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Rocky Mountain Health Maintenance Organization,
Incorporated

Individual Exchange Medical Policy

Agreement and Consideration

We will pay Benefits as set forth in this Policy. This Policy is issued in exchange for an
statements made on your application and payment of the first Premium. It takes effect o
above. Coverage will remain in force until the first Premium due date, and for such further
payment is received by us when due, subject to the renewal provision below. Coverage will b
end at 12:00 midnight in the time zone where you live.

10-Day Right to Examine and Return this Polic

Please read this Policy. If you are not satisfied, you may notify us within 1
paid will be refunded, less claims paid. This Policy will then be voi

This Policy is signed for us as of the effective date as show

ROCKY MOUNTAIN HEALTH
MAINTENANCE ORGANIZATION, INC.

Patrick Gordon, President and CEO
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Rocky Mountain Individual Exchange

Rocky Mountain Health Maintenance Organization,
Incorporated

Section 1: Schedule of Benefits (Who P

Covered Health Care Services Schedule of Benefits

C00001, $7,000

How Do You Access Benefits?

Selecting a Network Primary Care Physiciag

Care Physician will be able to coordinate all C
the custodial parent of an Enrolled Dependen
located in the Network Area, for that child. If y

2t a Network Primary Care Physician who is
ork Primary Care Physician for yourself or your

patients. You may designate a in pediatrics (including pediatric subspecialties,
based on the scope of that Pr [ law) as the Network Primary Care Physician for

You may change hysician by calling the telephone number shown on your ID card or by
going to www.m permitted once per month. Changes submitted on or before the
last day of the mo y of the following month.

eceive Covered Health Care Services from a Rocky Mountain Individual Exchange

an confirm that your provider is a Rocky Mountain Individual Exchange Benefit Plan

e number on your ID card or you can access a directory of providers at

ou should confirm that your provider is a Rocky Mountain Individual Exchange Benefit
eceiving Covered Health Care Services for which you received a referral from your

scribed in this Schedule of Benefits, Benefits are not available for services provided by out-
his Benefit plan does not provide an out-of-Network level of Benefits.

Emergency Health Care Services provided by an out-of-Network provider will be reimbursed as set forth under
Allowed Amounts as described at the end of this Schedule of Benefits.

Covered Health Care Services provided at certain Network facilities by an out-of-Network Physician, when not
Emergency Health Care Services, will be reimbursed as set forth under Allowed Amounts as described at the end of
this Schedule of Benefits. For these Covered Health Care Services, "certain Network facility” is limited to a hospital
(as defined in 1861(e) of the Social Security Act), a hospital outpatient department, a critical access hospital (as
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defined in 1861(mm)(1) of the Social Security Act), an ambulatory surgical center as described in section 1833(i)(1)(A)
of the Social Security Act, and any other facility specified by the Secretary.

Ground and Air Ambulance transport provided by an out-of-Network provider will be reimbursed as set forth under
Allowed Amounts as described at the end of this Schedule of Benefits.

You must show your identification card (ID card) every time you request health care services from twork provider.
If you do not show your ID card, Network providers have no way of knowing that you are enroll
Mountain Policy. As a result, they may bill you for the entire cost of the services you receive.

Additional information about the network of providers and how your Benefits may
end of this Schedule of Benefits.

If there is a conflict between this Schedule of Benefits and any summaries provided to yo
will control.

Care Management

There may be additional services that are available to you, such as dis
planning, health education, and patient advocacy. When you seek prior a
Service as required or are otherwise identified as meeting eligibilit i
will work with you to engage in the care management process g i i i ut these
additional services.

Does Prior Authorization Apply

We recommend that you confirm with us that e Services have been prior authorized as
required. Before receiving these services from i may want to call us to verify that the Hospital,
Physician and other providers are Network provi F pbtained the required prior authorization.
Network facilities and Network providers cannot b
call us at the telephone number gn your ID card.

Amounts

r Covered Health Care Services per $7,000 per Covered Person, not to
igible to receive Benefits. The Annual exceed $14,000 for all Covered
Covered Health Care Services under Persons in a family.

ated in this Schedule of Benefits including
Care Services provided under the Outpatient
Prescription Drugs section. The Annual Deductible applies to
Covered Health Care Services under the Policy as indicated
in this Schedule of Benefits including Covered Health Care
Services provided under the Pediatric Vision Care Services
section.

year before you
Deductible appli
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Payment Term And Description

Amounts

Benefits for outpatient prescription drugs on the PPACA Zero
Cost Share Preventive Care Medications are not subject to
payment of the Annual Deductible.

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

Amounts paid toward the Annual Deductible for Covered
Health Care 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 by the number of
daysl/visits used toward meeting the Annual Deductible.

The amount that is applied to the Annual Deductible is
calculated on the basis of the Allowed Amount or the
Recognized Amount when applicable. The Annual Deductible
does not include any amount that exceeds the Allowed
Amount. Details about the way in which Allowed Amounts
are determined appear at the end of the Schedule of Benefits
table.

Out-of-Pocket Limit

The maximum you pay per year for the Annual Deduc
Co-payments or Co-insurance. Once you reac
Pocket Limit, Benefits are payable at 100%
Amounts during the rest of that year. The Ou
applies to Covered Health Care Services und
indicated in this Schedule of Benefits including
Health Care Services provided under the Outpa
Prescription Drugs section.

The Out-of-Pocket Limit app
Services under the Policy as in
Benefits including the Pediatric

per Covered Person, not to
d $18,400 for all Covered
sons in a family.

Out-of-Pocket Limit includes the
Deductible.

e The applicable Co-payment.

ealth Care Services. When Co-payments apply, the amount is listed on the following pages
next to the description for each Covered Health Care Service.

Please note that for Covered Health Care Services, you are responsible for paying the lesser of:

e The Allowed Amount or the Recognized Amount when applicable.
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Payment Term And Description Amounts

Details about the way in which Allowed Amounts are determined appear at the end of the Schedule of
Benefits table.

Co-insurance

Co-insurance is the amount you pay (calculated as a percentage of the Allowed Amount or th
Recognized Amount when applicable) each time you receive certain Covered Health Care

Details about the way in which Allowed Amounts are determined appear at the end of t
Benefits table.

Schedule of Benefits Table

Recognized Amount in the Policy, Recognized Amounts. The All
end of this Schedule of Benefits will tell you when you are respons
the Allowed Amount.

Covered Health Care Service | What Is the Co-
payment or Co-
insurance You Pay

This May Include
payment, Co-
insurance o
Abortion Care Services
Abortion Care Services, No
including both elective and
therapeutic, procedural
abortion care services.
Acupuncture
Limited to 6 visits per year. Yes
Ambulance S
Emergency Am
Services Yes
Air Ambulance:
50% Yes Yes
Ambulance | Ground Ambulance:
50% Yes Yes
Ground or Air Ambulance, as
we determine appropriate.
Allowed Amounts for Air Air Ambulance:
Ambulance transport provided 50% Yes Yes
by an out-of-Network provider
will be determined as
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the Allowed Amount.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on
Allowed Amounts or, for specific Covered Health Care Services as described in the definition of
Recognized Amount in the Policy, Recognized Amounts. The Allowed Amounts provision near the
end of this Schedule of Benefits will tell you when you are responsible for amounts that exceed

Covered Health Care Service

What Is the Co-
payment or Co-

Does the Amount
You Pay Apply to

insurance You Pay? the
This May Include a Co- | Out-of-Pocket
payment, Co- Limit?

insurance or Both.

described below under
Allowed Amounts in this
Schedule of Benefits.

Bariatric Surgery

Depending upon where the C
Benefits will be the same asg
Care Service category i

Clinical Trials

Depending upon the Covered
Health Care Service, Benefit
limits are the same as those
stated under the specific
Benefit category in this
Schedule of Benefits.

Depending upon whe
Benefits will

ealth Care Service is provided,
ated under each Covered Health
edule of Benefits.

Dental Anesthesia

Diabetes Services

Yes

Diabetes Self-Management
and Educatio ices

For Covered Pe
Type 1 or Type 2
following services &
at $0 cost share:

evels, kidney

metabolic and urine) and
glucose control (HbA1c)
in diabetics.

This does not apply to
Covered Persons with pre-

he Covered Health Care Service is provided,
diabetes self-management and training/diabetic eye

e will be the same as those stated under each Covered
ice category in this Schedule of Benefits.
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Amounts which you are required to pay as shown below in the Schedule of Benefits are based on
Allowed Amounts or, for specific Covered Health Care Services as described in the definition of
Recognized Amount in the Policy, Recognized Amounts. The Allowed Amounts provision near the
end of this Schedule of Benefits will tell you when you are responsible for amounts that exceed
the Allowed Amount.

Covered Health Care Service | What Is the Co- Does the Amount
payment or Co- You Pay Apply to
insurance You Pay? the
This May Include a Co- | Out-of-Pocket
payment, Co- Limit?
insurance or Both.

diabetes or gestational
diabetes diagnoses.

Diabetes Self-Management Depending upon where the Covered Ith Care Service is provi

Supplies Benefits for diabetes self-manageme lies will be the same as
those stated under Durable Medical Eq t (DME) and in the
Outpatient Prescription Drugssseetien.

Benefits for diabetes supj
Outpatient Prescription

Durable Medical Equipment
(DME)

You must purchase or rent the | 40% Yes
DME from the vendor we

identify or purchase it directly
from the prescribing Network

Physician.

Emergency Health Care
Services - Outpatient

Note: If you are confined in an Yes
out-of-Network Hospital after
you receive outpatient

Emergency He

Services, you

. If yo choose to sta
out-of-Networl

described under Hospital -
Inpatient Stay will apply. You
will not have to pay the
Emergency Health Care
Services Co-payment, Co-
insurance and/or deductible.
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the Allowed Amount.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on
Allowed Amounts or, for specific Covered Health Care Services as described in the definition of
Recognized Amount in the Policy, Recognized Amounts. The Allowed Amounts provision near the
end of this Schedule of Benefits will tell you when you are responsible for amounts that exceed

Covered Health Care Service

What Is the Co-
payment or Co-

Does the Amount
You Pay Apply to

insurance You Pay? the
This May Include a Co- | Out-of-Pocket
payment, Co- Limit?

insurance or Both.

Allowed Amounts for
Emergency Health Care
Services provided by an out-
of-Network provider will be
determined as described
below under Allowed Amounts
in this Schedule of Benefits.

Enteral Nutrition

40%

Gender Affirming Health
Services

allows the opportunity for us to provide yo
available to you and are desig

ation and services that may be
outcomes for you.

Limits for voice modification
therapy and/or voice lessons
will be the same as, and
combined with, outpatient
speech therapy limits as
described under Habilitative
Services and Re ilitation
Services - Outp

Habilitative Se

Depending upon where the Covered Health Care Service is provided,
Benefits will be the same as those stated under each Covered Health
Care Service category in this Schedule of Benefits.

Limited

therapy.

Visit limits do not apply for
therapies for Covered Persons
to treat Autism Spectrum
Disorder.

Outpatient

Physical, Occupational,
and Speech Therapies
for the Treatment of
Autism Spectrum
Disorder

40%

Yes Yes
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the Allowed Amount.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on
Allowed Amounts or, for specific Covered Health Care Services as described in the definition of
Recognized Amount in the Policy, Recognized Amounts. The Allowed Amounts provision near the
end of this Schedule of Benefits will tell you when you are responsible for amounts that exceed

What Is the Co-
payment or Co-
insurance You Pay?
This May Include a Co-
payment, Co-
insurance or Both.

