nursing resources are available in the facility.

y' The Skilled Care can be provided by a Home Health Agency on a per visit basis for a
specific purpose.

Recognized Amountd the amount which Copayment, Coinsurance and applicable
deductible, is based on for the below Covered Health Services when provided by non
Network providers.

Yy Non-NetworkEmergency Health Services.

Yy Non-Emergency Covered Health Services received at certain Network facilities by non
NetworkPhysiciansvhen such services are either Ancillary Services;Amaikery
Services that have not satisfied the notice and consent criteria 02 8@8E2(d) of the
Public Service Bot the purpose of this provision, "certain Network facilities” are
limited to a hospital (as defined861(e) of the Social Sec)rigyhdspital outpatient
department, a critical access hospital (as defib@@llifmm)(1) of the Social Sequrity Act
an ambulatory surgical center as described in 4838{)(1)(A) the Social Security Act
and any other facility specified by the Secretary.
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The amount is based on either:

1) An All Payer Model Agreafretdpted,
2) State law, or

3) The lesser of the qualifying payment amount as determined under applicable law or the
amount billed by the provider or facility.

The Recognized Amount for Air Ambulance services provided byNatmark provider
will be calculated based on the lesser of the qualifying payment amount as determined under
applicable law or the amount billed k&yAlr Ambulance service provider.

Note: Covered Health Services that use the Recognized Amount to determine your
cost sharing may be higher or lower than if cost sharing for these Covered Health
Services were determined based upon an Eligible Expense.

Recmstructive Procedure- a procedure performed to address a physical impairment

where the expected outcome is restored or improved function. The primary purpose of a
Reconstructive Procedure is either to treat a medical condition or to improve or restore
physiologic function. Reconstructive Procedures include surgery or other procedures which
are associated with an Injury, Sickness or Congenital Anomaly. The primary result of the
procedure is not changed or improved physical appearance. The fact thatmaperson

suffer psychologically as a result of the impairment does not classify surgery or any other
procedure done to relieve the impairment as a Reconstructive Procedure.

Remote Physiologic Monitoring- the collection and electronic transmission of biometric
datathatare analyzed and used to develop, manage, and update a treatment plan related to a
chronic and/or acute health illness or condition. Remote Physiologic Monitoring services
must be ordered laylicensed Physician or other qualified health professional who has
examined the patient and with whom the patient has an established, documented, and
ongoing relationship.

Residential Treatment- treatment in a facility which provides Mental HealticEgmr
Substanc®elated and Addictive Disorders Services treatment. The facility meets all of the
following requirements:

y ltis established and operated in accordance with applicable state law for Residential
Treatment programs.

y It provides grogram of treatment under the active participation and direction of a
Physician and approved by the Mental Health/Subgstataied and Addictive
Disorders Services Administrator.

y It has or maintains a written, specific and detailed treatment progienyriedjime
residence and fualme participation by the patient.

y It provides at least the following basic services th@u2fer day, structured milieu:

- Room and board.
- Evaluation and diagnosis.
- Counseling.
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- Referral and orientation to specializadrounity resources.
A Residential Treatment facility that qualifies as a Hospital is considered a Hospital.

Retired Employee- an Employee who retires while covered under the Plan.

Secretaryd as that term is applied in the Surprises Atthe Consolided Appropriations Act
(P.L. 11&60)

Semtprivate Room- a room with two or more beds. When an Inpatient Stay in-a Semi
private Room is a Covered Health Service, the difference in cost betwe@nizagemi
Room and a private room is a benefit onlynahgrivate room is necessary in terms of
generally accepted medical practice, or when-pri@iei Room is not available.

Shared Savings Programa program in which UnitedHealthcare may obtain a discount to
a nonNetwork provider's billed charges. Tssount is usually based on a schedule
previously agreed to by the Adetwork provider. When this happens, you may experience
lower outof-pocket amounts. Plan coinsuranceaarydapplicable deductilteuld still

apply to the reduced charge. SometRtagsprovisions or administrative practices
supersedthe scheduled rate, and a different rate is determined by UnitedHealthcare.

This means, when contractually permitted, the Plan may pay the lesser of the Shared Savings
Program discount or an amountedsined by the Claims Administrator, such as

Yy a percentage of the published rates allowed Ggtiters for Medicare and Medicaid Services
(CMS)or the same or similar service within the geographic market

Yy an amount determined based on available data resources of competitive fees in that
geographic area

y  afee schedule established by a third party vendor
Yy a negotiated rate with the provider.

In this case the ndxetwork provider may bill you for the difference between the billed
amount and the rate determined by UnitedHealthcare. If this happens you should call the
number on your ID Card. Shared Savings Program providers are not Networls prodide
are not credentialed by UnitedHealthcare.

Sickness- physical iliness, disease or Pregnancy. The term Sickness as uBkuhin this
Summaryincludes Mental lliness or substamet&ted and addictive disorders, regardless of
the cause or origin ofeiMental Iliness or substamelted and addictive disorder.

Skilled Care- skilled nursing, teaching, and rehabilitation services when:

Yy They are delivered or supervised by licensed technical or professional medical personnel
in order to obtain the spaed medical outcome and provide for the safety of the
patient.

y" A Physician orders them.
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Yy They are not delivered for the purpose of assisting with activities of daily living,
including dressing, feeding, bathing or transferring from a bed to a chair.

Yy They require clinical training in order to be delivered safely and effectively.
Yy They are not Custodial Care, as defined in this section.

Skilled Nursing Facility - a Hospital or nursing facility that is licensed and operated as
required by law. A Skilleduféing Facility that is part of a Hospital is considered a Skilled
Nursing Facility for purposes of the Plan.