Covered Health Care Service

Does the Amount
You Pay Apply to
the
Out-of-Pocket
Limit?

All Other Covered
Therapies

$130 per visit

Early Intervention
Services

None

Hearing Aids

Benefits are limited to a single | 40%
purchase per hearing impaired
ear every five years. Repair
and/or replacement of a
Hearing Aid would apply to this
limit in the same manner as a

purchase.

Note: Benefits for a
replacement Hearing Aid wil
be provided if alterations to the
existing Hearing Aid cannot
adequately meet the Covered
Person's needs.

Yes

Home Health

Limited to 28 hou
not to exceed 60 vi

Home Health Special
Services Program - Limited to
15 visits per lifetime. This does
not count toward the 60 visits
limit above.

Yes
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Amounts which you are required to pay as shown below in the Schedule of Benefits are based on
Allowed Amounts or, for specific Covered Health Care Services as described in the definition of
Recognized Amount in the Policy, Recognized Amounts. The Allowed Amounts provision near the
end of this Schedule of Benefits will tell you when you are responsible for amounts that exceed
the Allowed Amount.

Covered Health Care Service | What Is the Co- Does the Amount
payment or Co- You Pay Apply to
insurance You Pay? the
This May Include a Co- | Out-of-Pocket
payment, Co- Limit?

insurance or Both.

Hospice Care

40% Yes

Hospital - Inpatient Stay

40% Ye

Lab, X-Ray and Diagnostics

- Outpatient
Lab Testing - Outpatient $50 per service at
freestanding lab or i
Physician's office
No
X-Ray and Other Diagnostic Yes
Testing - Outpatient
Yes
Yes
50% at an outpatient Yes
Hospital-based
diagnostic center
$35 per visit Yes No
Services
Inpatient (includes
Residential Treatment) Yes Yes
40%
Outpatient
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Amounts which you are required to pay as shown below in the Schedule of Benefits are based on
Allowed Amounts or, for specific Covered Health Care Services as described in the definition of
Recognized Amount in the Policy, Recognized Amounts. The Allowed Amounts provision near the
end of this Schedule of Benefits will tell you when you are responsible for amounts that exceed
the Allowed Amount.

Covered Health Care Service | What Is the Co- Does the Amount
payment or Co- You Pay Apply to
insurance You Pay? the
This May Include a Co- | Out-of-Pocket
payment, Co- Limit?
insurance or Both.

40% for Intensive Yes
Outpatient Program
40% for Partial Yes

Hospitalization

40% for all other
outpatient services
including Intensive
Behavioral Therapy,
Transcranial Magneti
Stimulation,
Electroconvulsive
Therapy, an
Psychologi

Office Visit

Urgent Care

No
Necessary Medical Supplies
Yes Yes
Orthotics
Yes Yes
Pharmaceutical P
Yes Yes

prescription or order or refill
are provided as described
under your Outpatient
Prescription Drugs section.

Physician Fees for Surgical
and Medical Services

SBN25.H.2022.1EX.CO.NPRX 12



Amounts which you are required to pay as shown below in the Schedule of Benefits are based on
Allowed Amounts or, for specific Covered Health Care Services as described in the definition of
Recognized Amount in the Policy, Recognized Amounts. The Allowed Amounts provision near the
end of this Schedule of Benefits will tell you when you are responsible for amounts that exceed
the Allowed Amount.

Covered Health Care Service | What Is the Co- Does the Amount
payment or Co- You Pay Apply to
insurance You Pay? the
This May Include a Co- | Out-of-Pocket
payment, Co- Limit?

insurance or Both.

Allowed Amounts for Covered | Inpatient
Health Care Services provided 50%

by an out-of-Network
Physician in certain Network Outpatient
facilities will be determined as 0 ;

described below under 40% at a freestanding ves
Allowed Amounts in this
Schedule of Benefits.

Yes

centerorina
Physician's office

50% at an outpatient
Hospital-based centg

Physician's Office Services -
Sickness and Injury

Co-payment/Co-insurance and | $15 per vis No
any deductible for the following | provided b

services also apply when the Primary Care

Qovered Hea!th Care Slelrw?e $130 per visit

is performed in a Physician’s No
office:

e Radiology/X-rays and No

other diagnostic services
described under Lab, X-
Ray and Diag i

opic Procedures
- Outpatient Diagnostic
and Therapeutic.

e  Outpatient surgery
procedures described
under Surgery -
Outpatient.
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Amounts which you are required to pay as shown below in the Schedule of Benefits are based on
Allowed Amounts or, for specific Covered Health Care Services as described in the definition of
Recognized Amount in the Policy, Recognized Amounts. The Allowed Amounts provision near the
end of this Schedule of Benefits will tell you when you are responsible for amounts that exceed
the Allowed Amount.

Covered Health Care Service | What Is the Co- Does the Amount
payment or Co- You Pay Apply to
insurance You Pay? the
This May Include a Co- | Out-of-Pocket
payment, Co- Limit?

insurance or Both.

e  Outpatient therapeutic
procedures described
under Therapeutic
Treatments - Outpatient.

Pregnancy - Maternity
Services

Preventive Care Services

Physician office services None No
Lab, X-ray or other No
preventive tests
Breast pumps No
Prosthetic Devices
Yes No
Yes Yes

Depending upon where the Covered Health Care Service is provided,
Benefits will be the same as those stated under each Covered Health
Care Service category in this Schedule of Benefits.

Limited per year as follows: $130 per visit Yes No

e 20 visits of physical
therapy.

e 20 visits of occupational
therapy.
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the Allowed Amount.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on
Allowed Amounts or, for specific Covered Health Care Services as described in the definition of
Recognized Amount in the Policy, Recognized Amounts. The Allowed Amounts provision near the
end of this Schedule of Benefits will tell you when you are responsible for amounts that exceed

Covered Health Care Service

What Is the Co-
payment or Co-
insurance You Pay?

This May Include a Co-

payment, Co-
insurance or Both.

Does the Amount
You Pay Apply to
the
Out-of-Pocket
Limit?

e 20 visits of speech
therapy.

Scopic Procedures -
Outpatient Diagnostic and
Therapeutic

40%

Skilled Nursing
Facility/Inpatient
Rehabilitation Facility
Services
Skilled Nursing Facility limited | Skilled Nu
to 100 days per year. 40% Yes
Inpatient Rehabilitation Facility .
Services limited to 60 days per | /npatient Reh
year. Facility

7 Yes
Surgery - Outpatient

Yes

Telehealth

where the Covered Health Care Service is provided,
the same as those stated under each Covered Health
jce category in this Schedule of Benefits.

Yes Yes
40% Yes Yes
Chemotherapy
40% Yes Yes
Dialysis
40% Yes Yes
Infusion Therapy
40% Yes Yes
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Amounts which you are required to pay as shown below in the Schedule of Benefits are based on
Allowed Amounts or, for specific Covered Health Care Services as described in the definition of
Recognized Amount in the Policy, Recognized Amounts. The Allowed Amounts provision near the
end of this Schedule of Benefits will tell you when you are responsible for amounts that exceed
the Allowed Amount.

Covered Health Care Service | What Is the Co- Does the Amount
payment or Co- You Pay Apply to
insurance You Pay? the
This May Include a Co- | Out-of-Pocket
payment, Co- Limit?

insurance or Both.

Radiation
40% Yes

Transplantation Services

Transplantation services must | Depending upon where the Covered He
be received from a Designated | Benefits will be the same a
Provider. Care Service category i

re Service is provj

Covered expenses for lodging
and ground transportation will
be limited to $10,000 per year.

Urgent Care Center Services

Benefits include the facility $75 per vis No
charge, supplies and all
professional services required
to treat your condition in an
Urgent Care setting.

Virtual Care Services

Benefits are available only
when services ar
through a Desig
Network Providé
find a Designated
Network Provider
contacting us at

Yes No

For Network
ring obli

fits for Covered Health Care Services provided by a Network provider, except for your cost
s, you are not responsible for any difference between Allowed Amounts and the amount the

For Covered Health Care Services that are Ancillary Services received at certain Network facilities on a
non-Emergency basis from out-of-Network Physicians, you are not responsible, and the out-of-Network
provider may not bill you, for amounts in excess of your Co-payment, Co-insurance or deductible which is based
on the Recognized Amount as defined in this Policy.

e  For Covered Health Care Services that are non-Ancillary Services received at certain Network facilities on a
non-Emergency basis from out-of-Network Physicians who have not satisfied the notice and consent
criteria or for unforeseen or urgent medical needs that arise at the time a non-Ancillary Service is
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provided for which notice and consent has been satisfied as described below, you are not responsible, and
the out-of-Network provider may not bill you, for amounts in excess of your Co-payment, Co-insurance or
deductible which is based on the Recognized Amount as defined in this Policy.

e  For Covered Health Care Services that are Emergency Health Care Services provided by an out-of-Network
provider, you are not responsible, and the out-of-Network provider may not bill you, for amounis in excess of
your applicable Co-payment, Co-insurance or deductible which is based on the Recognize nt as defined
in this Policy.

e  For Covered Health Care Services that are Air Ambulance services provided by a
you are not responsible, and the out-of-Network provider may not bill you, for amo
applicable Co-payment, Co-insurance or deductible which is based on the rates th
was provided by a Network provider which is based on the Recognized Amount as de

Allowed Amounts are determined in accordance with our reimbursement policy guidelines or a
described in this Policy.

For Network Benefits, Allowed Amounts are based on the following:

e  When Covered Health Care Services are received from a Network p
fee(s) with that provider.

e  When Covered Health Care Services are received from by us, including
when there is no Network provider who is reasonabl SSi i i red Health Care
Services, Allowed Amounts are an amount negotiat i . Please contact us if
you are billed for amounts in excess of your appli y deductible. We will not

Physicians when such services are either Ancill
notice and consent criteria of section 2799B-2(d)
the Secretary (including non-Angi Services tha
urgent medical needs arise a services
following in the order listed bel X

evice Act with respect to a visit as defined by
the notice and consent criteria but unforeseen,
e Allowed Amount is based on one of the

e  The reimbursement rate as de ayer Model Agreement.

spitaloutpatient department, a critical access hospital (as defined in 1861(mm)(1) of the
dulatory surgical center as described in section 1833(i)(1)(A) of the Social Security Act,
ed by the Secretary.

cillary Services, non-Ancillary Services provided without notice and consent, and non-
en or urgent medical needs that arise at the time a service is provided for which notice
atisfied, you are not responsible, and an out-of-Network Physician may not bill you, for

ur applicable Co-payment, Co-insurance or deductible which is based on the Recognized

e Policy.

e  The reimbursement rate as determined by a state All Payer Model Agreement.
e  The reimbursement rate as determined by state law.
e The initial payment made by us, or the amount subsequently agreed to by the out-of-Network provider and us.

e  The amount determined by Independent Dispute Resolution (IDR).
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IMPORTANT NOTICE: You are not responsible, and an out-of-Network provider may not bill you, for amounts in
excess of your applicable Co-payment, Co-insurance or deductible which is based on the Recognized Amount as
defined in the Policy.