Specialist Physician a Physician who has a majority of his or her practice in areas other
than general pediatrics, internal medicine, obsggtniesology, family practice or general
medicine.

Spouse- an individual to whom you are legally married

SubstanceRelated and Additive Disorder Servicesservices$or the diagnosis and

treatment of alcoholism and substaetaed and addictive disagithat are listed in the
currentedition of thdnternational Classification of Diseases section on Mental and Behavioral
Disordews Diagnostic and Statistical Manual of the American Psychialihe Asstatiatian

disorder is listed in thegltion of thelnternational Classification of Diseases section on Mental and
Behavioral DisoroelBsagnostic and Statistical Manual of the American PsychidtgsAssociation
not mean that treatment of the disorder is a Covered Health Service.

Surrogate- a female who becomes pregnant usually by artificial insemination or transfer of
a fertilized egg (embryo) for the purpose of carrying the fetus for another person. The
surrogate provides the egg and is therefore biologically (genetically) relatiitbto the

Telehealth/Telemedicine - live, interactive audio with visual transmissions of a Physician
patient encounter from one site to another using telecommunications technology. The site
may be £MSdefined originating facility or another location such as a Covered Person's
home or place of work. Telehealth/Telemedicine does not include virtual care services
provided by a Designated Virtual Network Provider.

Transitional Living - Mental Health Senas and SubstanBelated and Addictive
Disorders Servicéisat are provided through facilities, group homes and supervised
apartments that provide-Bdur supervisignncluding those defined American Society of
Addiction Medicine (ASAMgria, thaare either

Yy Sober living arrangements such asfdeeghousing or alcohol/drug halfway houses.
These are transitional, supervised living arrangements that provide stable and safe
housing, an alcohol/drifgee environment and support for recovery. A divnay
arrangement may be utilized as an adjunct to ambulatory treatment when treatment
doesn't offer the intensity and structure needed to assist the Covered Person with
recovery.

Yy Supervised living arrangements which are residences such as fagpitresngsoand
supervised apartments that provide members with stable and safe housing and the
opportunity to learn how to manage their activities of daily living. Supervised living
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arrangements may be utilized as an adjunct to treatment when treatnieaffdoesn
the intensity and structure needed to assist the Covered Person with recovery.

Unproven Services health services, including medications thabadeterminedo be
effective for treatment of the medical condibionotdeterminedo have a beneficial effect
on health outcomes due to insufficient and inadequate clinical evidence-ronductkd
randomized controlled trials or cohort studies in the prevailing publishedipaerd
medical literature.

Yy~ Weltconducted randomized canited trials(Two or more treatmentrecompared to
each othendthe patients not allowed to choose which treatment is received.

Yy Welkconducted cohort studies from more than one institiairentsvho receive
study treatment are compared to a group of patients who receive standard therapy. The
comparison group must be nearly identical to the study treatment group.

UnitedHealthcare has a process by which it compiles and reviews climcal entiol

respect to certain health services. From time to time, UnitedHealthcare issues medical and
drug policies that describe the clinical evidence available with respect to specific health care
services. These medical and drug policies are suldjacige without prior notice. You can

view these policies\avw.myuhc.com

Please note:

Yy If you have a life threatening Sickness or condition (one that is likely to cause death
within one year of the request for treatmémg)Claims Administratanay, at its
discretion, consider an otherwise Unproven Service to be a Covered Health Service for
that Sickness or condition. Prior to such a considethgddlaims Administratanust
first establish that there is sufficievitience to conclude that, albeit unproven, the
service has significant potential as an effective treatment for that Sickness or condition.

Urgent Care- Care that requires prompt attention to avoid adverse consequences, but does
not pose an immediate ¢lt to a person's life. Urgent care is usually delivered inira walk
setting and without an appointment. Urgent care facilities are a location, distinct from a
hospital emergency department, an office or a clinic. The purpose is to diagnose and treat
illness or injury for unscheduled, ambulatory patients seeking immediate medical attention.

Urgent Care Center a facility that provides Covered Health Services that are required to
prevent serious deterioration of your health, and that are requiredlasfaaresu
unforeseen Sickness, Injury, or the onset of acute or severe symptoms.
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SECTION 13SMPORTANT ADMINISTRATIVE INFORMATION

What this section includes:
Yy Planadministrative information.

This section includes information on the administration of the medical Plan. While you may
not need this information for your etayday participation, it is information you may find
important.

Addlitional Plan Description

Claims Administrator: The company which provides certain administrative services for the
Plan Benefits described in fRian Summary

United Healthcare Services, Inc.
9900 Bren Road East
Minnetonka, MN 55343

The Claims Administrator shall not be deemed otrgedsas an employer for any purpose
with respect to the administration or provision of benefits under the Plan. The Claims
Administrator shall not be responsible for fulfilling any duties or obligations of an employer
with respect to the Plan.

United Heahcare has assumed fiduciary responsibility under the Plan for all of the
following activities:

y" Claim processing and payment;
Yy Review of initial appeals; and

Yy Review of final appeals.

Type of Administration of the Plan

MissVICprovides certain adminidiva services in connection witle Plan.MissVICmay,

from time to time in its sole discretion, contract with outside parties to arrange for the
provision of other administrative services including arrangement of access to a Network
Provider; claims pressing services, including coordination of benefits and subrogation;
utilization management and complaint resolution assistance. This external administrator is
referred to as the Claims Administrator. For Benefits as describeBlantBismmayy
MissVICalso has selected a provider network establishiutégHealthcare Insurance
CompanyMissVICretains all responsibilities with respect to the Plan except to the extent
MissVIChas delegated or allocated to other persons or entities one or mosgbibgs

with respect to the Plan.