For Air Ambulance transportation provided by an out-of-Network provider, the Allowed Amount is based on one of
the following in the order listed below as applicable:

e The reimbursement rate as determined by a state All Payer Model Agreement.
e The reimbursement rate as determined by state law.

e The initial payment made by us, or the amount subsequently agreed to by the outs, i nd us.
e  The amount determined by Independent Dispute Resolution (IDR).

IMPORTANT NOTICE: You are not responsible, and an out-of-Network provider may not bill
excess of your Co-payment, Co-insurance or deductible which is based on the rates that would
was provided by a Network provider which is based on the Recognized Amount as defined in the

For Emergency ground ambulance transportation provided by an
Amount, which includes mileage, is a rate agreed upon by the out-of-Net
required by applicable law, determined based upon the median a i rs for the
same or similar service.

IMPORTANT NOTICE: Out-of-Network providers may no «
charges and the Allowed Amount described here. Howe z i rgency services you
receive if the ambulance service provider is a publicl
Emergency, such as ambulance transport between Hosp

Provider Network

We arrange for health care providers to take p . providers are independent practitioners. They
are not our employees. It is your responsibility t

us of a provider. A provider's status may change.
e number on your ID card. A directory of providers is
the telephone number on your ID card to request a copy.

You can verify the provider's stat
available by contacting us at www.
If you receive a Coyered Health Care
receipt of the Co; t the provider was a Network provider, either through a database,
provider directo ) t for such information (via telephone, electronic, web-based or

obtain services from a particular Network provider. The network of
. Or you might find that a particular Network provider may not be accepting new

terms and conditions that would have applied prior to termination of the provider's contract
nd timeframes. This provision does not apply to provider contract terminations for failure to
standards or for fraud. If you would like help to find out if you are eligible for continuity of care
e telephone number on your ID card.

undergoing a course of treatment using an out-of-Network 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 transition of care reimbursement policy or would
like help to find out if you are eligible for transition of care Benefits, please call the telephone number on your ID card.

Do not assume that a Network provider's agreement includes all Covered Health Care Services. Some Network
providers contract with us to provide only certain Covered Health Care Services, but not all Covered Health Care
Services. Some Network providers choose to be a Network provider for only some of our products. Refer to your
provider directory or contact us for help.
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Designated Providers

If you have a medical condition that we believe needs special services, we may direct you to a Designated Provider
chosen by us. If you require certain complex Covered Health Care Services for which expertise is limited, we may
direct you to a Network facility or provider that is outside your local geographic area.

In both cases, Benefits will only be paid if your Covered Health Care Services for that condition ar, vided by or
arranged by the Designated Provider chosen by us.

You or your Network Physician must notify us of special service needs (such as transplant
might warrant referral to a Designated Provider. If you do not notify us in advance, and if
out-of-Network facility (regardless of whether it is a Designated Provider) or other out-
will not be paid.

Health Care Services from Out-of-Network Providers

If specific Covered Health Care Services are not available from a Network provider, you may be eli
when Covered Health Care Services are received from out-of-Network iders. In this situation, yo
Physician will notify us and, if we confirm that care is not available from ork provider, we will worl
your Network Physician to coordinate care through an out-of-Network provi
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Outpatient Prescription Drugs Section 1: Schedule of Benefits (Who Pays
What)

When Are Benefits Available for Prescription Drug Products?

Benefits are available for Prescription Drug Products at a Network Pharmacy and are subject to yments and/or
Co-insurance or other payments that vary depending on which of the tiers of the Prescription
Prescription Drug Product is placed.

Benefits for Prescription Drug Products are available when the Prescription Drug Prod
Covered Health Care Service.

What Happens When a Brand-name Drug Becomes Available as a Gener

If a Generic becomes available for a Brand-name Prescription Drug Product, the tier placement o
Prescription Drug Product may change. Therefore, your Co-payment andéer Co-insurance may cha
longer have Benefits for that particular Brand-name Prescription Drug

How Do Supply Limits Apply?
Benefits for Prescription Drug Products are subject to the sup i ion and Supply

a that we have'developed. Supply limits
are subject, from time to time, to our review and change. i e amount dispensed per Prescription Order
or Refill and/or the amount dispensed per mo ire that a minimum amount be dispensed.

You may find out whether a Prescription Drug
www.myuhc.com/exchange or the telephone n

it for dispensing by contacting us at

Before certain Prescription Dr! i r Physician or your pharmacist are required to
obtain prior authorization from j . taining prior authorization from us is to determine

We may also req acist to obtain prior authorization from us or our designee so we
can determine whe uct, in accordance with our approved guidelines, was prescribed by
a Specialist.

rug Products are dispensed at a Network Pharmacy, the prescribing provider or the
psible for obtaining prior authorization from us.

ct at the pharmacy. You may seek reimbursement from us as described in the Policy in
edure (How to File a Claim).

ion Drug Product was dispensed. The amount you are reimbursed will be based on the
g Charge, less the required Co-payment and/or Co-insurance and any deductible that applies.

Benefits may not be available for the Prescription Drug Product after we review the documentation provided and we
determine that the Prescription Drug Product is not a Covered Health Care Service or it is an Experimental or
Investigational or Unproven Service.

We may also require prior authorization for certain programs which may have specific requirements for participation
and/or activation of an enhanced level of Benefits related to such programs. You may access information on available
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programs and any applicable prior authorization, participation or activation requirements related to such programs by
contacting us at www.myuhc.com/exchange or the telephone number on your ID card.

Does Step Therapy Apply?

Certain Prescription Drug Products for which Benefits are described under the Outpatient Prescripti
of the Policy are subject to step therapy requirements. In order to receive Benefits for such Pres
you must use a different Prescription Drug Product(s) first.

Drugs section
Drug Products

For Covered Persons with stage four advanced metastatic cancer, step therapy requirem
Prescription Drug Products that have been approved by the United States Food and Dr
the approved Prescription Drug Product is consistent with:

e  The United States Food and Drug Administration-approved indication;

e  The National Comprehensive Cancer Network Drugs and Biologics Compendium indicatio
stage four advanced metastatic cancer; or

° Peer-reviewed medical literature.

For the treatment of serious mental iliness (SMI), when step therapy is ma
only one (1) alternative prescription drug before receiving coverg
provider. SMI, as defined by the American Psychiatric Associ - [ ical Manual of
Mental Disorders, includes the following:

e Bipolar disorders (hypomanic, manic, depressive
e  Depression in childhood and adolescence;
e  Major depressive disorders (single episo
e  Obsessive-compulsive disorders;

e Paranoid and other psychotic disorders;

You may find out whether a Pre
www.myuhc.com/exchange or the

ubject to step therapy requirements by contacting us at
ur ID card.

Your Right f0'R i hen a Medication is Not Listed on the
Prescriptio

or an exception is approved by us, you may be responsible for paying the applicable Co-
e based on the Prescription Drug Product tier placement, or at the second highest tier.

immediate action and a delay could significantly increase the risk to your health, or the ability
tion, call us as soon as possible. We will provide a written or electronic determination within

If you are not satisfied with our determination of your exception request, you may be entitled to request an external
review. You or your representative may request an external review by sending a written request to us to the address
set out in the determination letter or by calling the toll-free number on your ID card. The Independent Review
Organization (IRO) will notify you of our determination within 72 hours.

Expedited External Review
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If you are not satisfied with our determination of your exception request and it involves an urgent situation, you or your
representative may request an expedited external review by calling the toll-free number on your ID card or by sending
a written request to the address set out in the determination letter. The /RO will notify you of our determination within
24 hours.

What Do You Pay?

You are responsible for paying the Annual Deductible stated in this Schedule of Benefits, whi
before Benefits for Prescription Drug Products are available to you unless otherwise allowe
may not permit certain coupons or offers from pharmaceutical manufacturers or an affilia
Deductible.

Benefits for PPACA Zero Cost Share Preventive Care Medications are not subject to pay
Deductible.

art of your Policy,
er your Policy. We

table. You are not responsible for paying a Co-payment and/or Co-insur
Care Medications.

The Co-payment amount or Co-insurance percentage you pay for a Presc
Usual and Customary Charge of the Prescription Drug Product.

Limit stated in your Policy:
e  Certain coupons or offers from pharmaceutical

. ayi o of the cost (the amount the pharmacy

available to you.
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Payment Information

NOTE: When Covered Health Care Services are provided by an Indian Health Service provider, your cost share may
be reduced.

Payment Term And Description | Amounts

Co-payment and Co-insurance

Co-payment For Prescription Drug Products at a Retail N

Co-payment for a Prescription Drug you are responsible for paying the lowest

Product at a Network Pharmacy is a e The applicable Co-payment and/or Co-in

specific dollar amount. o The Network Pharmacy's Usual and Custom

Co-insurance for the Prescription Drug Product.
Co-insurance for a Prescription Drug e The Prescription Drug C
Product at a Network Pharmacy is a Product.
t f the P iption D

giracre niage of ine Frescription Lrug For Prescription Drug Produc

ge. :

Pharmacy, you are respensible

Special Programs: We may have following:

certain programs in which you may
receive a reduced Co-payment and/or
Co-insurance based on your actions .
such as adherence/compliance to
medication or treatment regimens,
and/or participation in health
management programs. You may
access information on these programs
by contacting us at i ay supply of insulin products from
www.myuhc.com/exchange or the [ ist etwork Pharmacy for $0 cost
telephone number on your ID card.

en met, will not exceed $60 per two-
d prescription epinephrine auto-injectors on any
of the amount or type of epinephrine needed
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Schedule of Benefits Information Table

e  Your Co-payment and/or Co-insurance is determined by Prescription Drug Products on the Prescription Drug List
placed on the tiers outlined in the table below.

e  Prescription Drug Products supply limit:

Ll Retail Network Pharmacy — 30 or 90 days

Ll Mail Order Network Pharmacy — 90 days

=  Specialty and Opioid Prescription Drug Products at a Network Pharmacy — 30
L] Prescription contraception - up to a 12-month period based on the Covered P

e  Ask your Physician to write your Prescription Order or Refill for a 90-day supply, with re

30-day supply with three refills.

. Tier 1 includes PPACA Zero Cost Share Preventive Care Medication
Pharmacy at $0 cost to you.

appropriate,

DUCTIBLE HAS

the Prescription Drug Charge.

Retail Net

30-Day Supply

Mail Order Network Pharmacy

90-Day Supply

Tier 1 No Co-payment.
Not subject to pay
Annual Deductib

Tier 2 $5 per Prescription
Refill.

Tier 3

ent of the

No Co-payment.

Not subject to payment of the
Annual Deductible.

Prescription Order or

Not subject to payment of the
nnual Deductible.

$12.50 per Prescription Order or
Refill.

Not subject to payment of the
Annual Deductible.

% of the Prescription Drug
Charge per Prescription Order or
Refill.

Subject to payment of the
Annual Deductible.

40% of the Prescription Drug
Charge per Prescription Order or
Refill.

Subject to payment of the
Annual Deductible.

40% of the Prescription Drug
Charge per Prescription Order or
Refill.

Subject to payment of the
Annual Deductible.

40% of the Prescription Drug
Charge per Prescription Order or
Refill.

Subject to payment of the
Annual Deductible.

Refill.

Annual Deductible.

f the Prescription Drug
arge per Prescription Order or

Subject to payment of the

50% of the Prescription Drug
Charge per Prescription Order or
Refill.

Subject to payment of the
Annual Deductible.

50% of the Prescription Drug
Charge per Prescription Order or
Refill.

Subject to payment of the
Annual Deductible.
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Pediatric Dental Care Services Section 1: Schedule of Benefits (Who Pays
What)

How do you Access Pediatric Dental Care Services?

Network Benefits

Benefits - Benefits apply when you choose to obtain Covered Dental Care Services from
Network Benefits are determined based on the contracted fee for each Covered Dental
you be required to pay a Network Dental Provider an amount for a Covered Dental Ca
the contracted fee.

In order for Covered Dental Care Services to be paid, you must obtain all Covered Dental Ca
or through a Network Dental Provider.

You must always check the participation status of a provider prior to seeki
participation status of a provider may change. You can check the parti
provider. We can provide help in referring you to a Network Dental Provi

We will make available to you a Directory of Network Dental Proyi er stated on
your identification (ID) card to determine which providers parti

Benefits are not available for Dental Care Services that a

Payment Information
Benefits:

Benefits for Allowed Dental Amounts are dete
the provider rather than a percentage of the pr i Ir negotiated rate with the provider is ordinarily
lower than the provider's billed charge.

at is not Necessary as determined by us. If
etwork provider may charge you. However, these
enefits will not be payable.

you agree to receive a service
charges will not be considere

Out-of-Pocket Limit - any amou i for Pediatric Dental Care Services under this section

applies to the Out-of-Pocket Limit s i alth Care Services Schedule of Benefits.
Schedule o
Benefit limits are G ¢ is unless otherwise specifically stated.

as shown below in the Schedule of Benefits are

Benefits

The Amount You Pay Which May Include a
Co-insurance or Co-Payment.

None

Periodic oral evaluation.

Limited oral evaluation - problem focused.

Teledentistry - synchronous - real time
encounter.
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based on Allowed Dental Amounts.

Amounts which you are required to pay as shown below in the Schedule of Benefits are

What Are the Benefit Description and
Frequency Limitations?

Benefits

The Amount You Pay Which May Include a
Co-insurance or Co-Payment.

Teledentistry - asynchronous - information
stored and forwarded to dentist for subsequent
review.

Comprehensive oral evaluation.
Comprehensive periodontal evaluation.

The following service is not subject to a
frequency limit.

Detailed and extensive oral evaluation -
problem focused.

Intraoral Radiographs (X-ray)
Limited to 2 series of films per 12 months.
Complete series (including bitewings).

Intraoral - complete series of radiographic
images - image capture only.

None

The following services are not subject to a
frequency limit.

Intraoral - periapical first film.
Intraoral - periapical - each additional film.
Intraoral - occlusal film.

Intraoral - occlusal radiogra
capture only.

Intraoral - periapical radiographic i
image capture only.

phic image - image capture

2-D Cephalometric radiographic image - image
capture only.

3-D Photographic image - image capture only.

The following services are limited to two
images per calendar year.

None
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based on Allowed Dental Amounts.

Amounts which you are required to pay as shown below in the Schedule of Benefits are

What Are the Benefit Description and
Frequency Limitations?

Benefits

The Amount You Pay Which May Include a
Co-insurance or Co-Payment.

Extra-oral posterior dental radiographic image -
image capture only.

The following services are not subject to a
frequency limit.

Cephalometric X-ray.

Oral/Facial photographic images.
Interpretation of diagnostic image.
Diagnostic casts.

2-D Oralffacial photographic image obtained
intra-orally or extra-orally - image capture only.

None

Preventive Services - (Not subject to payment of the /A

Dental Prophylaxis (Cleanings)

The following service is limited to two times
every 12 months.

Prophylaxis.

Fluoride Treatments

The following service is limited to two times
every 12 months.

Fluoride.

Sealants (Protective Coating)

The following services are limited {0
first or second pe
months.

Sealant - per too € permanent

fixed - bilateral mandibular.

ner - removable, unilateral - per

quadrant.

Space maintainer - removable - bilateral
maxillary.

Space maintainer - removable - bilateral
mandibular.

None
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based on Allowed Dental Amounts.

Amounts which you are required to pay as shown below in the Schedule of Benefits are

What Are the Benefit Description and
Frequency Limitations?

Benefits

The Amount You Pay Which May Include a
Co-insurance or Co-Payment.

Re-cement or re-bond bilateral space
maintainer - maxillary.

Re-cement or re-bond bilateral space
maintainer - mandibular.

Re-cement or re-bond unilateral space
maintainer - per quadrant.

Removal of fixed unilateral space maintainer -
per quadrant.

Removal of fixed bilateral space maintainer -
maxillary.

Removal of fixed bilateral space maintainer -
mandibular.

Distal shoe space maintainer - fixed - unilateral
- per quadrant.

Minor Restorative Services - (Not subject to

Amalgam Restorations (Silver Fillings)

The following services are not subject to a
frequency limit. Multiple restorations on one
surface will be treated as a single filling.

Amalgams - one surface, pri
permanent.

Amalgams - two surfaces, prim
permanent.

Amalgams - three
permanent.

urfaces, primary 0

Amalgams - fou
permanent.

Composite Resin
Filli

anterior.
Resinsbased site - three surfaces,

Resin-based composite - four or more surfaces
or involving incised angle, anterior.

None

Crowns/Inlays/Onlays - (Not subject to payment of the Annual Deductible.)

The following services are subject to a limit of None
one time every 60 months.
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based on Allowed Dental Amounts.

Amounts which you are required to pay as shown below in the Schedule of Benefits are

What Are the Benefit Description and
Frequency Limitations?

Benefits

The Amount You Pay Which May Include a
Co-insurance or Co-Payment.

Onlay - metallic - two surfaces.

Onlay - metallic - three surfaces.

Onlay - metallic - four surfaces.

Crown - porcelain/ceramic substrate.

Crown - porcelain fused to high noble metal.

Crown - porcelain fused to predominately base
metal.

Crown - porcelain fused to noble metal.

Crown - porcelain fused to titanium and
titanium alloys.

Crown - 3/4 cast high noble metal.

Crown - 3/4 cast predominately base metal.
Crown - 3/4 porcelain/ceramic.

Crown - full cast high noble metal.

Crown - full cast predominately base metal.
Crown - full cast noble metal.

Crown - titanium and titanium alloys.

Prefabricated stainless steel cr
tooth.

Prefabricated stainless steel ¢
permanent tooth.

n - primary

The following services are not subje
frequency limit.

Inlay - metallic -

None

Core buildup, including any pins.

None

The following service is limited to one time per | None

tooth every 60 months.

Pin retention - per tooth, in addition to crown.
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based on Allowed Dental Amounts.

Amounts which you are required to pay as shown below in the Schedule of Benefits are

What Are the Benefit Description and
Frequency Limitations?

Benefits

The Amount You Pay Which May Include a
Co-insurance or Co-Payment.

The following service is not subject to a
frequency limit.

Prefabricated post and core in addition to
crown.

None

The following services are not subject to a
frequency limit.

Crown repair necessitated by restorative
material failure.

Inlay repair.
Onlay repair.
Veneer repair.

The following service is limited to one time per
tooth every 36 months.

Resin infiltration/smooth surface.

None

Endodontics - (Not subject to payment o

The following service is not subject to a
frequency limit.

Therapeutic pulpotomy (excluding final
restoration).

The following service is not s
frequency limit.

Partial pulpotomy for apexogenesis
permanent tooth with incomplete root
development.

The following se
frequency limit.

Pulpal therapy (resa
j ooth (exclud

excluding final restoration).

Retreatment of previous root canal therapy -
anterior.

Retreatment of previous root canal therapy -
bicuspid.

Retreatment of previous root canal therapy -
molar.

None
filling) - posterior,
al restoration).
subject to a None
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based on Allowed Dental Amounts.

Amounts which you are required to pay as shown below in the Schedule of Benefits are

What Are the Benefit Description and
Frequency Limitations?

Benefits

The Amount You Pay Which May Include a
Co-insurance or Co-Payment.

frequency limit.
Pulpal regeneration.

The following services are not subject to a None
frequency limit.

Apexification/recalcification - initial visit.
Apexification/recalcification - interim medication
replacement.

Apexification/recalcification - final visit.

The following service is not subject to a None

The following services are not subject to a
frequency limit.

Apicoectomy/periradicular - anterior.
Apicoectomy/periradicular - bicuspid.
Apicoectomy/periradicular - molar.

Apicoectomy/periradicular - each additional
root.

Surgical repair of root resorption - anterior.
Surgical repair of root resorption - premolar.
Surgical repair of root resorpti

Surgical exposure of root su
apicoectomy or repair of root re
anterior.

Surgical exposu
apicoectomy o
premolar.

g any root removal), not
therapy.

- (Not subject to payment of the Annual Deductible.)
The following services are limited to a None
frequency of one every 36 months.
Gingivectomy or gingivoplasty - four or more
teeth.
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based on Allowed Dental Amounts.

Amounts which you are required to pay as shown below in the Schedule of Benefits are

What Are the Benefit Description and
Frequency Limitations?

Benefits

The Amount You Pay Which May Include a
Co-insurance or Co-Payment.

Gingivectomy or gingivoplasty - one to three
teeth.

Gingivectomy or gingivoplasty - with restorative
procedures, per tooth.

The following services are limited to one every
36 months.

Gingival flap procedure, four or more teeth.

Gingival flap procedure, including root planing -
one to three contiguous teeth or tooth bounded
spaces per quadrant.

None

The following service is not subject to a
frequency limit.

Clinical crown lengthening - hard tissue.

The following services are limited to one every
36 months.

Osseous surgery.

Osseous surgery (including flap entry and
closure), one to three contiguous teeth or
bounded teeth spaces per quadrant.

The following services are no
frequency limit.

are limited to one time
months.

caling and root planing - one to
three teeth per quadrant.

Scaling in presence of generalized moderate or
severe gingival inflammation - full mouth, after
oral evaluation.

The following service is limited to a frequency None
to one per lifetime.
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Amounts which you are required to pay as shown below in the Schedule of Benefits are
based on Allowed Dental Amounts.

What Are the Benefit Description and Benefits

Frequency Limitations? The Amount You Pay Which May Include a

Co-insurance or Co-Payment.

Full mouth debridement to enable
comprehensive evaluation and diagnosis.

The following service is limited to four times None
every 12 months in combination with
prophylaxis.

Periodontal maintenance.

Removable Dentures - (Not subject to payment of the Annual Deductible.)

The following services are limited to a None
frequency of one every 60 months.

Complete denture - maxillary.

Complete denture - mandibular.
Immediate denture - maxillary.
Immediate denture - mandibular.

Mandibular partial denture - resin base
(including retentive/clasping materials, rests
and teeth).

Maxillary partial denture - resin base (includin
retentive/clasping materials, rests, and teeth).

Maxillary partial denture - cast metal framework
with resin denture bases (in

retentive/clasping materials,

Mandibular partial denture - cast
framework with resin denture base
retentive/claspinggmaterials, rests an

base (including re
rests and teeth).

mmediate maxillary pa
framework wi in de e bases (including

ests and teeth).

partial denture - cast
esin denture bases

ateral partial denture - one
piece cast metal (including retentive/clasping
materials, rests, and teeth), maxillary.

Removable unilateral partial denture - one
piece cast metal (including retentive/clasping
materials, rests, and teeth), mandibular.
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based on Allowed Dental Amounts.