Authority Under the Plan

MissVIC has the discretionary authority to administer and interpret the Plan, to make all
relevant factual determinations under the Plan, to decide and pay all claims for Benefits
under the Pla and to establish any rules, regulations, or procedures it deems necessary or
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appropriate to administer the Plan. Each Participating School District has the discretionary
authority to interpret its eligibility requirements under the Plan and to nizky elig
determinations under the Plan pursuant to such requirements. All interpretations or other
actions by MissVIC (or by other persons or entities that have been delegated such authority,
including UnitedHealthcare) and all eligibility interpretatidrdeterminations made by
Participating School Districts, shall be final and legally binding on all parties, and may only
be subject to review to the extent such interpretations or other actions are without a rational
basis. All Participating School Das$i participants, and other eligible individuals hereby
consent to such standard of review.

MissVICmay delegate its authority under the Plan to any other person or entity it deems
appropriate. MissVIC has delegated to UnitedHealthcare and its affiliates the authority to act
as the Claims Administrator and, in accordance with such authority, td theeRies, to
determine the validity of charges submitted under the Plan, to make final determinations
regarding Plan Benefits, and to perform such other functions as are described elsewhere in
this Plan Summary. However, in all cases, MissVIC retanthtiréy to, in its discretion,

offer Benefits for services the Plan does not expressly cover or prdbilseiices

which would otherwise not be Covered Health Seroicestreat certain NeNetwork

Benefits or an-Network providers as NetwoBenefits or Network providers, respectively

The fact that MissVIC does so in any particular case shall not in any way be deemed to
require MissVIC to do so in other similar cases.
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ATTACHMENTHEALTH CARE REFORM NOTICES

Patient Protection and AffordaGlare Act ("PPACA")

Patient Protection Notices

The Claims Administrator generally allows the designation of a primary care provider. You
have the right to designate any primary care provider who participates in the Claims
Administrator's network and whaigilable to accept you or your family members. For
information on how to select a primary care provider, and for a list of the participating
primary care providers, contact the Claims Administrator at the oanyber ID card

For children, you may dgsate a pediatrician as the primary care provider.

You do not need prior authorization from the Claims Administrator or from any other

person (including a primary care provider) in order to obtain access to obstetrical or
gynecological care from a heedtte professional in the Claims Administrator's network

who specializes in obstetrics or gynecology. The health care professional, however, may be
required to comply with certain procedures, including obtaining prior authorization for
certain services, lmlving a prapproved treatment plan, or procedures for making referrals.
For a list of participating health care professionals who specialize in obstetrics or
gynecology, contact the Claims Administrator at the namigeur ID card
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ATTACHMENT-UEGAL NOTICES

Women's Health and Cancer Rights Act of 1998

As required by thé&/omen's Health and Cancer Rights Acthef RB8Bprovides Benefits

under the Plan for mastectomy, including reconstruction and surgery to achieve symmetry
between the breasts, prostheses, and complications resulting from a mastectomy (including
lymphedema).

If you are receiving Benefits in connection witlastectomy, Benefits are also provided for
the following Covered Health Services, as you determine appropriate with your attending
Physician:

y All stages of reconstruction of the breast on which the mastectomy was performed.
Yy Surgery and reconstruction of tither breast to produce a symmetrical appearance.

Yy Prostheses and treatment of physical complications of the mastectomy, including
lymphedema.

The amount you must pay for such Covered Health Services (including Copayments and any
Annual Deductible) aregtsame as are required for any other Covered Health Service.
Limitations on Benefits are the same as for any other Covered Health Service.

Statement of Rights under the Newborns' and Mothers' Health Protection Act

Under Federal law, group health Plan$ealth insurance issuers offering group health
insurance coverage generally may not restrict Benefits for any Hospital length of stay in
connection with childbirth for the mother or newborn child to less than 48 hours following
a vaginal delivery, or I¢isan 96 hours following a delivery by cesarean section. However,
the Plan or issuer may pay for a shorter stay if the attending provider (e.g., your physician,
nurse midwife, or physician assistant), after consultation with the mother, discharges the
mothe or newborn earlier.

Also, under Federal law, plans and issuers may not set the level of Beneditpociait
costs so that any later portion of thénd@r (or 9énhour) stay is treated in a manner less
favorable to the mother or newborn than ariee@ortion of the stay.

In addition, a plan or issuer may not, under Federal law, require that a physician or other
health care provider obtain authorization for prescribing a length of stay of up to 48 hours
(or 96 hours). However, to use certain pessidr facilities, or to reduce yourafypocket

costs, you may be required to obtain prior authorization or notify the Claims Administrator.
For information on notification or prior authorization, contact your issuer.
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ATTACHMENTAINONDISCRIMINATION AND ACCESSIBILITY
REQUIREMENTS

When the Plan uses the words "Claims Administrator" in this Attachment, it is a reference to
United Healthcare, Inc., on ladfiof itself and its affiliated companies.

The Claims Administrator on behalf of itself and its affiliated companies complies with
applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disahildy sex. UnitedHealthcare does not exclude people or treat
them differently because of race, color, national origin, age, disability, or sex.