Amounts which you are required to pay as shown below in the Schedule of Benefits are

What Are the Benefit Description and
Frequency Limitations?

Benefits

The Amount You Pay Which May Include a
Co-insurance or Co-Payment.

Removable unilateral partial denture - one
piece flexible base (including retentive/clasping
materials, rests, and teeth) - per quadrant.

Removable unilateral partial denture - one
piece resin (including retentive/clasping
materials, rests, and teeth) - per quadrant.

The following services are not subject to a
frequency limit.

Adjust complete denture - maxillary.
Adjust complete denture - mandibular.
Adjust partial denture - maxillary.
Adjust partial denture - mandibular.
Repair broken complete denture base.

Repair broken complete denture base -
mandibular.

Repair broken complete denture base -
maxillary.

Replace missing or broken teeth - complete
denture.

Repair resin denture base.
Repair resin partial denture b
Repair resin partial denture base
Repair cast framework.

None

axillary denture.

ary partial denture.

Rebase mandibular partial denture.

Reline complete maxillary denture (direct).
Reline complete mandibular denture (direct).
Reline maxillary partial denture (direct).
Reline mandibular partial denture (direct).
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Amounts which you are required to pay as shown below in the Schedule of Benefits are
based on Allowed Dental Amounts.

What Are the Benefit Description and Benefits

Frequency Limitations? The Amount You Pay Which May Include a

Co-insurance or Co-Payment.

Reline complete maxillary denture (indirect).
Reline complete mandibular denture (indirect).
Reline maxillary partial denture (indirect).

Reline mandibular partial denture (indirect).
Reline mandibular partial denture (laboratory).

Add metal substructure to acrylic full denture
(per arch).

The following services are not subject to a None
frequency limit.

Tissue conditioning (maxillary).
Tissue conditioning (mandibular).

Bridges (Fixed partial dentures) - (Not subject to al Deduct

The following services are not subject to a
frequency limit.

Pontic - cast high noble metal.

Pontic - cast predominately base metal.
Pontic - cast noble metal.
Pontic - titanium and titanium
Pontic - porcelain fused to h

Pontic - porcelain fused to pred
metal.

Pontic - porcelai

Pontic - porcela
titanium alloys.

elain/ceramic.

Inlay - metallic - two surfaces.
Inlay - metallic - three or more surfaces.
Onlay - metallic - three surfaces.

Onlay - metallic - four or more surfaces.
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based on Allowed Dental Amounts.

Amounts which you are required to pay as shown below in the Schedule of Benefits are

What Are the Benefit Description and
Frequency Limitations?

Benefits

The Amount You Pay Which May Include a
Co-insurance or Co-Payment.

The following services are limited to one time
every 60 months.

Retainer crown - porcelain/ceramic.

Retainer crown - porcelain fused to high noble
metal.

Retainer crown - porcelain fused to
predominately base metal.

Retainer crown - porcelain fused to noble
metal.

Retainer crown - porcelain fused to titanium
and titanium alloys.

Retainer crown - 3/4 cast high noble metal.

Retainer crown - 3/4 cast predominately base
metal.

Retainer crown - 3/4 cast noble metal.
Retainer crown - 3/4 porcelain/ceramic.

Retainer crown - 3/4 titanium and titanium
alloys.

Retainer crown - full cast high noble metal.

Retainer crown - full cast pre
metal.

Retainer crown - full cast noble

The following service is not subject t
frequency limit.

Re-cement or re

None

The following se
frequency limit.

d up for reta uding any pins.

ial denture ré
restorative material fail

necessitated by

None

Annual Deductible.)

quency limit.

Extraction, eru ooth or exposed root.

None

rvices are not subject to a
frequency limit.

Surgical removal of erupted tooth requiring
elevation of mucoperiosteal flap and removal of
bone and/or section of tooth.

Removal of impacted tooth - soft tissue.

Removal of impacted tooth - partially bony.

None
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based on Allowed Dental Amounts.

Amounts which you are required to pay as shown below in the Schedule of Benefits are

What Are the Benefit Description and
Frequency Limitations?

Benefits

The Amount You Pay Which May Include a
Co-insurance or Co-Payment.

Removal of impacted tooth - completely bony.

Removal of impacted tooth - completely bony
with unusual surgical complications.

Surgical removal or residual tooth roots.
Coronectomy - intentional partial tooth removal.

The following service is not subject to a
frequency limit.

Tooth reimplantation and/or stabilization of
accidentally evulsed or displaced tooth.

None

The following service is not subject to a
frequency limit.

Surgical access of an unerupted tooth.

The following services are not subject to a
frequency limit.

Alveoloplasty in conjunction with extraction
per quadrant.

Alveoloplasty in conjunction with extraction -
one to three teeth or tooth spaces - per
quadrant.

Alveoloplasty not in conjuncti
extractions - per quadrant.

Alveoloplasty not in conjunction W
extractions - one to three teeth or to€
- per quadrant.

The following se
frequency limit.

Removal of lateral
mandible).

*hectomy (frenulectomy).
Lingual frenectomy (frenulectomy).
Excision of pericoronal gingiva.

None

Adjunctive Services - (Not subject to payment of the Annual Deductible.)

The following service is not subject to a None

frequency limit; however, it is covered as a

separate Benefit only if no other services (other
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Amounts which you are required to pay as shown below in the Schedule of Benefits are
based on Allowed Dental Amounts.

What Are the Benefit Description and Benefits

Frequency Limitations? The Amount You Pay Which May Include a

Co-insurance or Co-Payment.

than the exam and radiographs) were done on
the same tooth during the visit.

Palliative (Emergency) treatment of dental pain
- minor procedure.

Covered only when clinically Necessary. None

Deep sedation/general anesthesia first 30
minutes.

Dental sedation/general anesthesia each
additional 15 minutes.

Deep sedation/general anesthesia - first 15
minutes.

Intravenous moderate (conscious)
sedation/anesthesia - first 15 minutes.

Intravenous conscious sedation/analgesia -
first 30 minutes.

Intravenous conscious sedation/analgesia -
each additional 15 minutes.

Therapeutic drug injection, by report.

Covered only when clinically Necessary.

Consultation (diagnostic servij
dentist or Physician other th
providing treatment).

The following are limited to one gu.
months.

Occlusal guard

None

steal implant.

Transpsteal im including hardware.

d complete denture.

Implant supported partial denture.

Connecting bar implant or abutment supported.
Prefabricated abutment.

Custom abutment.

Abutment supported porcelain ceramic crown.
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based on Allowed Dental Amounts.

Amounts which you are required to pay as shown below in the Schedule of Benefits are

What Are the Benefit Description and
Frequency Limitations?

Benefits

The Amount You Pay Which May Include a
Co-insurance or Co-Payment.

Abutment supported porcelain fused to high
noble metal.

Abutment supported porcelain fused to
predominately base metal crown.

Abutment supported porcelain fused to noble
metal crown.

Abutment supported cast high noble metal
crown.

Abutment supported cast predominately base
metal crown.

Abutment supported porcelain/ceramic crown.
Implant supported porcelain/ceramic crown.

Implant supported crown - porcelain fused to
high noble alloys.

Implant supported crown - high noble alloys.

Abutment supported retainer for
porcelain/ceramic fixed partial denture.

Abutment supported retainer for porcelain
fused to high noble metal fixed partial denture.

Abutment supported retainer f
fused to predominately bas
denture.

Abutment suppo
base metal fixed pa

supported fixed partial
pletely edentulous arch.

Implant/abutment supported fixed partial
denture for partially edentulous arch.

Implant maintenance procedure.

Scaling and debridement in the presence of
inflammation or mucositis of a single implant,
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based on Allowed Dental Amounts.

Amounts which you are required to pay as shown below in the Schedule of Benefits are

What Are the Benefit Description and
Frequency Limitations?

Benefits

The Amount You Pay Which May Include a
Co-insurance or Co-Payment.

including cleaning of the implant surfaces,
without flap entry and closure.

Implant supported crown - porcelain fused to
predominantly base alloys.

Implant supported crown - porcelain fused to
noble alloys.

Implant supported crown - porcelain fused to
titanium and titanium alloys.

Implant supported crown - predominantly base
alloys.

Implant supported crown - noble alloys.

Implant supported crown - titanium and
titanium alloys.

Repair implant prosthesis.

Replacement of semi - precision or precision
attachment.

Repair implant abutment.
Remove broken implant retaining screw.

Abutment supported crown - porcelain fused to
titanium and titanium alloys.

Implant supported retainer -
predominantly base alloys.

Implant supported retainer for FP
fused to noble allg

Implant remova

mplant/abutment suppa
denture fo

arch - maxillary.

iner - porcelain fused to
alloys.

retainer for metal FPD -
y base alloys.

Implant supported retainer for metal FPD -
noble alloys.

Implant supported retainer for metal FPD -
titanium and titanium alloys.

Implant index.

SBN25.H.2022.IEX.CO.NPRX
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based on Allowed Dental Amounts.

Amounts which you are required to pay as shown below in the Schedule of Benefits are

What Are the Benefit Description and
Frequency Limitations?

Benefits

The Amount You Pay Which May Include a
Co-insurance or Co-Payment.

Semi-precision abutment - placement.
Semi-precision attachment - placement.

Abutment supported retainer - porcelain fused
to titanium and titanium alloys.

SBN25.H.2022.IEX.CO.NPRX
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Pediatric Vision Care Services Section 1: Schedule of Benefits (Who Pays
What)

How do you Access Pediatric Vision Care Services?

Network Benefits

Benefits - Benefits are available for pediatric Vision Care Services from a UnitedHealthc
Care Provider. To find a UnitedHealthcare Vision Network Vision Care Provider, you
service at 1-800-638-3120. You may also access a listing of UnitedHealthcare Vision Ne
on the Internet at www.myuhc.com/exchange.

Benefits are not available for Vision Care Services that are not provided by a UnitedHealthcare
Care Provider.

Payment Information

Benefits for Vision Care Services are determined based on the negotlated C t fee between us the Vision
Care Provider. Our negotiated rate with the Vision Care Providg e Provider's
billed charge.

Annual Deductible

Unless otherwise stated in the Schedule of Benefits, B i i isi es provided under this
section are subject to any Annual Deductible stated in the Care Services Schedule of Benefits.
Out-of-Pocket Limit - any amount you pay i ayments for Vision Care Services under this
section applies to the Out-of-Pocket Limit stat 'h Care Services Schedule of Benefits

Vision Care Service Benefit - The Amount You Pay

Based on the Contracted Rate

Routine Vision None

Not subject to payment of the
Annual Deductible.

40%

Subject to payment of the Annual
Deductible.

40%

Subject to payment of the Annual
Deductible.

40%

Subject to payment of the Annual
Deductible.

e Trifocal

e Lenticular 40%

Subject to payment of the Annual
Deductible.

Lens Extras
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Vision Care Service

What Is the Frequency of
Service?

Benefit - The Amount You Pay
Based on the Contracted Rate

e Polycarbonate lenses

Once every 12 months.

None

Not subject to payment of the
Annual Deductible.

e Standard scratch-
resistant coating

Once every 12 months.

None

Not subject to paymen
Annual Deducti

Eyeglass Frames

Once every 12 months.

e Eyeglass frames with
a retail cost up to
$130.

e Eyeglass frames with
a retail cost of $130 -
160.

e Eyeglass frames with
a retail cost of $160 -
200.

e Eyeglass frames with
a retail cost of $200 -
250.