The Claims Administrator provides free aids and services to people with disabilities to
communicate effectivelytivus, such as:

Yy Qualified sign language interpreters

Yy Written information in other formats (large print, audio, accessible electronic formats,
other formats)

Yy Provides free language services to people whose primary language is not English, such
as: Qualifie interpreters

Yy Information written in other languages

If you need these services, please call tHieéoihember number on your health plan ID
card, TTY 711 avlissVIC

If you believe that the Claims Administrator has failed to provide these services or
discriminated in another way on the basis of raog, mational origin, age, disability, or

sex, you can file a grievance in writing by mail or email with the Civil Rights Coordinator
identified below. A grievance must be sent within 60 calendar days of the date that you
become aware of the discriminatmtyon and contain the name and address of the person
filing it along with the problem and the requested remedy.

A written decision will be sent to you within 30 calendar days. If you disagree with the
decision, you may file an appeal within 15 calenydasfdaceiving the decision.

Claims Administrator
Civil Rights Coordinator

United HealthCare Services, Inc. Civil Rights Coordinator

UnitedHealthcare Civil Rights Grievance

P.O. Box 30608

Salt Lake City, UT 84130

The tollfree member phone number listedyour health plan ID card, TTY 711

If you need help filing a grievance, the Civil Rights Coordinator identified above is available
to help you.

You can also file a complaint directly with the U.S. Dept. of Health and Human services
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online, byphone or mail:

Online https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
Phone: Tolfree 18003681019, 80&3%7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 2Q0@eimdience Avenue, SW Room
509F, HHH Building Washington, D.C. 20201
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ATTACHMENTOGETTING HELP IN OTHER LANGUAGESRMRATS

You have the right to get help and information in your language at no cost. To request an
interpreter, call the tdlee member phone number listed on your health plan ID card, press
0. TTY 711.

This letter is also available in other formattalige print. To request the document in
another format, please call thefte member phone number listed on your health plan ID
card, press 0. TTY 711, Monday through Friday, 8 a.m. to 8 p.m.

LanguageD Translated-TaglinesD

1+ Albanian® | Ju-kenité-drejté t€ mermi ndihmeé -dhe informacion-falas né-gjuhén-
tua). Pérte-kérkuarnjé pérkthves, telefononi né numrin-qé-gjendet né-
kartén-e planittua)shéndetésor, shtvpni 0. TTY 711.0

7+ Amharico PA-TPIR-NEf IXTEF ACAFT -00LE P77 1 00T AT AT CATL -
AT FCAP LA M T -TAT -0 0EP P+ AL, -NAD--(+3 -oller s -Néd R -
HT0- LR T 0T B e TTY 7110

3= Arahicd i :u'“-:é_;_gi-,;:___.;in- Lol 2 :'5-:.\;;. tu:':-;;_g;--’-':":-.'_Ln_g:na.n::|_g-§I-' .Q'I.‘_.__'u:,.__:: - 'I.‘--.__i._-:,__,__',l__'p]_'I
TN, 0T SEPS- DOEN| E-PRENL | DO - TS, Yl alall Aol 4

Yo gaill-cailgll- 0o to daanad JTTY 711-(0

4~ Ammenian® | Bupqumbhs upmhwhebym -hunhup, -quiqubwpk p-2kp-
wnnrpuuyuthwljmb-spugnh-huptm e ID) inmiuh-Jpo-
o wd win]&wp - Whpudbbph-htnuenuuhuniopm], ubnk p-

0:TTY 7110
53—+ Bantu- Urafise-uburenganzira bwo-kuronka ubufasha n’amakum mu-rosmi -
Kimundi@ rvawe kubuntu. Kugira usabe umusemuz:, hamagara inomerc va-

telephone v'ubuntu vagenewe abanywanyiin kurutonde ku-
Earangamuntu ¥ umugamb: wawe wubuzima, fronda 0. TTY 71142

6.+ Bisavan- Aduna Eav Eatunged nga mangavoog-tabangugimpormasyon5a-
Visavan- imong-lengguwahe nga walay bavad. Aron mohangvo-og-tighubad, -
{Cebuane) T | tawagsa toll-free nga numero-sa telepono sa mivembro-nga nakalista-

saimong 1D kardsa plancsa panglawas, pindotaang 0. TTY 7112

7+ Bengali- A - SA- N, - T AP a- A (616 - B ag e & Fa-
Bangala®
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8.+ Burmesed @Wpﬁsu%@:ﬁ Eazmamm:@@ WE n}m&m:ﬂnﬁmﬁ.ﬁj
RoceiERs opSobiglmonibensh oomobbembabofosdogfiunaqeoleos
cocgoSedemanbiolipmagoiannieiotlodofl 0 ob§idh TTY 711

9+ Cambodian- | e Feamiem BT e i anmmagn e ol i damomn T s et zr‘."q'.?m nimmraniEnT
Idon- Sty i i ID “HEHIN BT TR AN” R 0.-TTY-711C
Khmer

104Cherokee™ | 8- D4 FP-ICZP. I 14601 EAIW it GTP-AS FRJIJAAI-
ACAOAIIBARIT, o+0rcOl-0. TTY 7110

11aChinese™ | fEF{EF R BELUEMEEEEIHEIFI.E. H—(i#ES,
R iR ElE 8 F LARIEE 8 TEME BiE
0. HEFIESEHEIRFEESS 7110

12 +Choctawd Chim-anumpa va,apela micha nana aiimma vvtnan-aivli keyuhoish-
1sha hinla Evtchim-aiivlhpesa. Tosholi va-asilhha chihokmvtchi-
achukmaka heolisso kalloiskitiniva tvliaianumpuliholhtena va ibai-
achvifa yvtpeh-pila hoishipavacha 0-ombetipa TIY 7110

13 +Cushite- Kaffaltimaleafaan keessanin odeeffanncofi deeggarsa argachunf
Oromol mirga ni-gabdu. Turumaana gaafachuufis sarara bilbilaakan bilisaa-
waragaa eenvommaa karoora favvaa Eeerratti tarreefame bilbiluun, O-
tugl. TTY 7111
14 +Dmtcho Uheeft-hetrecht-om-hulp-eninformatie inuw-taal te krjgen zonder-

Eosten. Omeen-tolkaante vragen, bel-ons gratis nummer-die u-opuw-
riekteverzekeringskaart treft, drukop 0. TTY 7110

153 4French™ Vous-avezledroitd'obtenir-gratuitement de 1'aide etdes-
renseignements dansvotre langue. Pour-demandera parder-a un-
interprete, appelezle numero-de-telephone sans frais-fipurant sur-
votre carte d’affilie durépime-de soinsde-santeé etappuyez surla-
touche 0.-ATS-T11.1T

15 +French- Ougen-dwa poujwenned-ak enfomasyvonnanlang-natifnatal ou-
Creocle- gratis. Pou-mande von-entépret, rele nimewo-gratis manm-lan ki-
Haitian- endike soukatIDplan-sante ou, peze 0. TTY 7115
Creoled

17 +Germant Siehaben-das Recht kostenlose Hilfe und Informationen-in Threr-

Sprache zu-erhalten. Um-einen Dolmetscher-anzufordem, mafen-5Sie-
die gebihrenfreie Nummer-auf Threr KrankenversicherungsEarte®n-
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und-drickenSiedie-0. TTY 7115

18 +GreekD

Eyeteto-Brralwpo vo haBete BovBela #u iy 00yoples 0T Y AWooT TUs
ywolcypewot). Tava-Lntioste Siepprven, wuhsote To Swosiv-uptBio-
THAEPEVOL TIOL BOLOKETHL OTHY KA T PEROVE waPihlon g, TaTnowE 0. -
TTY-7110

19 +Gujaratis

duel {Sletl Y2l e -t -cuL 2] -et i ul- LBl - Dnel el D5 2-
& 2eeuau e teidl-san, -dul-ge wie- ID-std- uell- Yl ul e -
Alet-4l- W07 glot-olei2-BUR- Blet- 5, -0-gollell - TTY 7110

20 sHavraiian o

He pono-ke kdkua-‘ana-akuii-oe maka maopopo- ana-o-kéia-ikema-
loko-o'kiu-"oleloponoT-me kauku-'ole-"ana. +

E ‘kama‘ilio-"oe me-kekahi kanaka unuhi, ¢ kihea ika helu kelepona-
kiki-“ole ma koukilekaolakino,aekaomiikahelu). TTY-711.o

21 +Hindio

HTT -9 3T T3 - HEr T Ud SN oo R -ahet -l A w -
g & RT3 - T, 3 ey v 1D - I s T -
A a9 Wi -, -0 gand T TY 711D

22 +HmongH

Koj nmuaj cai taukev pab thiab-tau cov ntaubntawv sauua kojhom-
lus pub-dawb. Yog=av tauibtugneeg-ixhais, hu fus xov-too) rau-tswv-
cuabhu-dawbuas saumuaj nyvobntawm koj daim-vuaj themnqi kho-
mob, nias 0. TTY 7112

234Ibol

Inwere ikike inweta envemaka nakwa imuta asusu gi nefunakwughi-
ugwo. Maka ikpotum -onye nsughar -okwu, kpoo-akara ekwenti nke di-
nakwukwo njirimara ginke emere makaahuike i, pia-0. TTY-711.&

24 4Tlocanc™

Adda karbengam nga makaala i tulongEenimpormasyon 1t
pagsasaommnga libre Tapno-agdawatitimavsa ngaagpataris,-
tumawagiti toll-free nga numerc-ti telepono nga para kadagiti kameng-
nganakalistaavan ti 1D card mo-para ti plano-ti salun-at, ipindut 0. -
TTY 711o

23 aIndonesian™

Anda-berthak untuk mendapatkan bantuan-daninformasi-dalam-
bahasa Anda tanpa-dikenakantuava. Untuk meminta bantuan-
penerjemah, hubung nomor-telepon-anggota, bebas pulsa, vang:
tercantumpada kartuID rencana Eesehatan-Anda, tekan 0. TTY 71180

26altalian™

Haidl-diritto-di-ottenere aiuto e informazioni nella tua lingua-
gratuitamente. Perrichiedere uninterprete, chiama il numero-
telefonico verde indicatosulla tua tessera 1dentificativa del piano-
sanitarioe premi-lo-0. Dispositivi pernon-udenti /TTY: 7110
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27 #Japanese

THLEOEBRTHR-FEFTLY, [BEEAFLZVTE
ZTENTEST, B3 A, EREY THEDIES
3. BEY T2 IID

H— Rl I Tvwa A —HO? ) —-H 7 ¥ILETE
FEOLE, AL T EE, TIWVERESIT 11T,

28 aKarend

R

ATV 711

helu it 0 oo

29 Kotean-O

AIEEETAREAGI T IE RBEA T

=dHe 7l syt -9 A -2 80 -l A=A e -
E Eﬂ IDZIE 7 EH -7 5 2 H-deH e 2 A 3kste 0
FEHA 2 TTY 7110

E
E -

304K m--Bassa®

Ni-gwe-kunde I bat-mahoela ni mawinu-hop-nanwpehmes-be-to-dolla. -
Yuiwelni-Kobol mahop-seblana, schoni-sebel numba Tni-tehe mu I
ticketIdoctaInan, bep0.TTY 7110