Deductible.

40%

ject to payment of the Annual
Deductible.

e Eyeglass frames with
a retail cost greater
than $250.

Contact Lenses and
Fitting & Evaluation

40%

bject to payment of the Annual
Deductible.

Evaluation

None

Not subject to payment of the
Annual Deductible.

e Covered Contz month supply. 40%
Formulary Subject to payment of the Annual
Deductible.
ecessary Contact Limited to a 12 month supply. 40%
Lenses Subject to payment of the Annual
Deductible.

obtaining these Vision
Care Services, you will be
required to pay all billed
charges at the time of
service. You may then
obtain reimbursement from
us. Reimbursement will be

Once every 24 months.
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Vision Care Service

What Is the Frequency of
Service?

Benefit - The Amount You Pay
Based on the Contracted Rate

limited to the amounts
stated.

e Low vision testing

None

Not subject to payment of t
Annual Deductible.

e Low vision therapy

25% of billed ch

Subject to payment of the
Deductible.
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Section 2: Title Page (Cover Page)

Rocky Mountain Health Maintenance Organiz
Incorporated

Individual Exchange Medical Poli

2775 Crossroads Boulevard
Grand Junction, CO, 81506
888-809-6539

Colorado

adult dental benefits. This Poli
will have to pay the full price o
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Section 3: Contact Us

Rocky Mountain Health Maintenance Organization,
Incorporated

2775 Crossroads Boulevard
Grand Junction, CO 81506
888-809-6539

Introduction to Your Policy
This Policy describes your Benefits, as well as your rights and responsibilities, under this Policy.

What Are Defined Terms?

When we use the words "we," "us," and "our" in this documen eferri i alth Plans.
When we use the words "you" and "your," we are referring tg v at term is
defined in Section 15: Definitions.

How Do You Use This Document?

Read your entire Policy and any attached Rider;
need by reading just one section. Keep your
your future reference. You can also get this P

Benefits and any attachments in a safe place for
n/exchange.

Review the Benefit limitations of this Policy by r dule of Benefits along with Section 7:
Benefits/Coverage (What is Covered) and Sectio ] S
General Policy Provisions to understand how this Benefits work. Call us if you have questions about

If there is a conflict between thi s provided to you, this Policy controls.

Please be aware that your Physicia nowing or communicating your Benefits.

hroughout the document you will find statements that encourage
you to contact us fa
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Section 5: Eligibility

How Do You Enroll?

Eligible Persons must complete enrollment and make the required Premium payment, as determin
Health Benefit Exchange if you enroll through the exchange, or by Rocky Mountain if you enroll
will not provide Benefits for health care services that you receive before your effective date of

by the Colorado
exchange. We

What If You Are Hospitalized When Your Coverage Begins

We will pay Benefits for Covered Health Care Services when all of the following apply:

e You are an inpatient in a Hospital, Skilled Nursing Facility or Inpatient Rehabilitation Fa
coverage begins.

and who qualifies as a Dependent under the

Eligible Person

Eligible Person refers to a person who meets the
for enrollments through the exc . ts, eligibility will be determined by us under the
terms of this Policy and will b i

When an Eligible Person actual erson as a Policyholder. For a complete definition of
Eligible Person and Policyholder, s 1

Eligible Persons m

Dependent

Dependent genera
person as an Enrolle
Déefinitions.

pouse and children. When a Dependent enrolls, we refer to that
plete definition of Dependent and Enrolled Dependent, see Section 15:

and When Does Coverage Begin?
gible Persons may not enroll themselves or their Dependents.

eriod is the period of time when Eligible Persons can enroll themselves and their Dependents,
Colorado Health Benefit Exchange or by us in accordance with state or federal law and the

Coverage begins on the date determined by the Colorado Health Benefit Exchange or by us and identified in this
Policy if we receive the completed enrollment materials and the required Premium.

Special Enrollment Period

An Eligible Person and/or Dependent may also be able to enroll during a special enroliment period, as determined by
the Colorado Health Benefit Exchange or by us in accordance with state or federal law and the terms of this Policy.
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1. An Eligible Person may enroll, or change QHPs, outside of the Open Enroliment Period if the request to enroll
is made within 30 days before or 60 days after any of the following events:

=  You gain a Dependent through marriage, birth, adoption, placement for adoption, placement in foster care,
child support order or other administrative order, or by entering into a Civil Union or Designated Beneficiary
Agreement. To enroll in a QHP as a result of a marriage, you must either provide proof tothe Colorado
Health Benefit Exchange of:

+ Having minimum essential coverage at least 1 or more days in the 60 days pri

+ Having lived in a foreign country or in a U.S. territory for 1 or more days i
marriage;

+ To be an Indian; or

+ Having lived in an area where there was not a QHP available through the exch
in the 60 days prior to the marriage. If you are already enrolled, you must stay on

=  If you enrolled for this Policy on the exchange and the Policy
citizen, national, or lawfully present individual gains such stat
to a different QHP of the same metal level.

= Your enrolliment or non-enroliment in a QHP or other,
mistake and is the result of the mistake, misrepre i rier, producer or
an officer, employee, or agent of the Colorado ] } artment of Health
and Human Services (HHS) or a non-Colorad >

assistance or conducting enroliment activiti enrolled, you change to a QHP of any
metal level. For purposes of this section, misco failure to follow the standards of PPACA or
other applicable federal or state laws in€ olorado Health Benefit Exchange.

=  You show the Colorado Health Ben slorado Division of Insurance that your QHP or

ision of its contract with you. If you are already
enrolled, you can change to a different

=  If you enrolled for this Policy on the exc
guidelines, that you er exception
enrolled, you can c

olorado Health Benefit Exchange, per HHS
s as the exchange may provide. If you are already

] If you or your Depende
Health Benefit Exchange

the exchange or off the exchange, and show the Colorado
of Insurance, as applicable, that a material error related to
uenced you or your Dependent’s decision to buy the

ependent, or a Dependent becoming ineligible for CHP+

event, and are essed as eligible for Medicaid or CHP+ coverage, but later determined ineligible for
Medi r CHF

en enrollment periods, and are determined ineligible for Medicaid or CHP+ after such open
riods have ended.

a victim of domestic abuse or spousal abandonment, including a dependent or unmarried
ousehold, you already are enrolled in minimum essential coverage, and you want to enroll in
e apart from the doer of the abuse or abandonment, or b) a dependent of such a victim. If this
appens, you can change to a QHP of any metal level.

=  |f you gain access to new QHPs as a result of a permanent move. To enroll in a QHP as a result of a
permanent move, proof may be required of:

+ Having minimal essential coverage for at least 1 or more days in the 60 days prior to the move;

+ Having lived in a foreign country or in a U.S. territory for 1 or more days in the 60 days prior to the
move;
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+ Be an Indian; or

+ Having lived in an area where there was not a QHP available through the Colorado Health Benefit
Exchange for 1 or more days prior to the move.

2. An Eligible Person and/or Dependent may enroll outside of the Open Enrollment Period if the request to enroll
is made within 60 days before or 60 days after any of the following events, unless otherwi ted below. If
any of the below events occur, you can change to a different QHP of the same metal le n Eligible Person
or Dependent:

= Lose minimum essential coverage or existing Creditable Coverage for any rea r failure
to pay a Premium. The date of the loss of coverage is the last day you would

previous plan or coverage.

=  Enrolled in any non-calendar year health insurance policy that will expire. This is e have the o
to renew the expiring non-calendar year individual health insurance policy. The date o

is the date of the expiration of the non-calendar year policy.

= Lose pregnancy-related coverage described in the Social Se
through coverage provided to an unborn child. The date of the
pregnancy-related or unborn child coverage.

. Lose a Dependent or are no Ionger considered a Deg on or death.

newly ineligible for the federal advance pre i i available through the
exchange under federal law. This only applie i ot currently enrolled in a

ecurity Act only once per calendar year. The
medically needy coverage.

changing available c ithi ong as you are allowed to terminate existing

coverage
= Become newly eligible the exchange because of release from incarceration.

ly because of a household income below 100% of the

income or moves to a different state, either of which results in you
ible for advance payments of the federal premium tax credit.

may enroll, or change QHPs, outside of the Open Enrollment Period if

rance policy you or your Dependents bought. This only applies if there is no ability to
hort-term policy due to the short-term policy carrier ending its sales of all short-term

the first day of the month following plan selection after the marriage, Civil Union, or loss of
Creditable Coverage.

e  The date of the birth, adoption, or placement in foster care, or if you request, the first day of the month following
plan selection after the birth, adoption or placement in foster care.

e The date a court order for gaining or becoming a Dependent is effective, or if your request, the first day of the
month following plan selection after the court order or if you request, as set forth below for all other events.

. For all other events:
POL25.H.2022.IEX.CO 6



=  An appropriate date based on the circumstances, if such flexibility is allowed under state or federal law;
=  The date of the event if coverage is requested prior to the event;

=  The first day of the following month if coverage is purchased between the 1st and the 15" day of the month;
or

=  The first day of the second following month if coverage is purchased after the 15t day
The Colorado Health Benefit Exchange may permit the Policyholder to choose other €
Special Enroliment Verification

Rocky Mountain has a process to verify eligibility for special enrollment periods. We use firm that
you or your Dependent is eligible to enroll. We may ask for documents to confirm this. Info
on documents that we may require you to provide is on our website at www.myuhc.com/exch

Native Americans/Alaskan Natives

If the Policyholder or Dependent is an Indian, then he or she may enrol
one time per month.

Adding New Dependents on the Exchange

If this Policy was obtained through the exchange, the Poli efit Exchange of a
new Dependent to be added to this Policy. The effective - follow Colorado
Health Benefit Exchange rules. Additional Premium | i ated from the date
determined by Colorado Health Benefit Exchange.

will be covered from the time of birth until the i The newborn child will be covered from the time
of its birth for loss due to Injury and Sickness, plications of birth, premature birth, medically
diagnosed congenital defect(s), and birth abnormaliti

If this Policy was obtained off otify Rocky Mountain of a new Dependent to be
added to this Policy. Additiona
effective.

Dependent Eligibility

itial Dependents, if any, is shown on the face page of the Policy. Only Dependents
or insurance will be covered on your effective date.

or your spouse will be covered from the time of birth until the 31st day after birth,

se advises us not to add the newborn child. Additional Premium may be required to continue
st day following the birth. The required Premium will be calculated from the date of birth.

ill terminate on the 31st day following birth, unless we have received both written notice of the
equired premium within 90 days of the date of birth.

opted Child:

Coverage of the
child’ sgbi

A Dependent child legally placed for adoption with you or your spouse will be covered from the date of placement until
the 31st day after placement, unless the placement is disrupted prior to legal adoption and the child is removed from
your or your spouse's custody. Additional Premium may be required to continue coverage beyond the 31st day
following the placement of the child. The required Premium will be calculated from the date of placement for adoption.
Coverage of the child will terminate on the 31st day following placement, unless we have received both written notice
of your or your spouse’s intent to adopt the child and the required premium within 90 days of the date of placement.
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As used in this provision, "placement" means the earlier of the following:
. The date that you or your spouse assume physical custody of the child for the purpose of adoption.