31 aKurdish-
Soranid

e e
T i S AC o gl il gl g i tgialats JataraSe st g o) r ST 8 g

_::'_g"_._—-"‘-ﬂ_,‘.h_:'ﬂ_,“-f'ﬂl_,“-%:"-s"_,!‘ :,_L.c_?“_. e

s B0l yta s s TTY 7110

32alactianT

vmudSotetlosunugoacdiscotayy Srosmuiclvwrsmesguind
um?q*aw

iSoésequrowiz, IS mmoisc ninotsiu 5150 stoegnilooiyl
oslulosturdnasguinw, nocon- 0-.TTY 7110

33aManathi® | srqearaT HrTeaT ST - e He g T AR o TH ST AR 1
Fl Ul HE I TEAH a0 B -Aalad H9e FoaEmsraar0. TTY 7110
34+Marshallesed Eoram-marofnnan-bokjipafiimmelele-lokajineoamilo-ejjelok-

wondin Nankajjitok fianjuon ti-ukok, kidok némba ec-emdj-anieje-
HokaatinID inkardk in-djmour-ec-am, jiped-0. TTY 7112

33 ahicronesian
-Pohnpeian®

Komw-ahneki manaman unsek komwi-enalehdi sawas ch-mengihtik-
ni-pein-omwitungoal lokaia ni sohisepe. Pwen peki sawas ensoun-
kawehweh, ekerdelepwohn nempe ong-towehkan me schisepe me-
ntingihdi ni-pein-omwi-dearopwe me pid koascandien-kehl, padik 0.
TTY711.o

364 Navajol

T'éiiﬁk‘ehdccba_a_h 'alinigoobee baa hane"gﬂ*t'éé:rt:r];zaédbee
nika'e'ey eegobee na'ahoot'i' 'Ata"halne'i{a Tintkeedgo, ninaaltsoos-
nit1z7 “ats’7 7s bee baa’ahavl bee nd4dhozin g7 7 bik1 1 bd44sh bee-

hane’7 411777k ehbee hane’7 bik1’7g7 7 hich’8 hodiilnih doo 0 -bit-
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'adidulchit. TTY 7110

374Nepali™ AT AT SR T 9 e HE T SN WTod 3T - HIE TR aasd T
T | HAATE S AT T - 77T AT T, TS T O TRaT-
FISAT A T e Bl A g AT Heaa aee i, O ages) TTY
7110
38 +Nilotic- Yinnor 161 bé vikuony né-werévic de thorn -dudbac ke cin-wéu tidue-
Dinka® ke piny. -Acin-bi ran-vé-kac per-thok-thiééc, ke vintol nimba yene yup-

abacde-ran-tor ve koc-widrthok toné TD-katdudn-de panakimvic, -
thany 0-vic. TTY 711.0

39 aNorwegianD

Duharretttil-a-fa-gratis-hjelpog-informasjon-pa-dittegetsprak.- |!
For-abe-om-en+tolk, ring“gratismummeret for medlemmersom-
eroppfert-pahelsekortetdittoghrykkd.-TTY 7110

40 +Pennsylvani

Duhoscht-die Rechtfer- Hilfunn Informationin-deine Schprooch-

anDutch® | griege, fernix Wann-du-enIwwersetzerhawwe willscht, kannscht-du-
die frei Telefon Nummeruff-dei Gesundheit Blann 1D -Kaarde yuuse, -
dricke 0. TTY 711D
41 +Persian- N PN T .-'_.i'.:._J_-._-;'.f__:lJ.J};n.“_:.l_;.;}i.:__:_:.;‘_:._'_:_n_},_;nl .j.J_ﬁd. 2 gLl
Farsi s jualily oAlal pe e B jrafeente pen Q0 Lifoads e A0 eslar il 15

a8 el TTY 7110

2 aPunjah: O
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43 +PolishD Masz prawodo-uzyskania bezplatnej informacyi i pomocy we-
wiasnymiezvku. Poustugi thumacza zadzwon pod-bezplatny numer-
umieszczony na karcie identyfikacyinej planu medveznegoiweisnij 0.-
TTY 7110

44 +Portuguese™ | Voce tem-o-direito-de-obterajuda e informacio-em-senidioma e sem-

custos. Para solicitaruminterprete, ligue para®numero-de-telefone-
gratuitoque consta no-cartiode ID do-seu-planode-satde, pressione-
0-TTY711=

45 sRBomaniant

Avetidreptul de-a-obtine gratuit ajutorsiinformatiiin imba-
dumneavoastrd. Pentrua cere uninterpret, sunati la numarulde-
telefon pratuit care se-giseste pe cardul dumneavoastrd de sdndtate, -
apisatipetasta0. TTY 7110

46 +Bussian™

BrrumeeTe Ipaso Ha DECIIAATHOE TIOATIEHHE TTOMOIITH H-
HHE(OPMAIINE Ha BalTeM A3uKe. UToOH TToAATE 3a0pOC TEPEEOATHES -
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OOECHHTE Mo DeCIIATHOMY HOMepY TeiedpoHa, TKA3aHHOMY Ha -
oOpATHOH CTOPOHE BAIIeH HASHTHDHKAITHONHEOH KAPTE M HARMETE -
0 mEma Ty 7110

47 ASamoan--

Fa'asamoa O

E1atloudidtatavemavaatuaisefescasoanima-fa’amatalagailan-
gagana €-auncama-setotogl. Ina1afa’atalosagaina se tagatafa’aliin, -
viliile telefom mo-suiele totogia oloolisiatuilau peleniilau pepa-
IDmo-lesoifua maloloina, oomile 0. TTY 711.O

43 +5erbo-
Croationd

Imate pravo-da besplatno-dobijete pomoc iinformacije na-Vasem-
jeziku. Da biste zatrazili prevodioca, hazovite besplatni broj naveden-
na-iskaznici Vaseg%zdravstenog-osipuranjad pritisnite 0. TTY 711.1

49 +5pamshd

Tiene derecho-a tecibir-ayuda € informacion-en-suidioma-sincosto.-
Para solicitarun intérprete, llame al numero-de teléfono-gratuito para-
miembros-que se encuentra en-su-tarjeta de identificacion del plan-de-
salud vpresione 0.+

TTY-711o

50 +5udanic-
Fulfulde

Dum-hakke maada mballedaa kadinkebaahabaminderwolde maada-
naa maa-a yobii To-a vidi pirtoowo, noddu limngal mo-telefol caahu-
limtaadonderkaatiwol ID maada ngol njamu, nvo”u ). TTY 711.0

51 45vrahili

Una-hakiva%uopata msaadaha aarfaowa Jugha vako%oila gharama. -
Kuomba mkalimani, piga nambariva wanachama va bure-
iliveorodheshwa Ewenve TAMvakadi vakova mpango-wa-afra, -
Fonvezad. TITY 7112

3Z245vriac-
Assyoant

rarfia | dneidla R sasho e e dkalasr e Rone . Analnge | dlucd

- iE g

‘e b e mlrda . fedincrfiien Mo, diorerfish, il as nd rfdamsal

.'D'?u:mm'rﬂﬁa}.gﬂnm"_'l 1=

33 +4Tagalogt

Mav-Earapatan Eangmakatanggapngtulongatimpormasyon-sa iveng:
wika nangwalangbavad. Upang-humilingng-tagasalin, tawaganang-
toll-free na numereng-teleponona nakalagavsaivong ID card ng-
planong pangkalusugan, pindutinang ). TTY 7110

34 4Telugu

Serodl S ;jc’e_?ﬂmmaﬁxﬁrﬁ_f Craicen Toboinharo st s o
iray) el sV imerh T orued], o -Ergi-éﬂ.ﬁ-md?tni: oo arder Sabed-
%5 Doerth s TS5, 0 T‘gﬁ}&ﬂ*‘b TITY- 7110

554Thaid

An md @ rw . - & Ars_ @ A3 & .
FAEVIENAT VAT T A R tlli:.;lr 1.'-I.Fl1'!l TR RS LR SR LR 1.'Iﬁl 18" WIFRET AT PR Be
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364Tongan--

‘Okukema’n‘aetoton-kema™n’aetokonimo-e-‘nfakamatala “i-
ho'olea fakafonua ta’etotong. Fe kole ha tokotaha fakatonulea, ta &i-
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FakatongaD | he-fika telefoni ta’etotongi ma’ae kaumemipa “a ee‘okulisi“Tho’'o-
kaati ID ki ho'o-palani kihe mo'uileles, Lomi' T “a e 0. TTY 7112

3T +Trukese+ Miwor-omw pwung om-Eopwe nounou 1ka amasounoum-ekkewe-

(Chuukese)J| aninisika toropwen -aninis nge epwe awewetiw non kapasen fonuom, -
ese kamo.Tka ka mrwochen tungoren-aminisin chiakku, kon%ewe-
member-nampa, ese pwan kamoe, mi pachanong won-an noum-health-
plan-katenID, iwe tiki"0". RenTTY, kori 711.0

384TurkishD Kendidilinizde Geretsiz olarak vardmm ve bilgd alma hakkimz-
bulunmaktadir Birtercimanistemekicin-saghk plaru kimlik karbman-
tzennde ver-alanGcretsiz telefon numarasimaravamz, sonra 07a-
basmuz. TTY {vaziliiletigm) icin 71113

394Ukminian®™ | V-BaceIpaso oTpHMATH DE3KOIITOBHY ACIOMOTT T IH(OpMAITIO Ha -
Banmin piamii Moei. TI{o0 TOA4TH 3aIHT TPO HAAAHHA TIOCATT -
Imeperiasada, 2aTereOHVHETE Ha De2KOIITORHIN HOMep TeAeDOHT
VIACHMEKS, BKA33HHH Ha BANTH iAeHTHQKAITHIT KapTi A=Y
MEAWIHOTO CTPAXVEAHHA, HATHCHITE 0. TTY 71112

60+Urdno Y S T VR S SRR S ) WX P P VT Tyt
Lo rm g .:.‘E-\_?-.'-_ _.r""-:l—'—.a-J d- gz e B ‘E_J:J—“"_;}-J—“"“JJ-H}‘r'—'rJ
il T-7110

61 +Vietnamese Qm”'n 0" -quy enﬂucec g_up ddva tap thong- tnba_ng ngcm nglF-cua-
qu'r'n mién- phi. G‘E]'E“. eutaudu’cec thong-dich-vi eng_up dd, vt long-
20150 d_enﬂma -m_enph_ danh cho ‘héi vién dwocnéu-trén the ID-
chucrngtuﬂl ‘bao hiemv- té-cua quy L, bams6-0. TTY 7110
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63 4V prubad O nietolatiniiranwo ati 1fitonileti pha niede re laisanwo. Latiba-
ogbufo-kansoro, pé-sot nomba ero-ibanisoro laisanwoibode tia-to-
sor ‘kadiidanimo tietoilera e, te“0’. TTY 7110
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ADDENDUBIREAL APPEAL

This Addendum to the Plan provides Benefits for virtual obesity counseling services for
eligible Covered Persons thioiReal Appeal. There are no deductibles, Copayments or
Coinsurance you must meet or pay for when receiving these services.