. The date of entry of an order granting you or your spouse custody of the child for the purpose of adoption.
Adding a Foster Child

A Dependent child legally placed in foster care with you or your spouse must be enrolled withi
placement in foster care. The effective date of coverage will be the date of placement in fost;
Premium will be calculated from the date of placement in foster care.

Adding New Dependents Due to Marriage or Civil Union

A person who becomes a Dependent due to marriage or Civil Union must be enrolled withi
marriage or Civil Union. Coverage will begin on the date of the marriage or recording of the
the request to enroll 30 days before that date. If not, coverage begins the first day of the month
marriage or Civil Union. The required Premium will change on the effective of coverage.

Adding a Designated Beneficiary

A person who becomes a Designated Beneficiary must be enrolled within
Agreement is recorded. If we receive the request to enroll 30 d
recorded, coverage will begin on the date the Designated Be . quired Premium
will change on the effective date of coverage.

POL25.H.2022.IEX.CO 8



Section 6: How to Access Your Services and Obtain
Approval of Benefits

Choose Your Physician

It is your responsibility to select the health care professionals who will deliver your care. We ari
and other health care professionals and facilities to participate in a Network. Our credentiali
information about the professionals' and facilities' licenses and other credentials, but doe
their services. These professionals and facilities are independent practitioners and entiti
for the care they deliver.

Show Your ID Card

You should show your ID card every time you request health care services. If you do not show yo
provider may fail to bill the correct entity for the services delivered.

for Physicians
cess confirms public

Decide What Services You Should Receive

Care decisions are between you and your Physician. We do ng
should not receive.

you should or

Obtain Prior Authorization

Some Covered Health Care Services require prior autho
participate in a Network are responsible for obtaihi
Health Care Services that require prior autho

s and other health care professionals who
. For detailed information on the Covered
the Schedule of Benefits.

Offer Health Education Service

We may provide you with access to information a :
management programs, health education and pati t is solely your decision whether to take part in the
programs, but we recommen ici

Access Plan

maintained at our 1 N s for our address and telephone number.
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Section 7: Benefits/Coverage (What is Covered)

When Are Benefits Available for Covered Health Care Services?
Benefits are available only when all of the following are true:

Ith Care Service
re Service in

. The health care service, including supplies or Pharmaceutical Products, is only a Covere
if it is Medically Necessary. (See definitions of Medically Necessary and Covered Hea
Section 15: Definitions).

. You receive Covered Health Care Services while this Policy is in effect.

. You receive Covered Health Care Services prior to the date that any of the individu
listed in Section 12: Termination/Nonrenewal/Continuation occurs.

. The person who receives Covered Health Care Services is a Covered Person and meets a
requirements.

The fact that a Physician or other provider has performed or prescribed
may be the only available treatment for a Sickness, Injury, Mental IIIness S - ictive disorders,
disease or its symptoms does not mean that the procedure or tre ice under this
Policy.

Please note that coverage will not be denied for Covered ) : ed for in this section
when the services are required as the result of self-ha

This section describes Covered Health Care Services fo
Schedule of Benefits for details about:

. The amount you must pay for these Co ices (including any Annual Deductible, Co-
payment and/or Co-insurance).

ive and therapeutic, procedural abortion care services.

means of inserting needles into the body to reduce pain or to induce anesthesia. It may
ses as determined appropriate by the practitioner/provider. It is recommended that

ere the required Emergency Health Care Services can be performed.

Non-Emergency ambulance transportation by a licensed ambulance service (either ground or Air Ambulance, as we
determine appropriate) between facilities only when the transport meets one of the following:

. From an out-of-Network Hospital to the closest Network Hospital when Covered Health Care Services are
required.
. To the closest Network Hospital that provides the required Covered Health Care Services that were not

available at the original Hospital.
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. From a short-term acute care facility to the closest Network Inpatient Rehabilitation Facility or Network sub-
acute facility where the required Covered Health Care Services can be delivered.

For the purpose of this Benefit the following terms have the following meanings:

L] "Short-term acute care facility" means a facility or Hospital that provides care to people with medical
needs requiring short-term Hospital stay in an acute or critical setting such as for rec following a
surgery, care following sudden Sickness, Injury, or flare-up of a chronic Sickness.

. "Sub-acute facility” means a facility that provides intermediate care on short-t long-term basis.

Bariatric Surgery
The plan covers surgical treatment of morbid obesity provided all of the following are true:

o You have achieved greater than 95% of estimated adult height AND a minimum Tanner
. You have a minimum Body Mass Index (BMI) of 40, or > 35 with at least 1 co-morbid conditi

. You have completed a multi-disciplinary surgical preparatory reg

evaluation.
. You have a 3-month Physician supervised diet docume
. Excess skin removal post bariatric surgery is not co

Clinical Trials
Routine patient care costs incurred while taking part in a al trial for the treatment of:

oses of this Benefit, a life-threatening disease or

condition is one which is likely to cause se of the disease or condition is interrupted.

. Cardiovascular disease (cardiac/stroke) i ng, when we determine the clinical trial meets

. Surgical musculoskeletal di i es, which are not life threatening, when we
i iteria stated below.

Services for which Benefits are typically provided absent a clinical trial.
ervices required solely for the following:

he Experimental or Investigational Service(s) or item.

Care Services needed for reasonable and necessary care arising from the receipt of an
or Investigational Service(s) or item.

Routine costs for clinical trials do not include:

. The Experimental or Investigational Service(s) or item. The only exceptions to this are:
" Certain Category B devices.
= Certain promising interventions for patients with terminal illnesses.

" Other items and services that meet specified criteria in accordance with our medical and drug policies.
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. Items and services provided solely to meet data collection and analysis needs and that are not used in the
direct clinical management of the patient.

. A service that clearly does not meet widely accepted and established standards of care for a particular
diagnosis.
. Items and services provided by the research sponsors free of charge for any person takin in the trial.

With respect to cancer or other life-threatening diseases or conditions, a qualifying clinical tri
Phase lll, or Phase IV clinical trial. It takes place in relation to the prevention, detection or
life-threatening disease or condition. It meets any of the following criteria in the bulleted li

hase |, Phase |,

With respect to cardiovascular disease, musculoskeletal disorders of the spine, hip and
disorders which are not life-threatening, a qualifying clinical trial is a Phase |, Phase Il, or
takes place in relation to the detection or treatment of such non-life-threatening disease or di
the following criteria in the bulleted list below.

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

= National Institutes of Health (NIH). (Includes National Cancer
= Centers for Disease Control and Prevention (CDG

= Agency for Healthcare Research and Quality,

= A qualified non-governmental re ity i in the guidelines issued by the National Institutes
of Health for center support grant

t institutional review boards (/RBs) before you are enrolled in the trial. We may, at any
ation about the trial.

rpose of the trial must be the evaluation of an item or service that meets the definition of a
are Service and is not otherwise excluded under this Policy.

opinion of the treating dentist, at least one of the following criteria is met:
e The child has a physical, mental, or medically compromising condition.

. The child has dental needs for which local anesthesia is ineffective because of acute infection, anatomic
variations, or allergy.

e The child is extremely uncooperative, unmanageable, or uncommunicative and has dental needs deemed
sufficiently important that the dental care cannot be deferred.
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. The child has sustained extensive orofacial and dental trauma.

Diabetes Services
Diabetes Self-Management and Training and Education Services

"Diabetes self-management training and educational services" means instruction in an inpatient o atient setting
which enables diabetic patients to understand the diabetic management process and daily ma
therapy as a method of avoiding frequent hospitalizations and complications, when the instri
accordance with a program in compliance with the National Standards of Diabetes Self-M
Program as developed by the American Diabetes Association. Diabetes self-managem
services includes coverage for medical nutrition therapy when prescribed by a health ¢
provided by a certified, registered or licensed health care professional. Diabetes self-man

diabetes.
Diabetic Self-Management Supplies

Benefits for blood glucose control and testing including insulin s
strips, lancets and lancet devices, ketone test strips, single me
legally blind, certain insulin pumps, and certain continuous
Prescription Drugs section. Certain continuous glucose
coverage stated under Durable Medical Equipment (D

o all the conditions of

Durable Medical Equipment (DME)

Benefits are provided for DME. If more than functional needs, Benefits are available only for
the item that meets the minimum specification purchase an item that exceeds these minimum
specifications, we will pay only the amount that i he item that meets the minimum

specifications, and you will be responsible for pa

DME is limited to:

. Oxygen dispensing eq
you are temporarily outsi
order and must obtain your

alify for coverage, you must have a pre-existing oxygen
esignated by Rocky Mountain.

e facility charge, supplies and all professional services required to stabilize your condition and/or
begin treatment. This includes placement in an observation bed to monitor your condition (rather than being admitted
to a Hospital for an Inpatient Stay).

In the case of an Emergency, you may call the 911 emergency telephone access number or its local equivalent. We
provide Benefits for Allowed Amounts resulting from the use of emergency telephone access numbers in the case of
an Emergency.
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Enteral Nutrition

Benefits are provided for specialized enteral formulas administered either orally or by tube feeding for certain
conditions under the direction of a Physician.

For the purpose of this Benefit, “enteral formulas” include prescription medical foods for the treatment of inherited
enzymatic disorders. “Inherited enzymatic disorders” means a disorder caused by single gene def involved in the
metabolism of amino, organic, and fatty acids as well as severe protein allergic conditions whic des, without
limitation, the following diagnosed conditions:

e  Phenylketonuria.

e Maternal phenylketonuria.
e  Maple syrup urine disease.
e  Tyrosinemia.

e  Homocystinuria.

e Histidinemia.

e Urea cycle disorders.

e  Hyperlysinemia.

e  Glutaric acidemias.

¢  Methylmalonic acidemia.
e  Propionic acidemia.

. Immunoglobulin E and nonimmunoglobu to multiple food proteins.

e Impaired absorption of nu i the absorptive surface, function, length, and

Benefits for gender, nt of gender dysphoria provided by or under the direction

rmacological treatment that is Medically Necessary gender
with Section 5.E.3 of Colorado Regulation 4-2-62, Rocky Mountain
ered Health Care Services for Benefits based on an associated

affirming care for g
does not deny, excl

of the Diagnostic and Statistical Manual of the American Psychiatric Association.

nder dysphoria provided by or under the direction of a Physician include the following
g prior authorization, the Physician must submit an authorization request with

rapy is provided as described under Mental Health Care and Substance-Related and Addictive
Disorders Services.

e  Cross-sex hormone therapy administered by a Physician.

e  Cross-sex hormone therapy and puberty suppressing medications dispensed at a pharmacy are provided as
described under the Outpatient Prescription Drugs Benefit.
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e Laboratory testing to monitor the safety of hormone therapy is provided as described under Lab, X-Ray and
Diagnostic - Outpatient.

e Medically Necessary gender affirming care for gender dysphoria includes the following procedures:

=  Genital surgical procedures, including:

L4

¢

¢

Penectomy.
Orchiectomy.
Vaginoplasty.
Dilator (medical equipment).
Clitoroplasty.

Vulvoplasty.

Labiaplasty.

Prostatectomy.

Urethroplasty.

Vagina/perineum reconstruction.
Hysterectomy.
Ovariectomy/oophorectomy.
Salpingectomy.
Metoidioplasty.

Phalloplasty.
Vaginectomy.
Vulvectomy.
Scrotoplasty.
Urethroplasty.

Trachelectomy.