Real Appeal

The Plan provides a virtual lifestyle intervention for weigiteéd conditions to eligible
Covered Persons 18 yearagd or older. Real Appeal is designed to help those at risk from
obesityrelated diseases.

This intensive, mubomponent behavioral intervention provides 52 weeks of support. This
support includes or@n-one coaching with a live virtual coach and ogriowe

participation with supporting video content. The experience will be personalized for each
individual through an introductory online session.

These Covered Health Services will be individualized and may include, but is not limited to,
the following:

Yy~ Virtual support and séiklp tools: Personal eoa-one coaching, group support
sessions, educational videos, tailored Kits, integrated web platform and mobile
applications.

Yy Education and training materials focused on goal setting, psoblarg skilldyarriers
and strategies to maintain changes.

Yy Behavioral change counseling by a specially trained coach for clinical weight loss.

If you would like information regarding these Covered Health Services, you may contact the
Claims Administrator throughww.realappeal.comor at the number shown on your ID
card.
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ADDENDUMPRESCRIPTION DRUG BENEFITS

What this section includes:

Benefits available fBrescription Drugs;
How to utilize the retail and mail order service for obtaining Prescription Drugs;
Any benefit limitations and exclusions that exist for Prescription Drugs; and

Definitions of terms used throughout this section related to the Pras@ipi)
Benefits.

T
)l
T
)l

Prescription Drug Benefit Highlights

Prescription Drug Benefits will not be coordinated with those of any other health coverage
plan other than the Columbia Community Unit School District #4. Afexigtang
provisions of this plan do happly to Prescription Drug Benefits.

Identification Card (I.D. Caddetwork Pharmacy

You must either show Your ID card at the time You obtain Your Prescription Drug at a
Network Pharmacy or provide the Network Pharmacy with identifying informdtmantha
be verified by Express Scripts during regular business hours.

If You don't show Your ID card or provide verifiable information at a Network Pharmacy,
You will be required to pay the Usual and Customary Charge for the Prescription Drug at
the pharmacy

Benefit Levels

Benefits are available for outpatient Prescription Drugs that are considered a Covered
Expense.

The Plan pays benefits at different levels for tier 1, tier 2 and tier 3 Prescription Drugs. All
Prescription Drugs covered by the Plan aggaated into these three tiers on the

Formulary. The tier status of a Prescription Drug can change periodically, as frequently as
monthly, based on the Express Scripts Pharmacy and Therapeutics (P & T) Committee
periodic tiering decisions. When that a;ctiou may pay more or less for a Prescription

Drug, depending on its tier assignment. Since the Formulary may change periodically, for the
most current information, You can weirw.expresscripts.conor call the Custmer

Service number on Your Express Scriptsdé | .D.

Each tier is assigned a@&y or Participation, which is the amount You pay when You visit
the pharmacy or order Your medications through mail order. Y-pay@©o Participation

will also depend omhether or not You visit the pharmacy or use the mail order service; see
the Prescription Schedule of Benefits for further details. Here's how the tier system works:

Yy Tier 1is Your lowest Guay or Participation option. For the lowestaftgocket
expensgYou should consider tier 1 drugs if You and Your Physician decide they are
appropriate for Your treatment.
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y  Tier 2 is Your middle Gmay or Participation option. Consider a tier 2 drug if no tier 1
drug is available to treat Your condition.

y  Tier 3 is Youhighest Cgay or Participation option. The drugs in tier 3 are usually
more costly. Sometimes there are alternatives available in tier 1 or tier 2.

For Prescription Drugs at a retail Network Pharmacy, You are responsible for paying the
lower of :

1  The applicable Goay, Participation, or Deductible amount;

1  The Network Pharmacy's Usual and Customary Charge for the Prescription Drug; or

1  The Prescription Drug Charge that Express Scripts agreed to pay the Network
Pharmacy. For Prescription Drugs fromaél order Network Pharmacy, You are
responsible for paying the lower of:

1  The applicable Goay, Participation or Deductible amount; or

1  The Prescription Drug Charge for that particular Prescription Drug.

Retalil

The Plan has a network of participatingl igtarmacies, which includes many large drug
store chains. You can obtain information about Network Pharmacies by visiting
www.expresscripts.conor by calling the Customer Service number on Your Express
Scriptaddd | . D. ¢

To obtain Your Prescription from a retail pharmacy, simply present Your ID card and pay
the Coepay, Participation or Deductible amount. The Plan pays benefits for certain covered
Prescription Drugs as written by a Physician and in accordance Rh.the

Note:Pharmacy Benefits apply only if Your prescription is for a Covered Expense, and not
for Experimental, Investigational, or Unproven Ser@tlestwise, You are responsible for
paying 100% of the cost.

Mail Order

The mail order service madiow You to purchase up to ad#y supply of a covered
maintenance drug through the mail. Maintenance drugs help in the treatment of chronic
llinesses, such as heart conditions, allergies, high blood pressure, and arthritis.

To use the mail order servia#t You need to do is complete a patient profile and enclose
Your Prescription order or refill. Your medication, plus instructions for obtaining refills, will
arrive by mail about 14 days after Your order is received. If You need a patient profile form,
or if You have any questions, You can call the Customer Service number on Your Express
Scriptso | .D. card.

The Plan pays mail order benefits for certain covered Prescription Drugs as written by a
Physician and in accordance with the Plan.
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