(eye and lid modification).

d and/or neck tightening.
nodeling for facial feminization.
in width reduction).
omy (cheek, chin, and neck).
chin, nose implants.
liftfaugmentation.
Mandibular angle augmentation/creation/reduction (jaw).
Orbital recontouring.
Liposuction.
Lipofilling.

Voice surgery.
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+ Thyroid cartilage reduction; reduction thyroid chondroplasty; trachea shave(removal or reduction of the
Adam’s apple).

+  Gluteal augmentation (implants/lipofilling).
+  Hair reconstruction.

+ Rhinoplasty (nose reshaping).

+  Laser or electrolysis hair removal.
+  Pectoral implants.
+  Calf implants.
+ Nipple reconstruction following mastectomy.
+ Voice therapy lessons.
=  Breast/chest surgical procedures, including:
+  Augmentation mammoplasty.
. Implants/lipofilling.
+  Breast/chest augmentation, reduction, construyg
+  Subcutaneous mastectomy (for creation o
+  Simple/total mastectomy.
+  Partial mastectomy.
+  Modified radical mastectomy.
+ Radical mastectomy.
+  Breast reduction (reduction mam

Please refer to the attached Schedule of Benefits i t the amount you must pay for these Covered Health
Care Services, including any

Covered Health Care Service i as those stated under each Covered Health Care
Service category, such as Lab, [ 's Office Services — Sickness and
Injury, Preventive Care Services, rmaceutical Products — Outpatient, and in the Outpatient

Prescription Drugs section.

enefit, "habilitative services" means Skilled Care services that are part of a prescribed treatment
program to help a person with a disabling condition to keep, learn or improve skills and

ily living. We will decide if Benefits are available by reviewing both the skilled nature of the service
and the need for Physician-directed medical management. Therapies provided for the purpose of general well-being
or conditioning in the absence of a disabling condition are not considered habilitative services.

Habilitative services are limited to:
. Physical therapy.

. Occupational therapy.

POL25.H.2022.IEX.CO 16



. Speech therapy.
. Post-cochlear implant aural therapy.
. Cognitive therapy.

Benefits are provided for habilitative services for both inpatient services and outpatient therapy wh ou have a
disabling condition when both of the following conditions are met:

. Treatment is administered by any of the following:
L] Licensed speech-language pathologist.
L] Licensed audiologist.
. Licensed occupational therapist.
. Licensed physical therapist.
. Physician.
. Treatment must be proven and not Experimental or Investigational’

The following are not habilitative services:

. Custodial Care.

. Respite care.

. Day care.

. Therapeutic recreation.

o Educational/vocational training.

. Residential Treatment.

. A service or treatment plan that does not h
. Services solely educatio

o Educational services oth

We may require the following be p

Medical recogds.

and prosthetic devices, when used as a part of habilitative services, are described under
DME), Orthotics and Prosthetic Devices.

nt are covered up to the maximum amount permitted by state law.

pational and speech therapy for the care and treatment of congenital defects and birth abnormalities for
children from age 3 to age 6 are covered without regard to whether the condition is acute or chronic and without
regard to whether the purpose of the therapy is to maintain or to improve functional capacity.

Hearing Aids

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). These are electronic amplifying devices designed to bring sound more
effectively into the ear. These consist of a microphone, amplifier and receiver.
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Benefits are available for a Hearing Aid that is purchased due to a written recommendation by a Physician. Benefits
are provided for the Hearing Aid and associated fitting charges 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 minimum specifications for your needs. If you purchase a Hearing Aid that exceeds these minimum
specifications, we will pay only the amount that we would have paid for the Hearing Aid that meets minimum
specifications, and you will be responsible for paying any difference in cost.

Cochlear implants are not Hearing Aids. Benefits do not include bone anchored Hearing Aid
Aids are a Covered Health Care Service for which Benefits are available under the applic
Covered Health Care Services categories in this Policy. They are only available if you

o Craniofacial anomalies whose abnormal or absent ear canals prevent the use of a

o Hearing loss severe enough that it would not be remedied by a wearable Hearing Aid.

Home Health Care
Services received from a Home Health Agency that are all of the follow

. Ordered by a Physician.

. Provided in your home by a registered nurse, or provide
licensed practical nurse and supervised by a registere

e, home h erapist, or

. Provided on a part-time, Intermittent Care sched
. Provided when Skilled Care is required.

. Provides each patient with a planned pr d treatment by a Physician, in accordance with
existing standards of medical practice '

We will determine if Benefits are available by r ature of the service and the need for
Physician-directed medical management.

Home Health Special Services Program

If you have been diagnosed
elect hospice care, you are el
you to receive up to 15 home he
hospice care coverage.

rvices Program ("Program"). This Program allows
. These visits are covered under the Program until you elect

The difference be

he telephone number on your ID card for information about our guidelines for hospice care.

Hospital - Inpatient Stay
Services and supplies provided during an Inpatient Stay in a Hospital.

Benefits are available for:

. Supplies and non-Physician services received during the Inpatient Stay.

. Room and board in a Semi-private Room (a room with two or more beds).
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. Room and board in a private room and inpatient private duty nursing when Medically Necessary.

. Physician services for radiologists, anesthesiologists, pathologists and Emergent ER Services Physicians.
(Benefits for other Physician services are described under Physician Fees for Surgical and Medical Services.)

Lab, X-Ray and Diagnostic - Outpatient

Services for Sickness and Injury-related diagnostic purposes, received on an outpatient basis
Alternate Facility or in a Physician's office include:

. Lab and radiology/X-ray.

. Mammography.

Benefits include:

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

. Physician services for radiologists, anesthesiologists and patholo

. Genetic Testing ordered by a Physician which results in available me
Counseling.
. Presumptive Drug Tests and Definitive Drug Tests.

. Phenylketonuria (PKU) testing.
Preventive Care Services.

dstic services are described under Major

diagnostic services received on an

, and confirmation that services you plan to receive are Covered Health Care Services, you
e at the telephone number on your ID card.

ion of a behavioral health provider who is properly licensed and qualified by law and acting within the
scope of their licensure.

Coverage will be provided for Medically Necessary Covered Health Care Services for which Benefits are otherwise
described in this Policy, regardless of whether the services are received voluntarily on your part or court ordered as
the result of contact with the criminal justice or juvenile justice system.

Benefits include the following levels of care:
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. Inpatient treatment.
. Residential Treatment.

. Partial Hospitalization/Day Treatment/High Intensity Outpatient.

. Intensive Outpatient Program.
. Outpatient treatment.

Inpatient treatment and Residential Treatment includes room and board in a Semi-private
more beds).

Services include the following:

. Diagnostic evaluations, assessment and treatment, and/or procedures.
) Medication management.
. Individual, family, and group therapy.

. Crisis intervention.

. Mental Health Care Services for Autism Spectrum Disorde i i i pies such as
Applied Behavior Analysis (ABA)) that are the following

] Provided by a Board Certified Behavior A ifi er under the appropriate
supervision.

] Focused on treating maladaptive
property, and impairment in dail

This section describes only the behavior:
treatment of Autism Spectrum Disorder is
under the applicable medical Covered Hea

e  Medication-Assisted Tre
FDA to treat substance u
Opioid Treatment Programs
use disorder (OUD).

Treatment of Eating Disorders

fit. This coverage includes services provided by
dministration and maintenance for the treatment of opioid

The use of Body WMa: Weight (IBW) or any other standard requiring an achieved weight
will not be utilized i r level of care appropriateness of the treatment of eating disorders,
including but not li a, atypical anorexia nervosa, binge-eating disorder, avoidant restrictive food
intake disorder, and ] d eating disorders as defined in the most recent edition of the

ermining factor when assessing medical necessity or level of care appropriateness for
a, restricting subtype, or binge-eating/purging subtype as defined in the most recent

e used with covered DME are covered when the supply is necessary for the effective use of

the item/device (e xygen tubing or mask, batteries for power prosthetics, or tubing for a delivery pump).

Orthotic devices means rigid or semi-rigid supportive devices that restrict or eliminate motion of a weak or diseased
body part.

Orthotic braces, including needed changes to shoes to fit braces, braces that stabilize an injured body part and braces
to treat curvature of the spine are a Covered Health Care Service.

Benefits are available for fitting, repairs and replacement, except as described in Section 8: Limitations/Exclusions
(What is Not Covered).
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Pharmaceutical Products - Outpatient

Pharmaceutical Products for Covered Health Care Services administered on an outpatient basis in a Hospital,
Alternate Facility, Physician's office, or in your home.

Benefits are provided for Pharmaceutical Products which, due to their traits (as determined by us), are administered
or directly supervised by a qualified provider or licensed/certified health professional. Depending o ere the
Pharmaceutical Product is administered, Benefits will be provided for administration of the Phar; utical Product
under the corresponding Benefit category in this Policy. Benefits for medication normally avaj y a prescription or

If you require certain Pharmaceutical Products, including specialty Pharmaceutical Pro i outoa
Designated Dispensing Entity. Such Dispensing Entities may include an outpatient phar i

If you/your provider are directed to a Designated Dispensing Entity and you/your provider choo
Pharmaceutical Product from a Designated Dispensing Entity, Benefits are not available for that

Benefits for such Pharmaceutical Products, you must use a diffe escription drug
product first. You may find out whether a particular Pharmace s i requirements by

adherence/compliance to medication or treatment regi
may access information on these programs by ¢

pation in health management programs. You
yuhc.com/exchange or the telephone number

For Covered Persons with stage four advance i : ep therapy requirements do not apply to covered
Pharmaceutical Products or Prescription Drug [ approved by the United States Food and Drug

¥ and adolescence;

Jers (single episode or recurrent);

ees for Surgical and Medical Services

Physician fees for surgical procedures and other medical services received on an outpatient or inpatient basis in a
Hospital, Skilled Nursing Facility, Inpatient Rehabilitation Facility or Alternate Facility, or for Physician house calls.

Physician's Office Services - Sickness and Injury

Services provided in a Physician's office for the diagnosis and treatment of a Sickness or Injury. Benefits are provided
regardless of whether the Physician's office is freestanding, located in a clinic or located in a Hospital.
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Covered Health Care Services include medical education services that are provided in a Physician's office by
appropriately licensed or registered health care professionals when both of the following are true:

. Education is required for a disease in which patient self-management is a part of treatment.

. There is a lack of knowledge regarding the disease which requires the help of a trained health professional.

Covered Health Care Services include:
¢  Genetic Counseling.
e  Allergy testing and injections.

e Medical nutrition therapy provided by a licensed dietician or nutritionist, working in C
to treat a chronic illness or condition.

o Remote Physiologic Monitoring services.

Covered Health Care Services for preventive care provided in a Physician
Care Services.

Benefits for CT scans, PET scans, MRI, MRA, nuclear medig
Major Diagnostic and Imaging - Outpatient.

When a test is performed or a sample is drawn in the §
radiology/X-ray or other diagnostic service, whether pe
Lab, X-ray and Diagnostic - Outpatient.

Pregnancy - Maternity Services

Benefits for Pregnancy include all maternity-rel [ prenatal care, postnatal care, delivery and
any related complications.

Both before and during a Pregn
by a Physician. These Benefi
Services include related tests

of a genetic counselor when provided or referred
in the immediate family. Covered Health Care

. a normal vaginal delivery. If 48 hours following delivery

e until 8:00 a.m. the following morning.

provided on an outpatient basis at a Physician's office, an Alternate Facility or a Hospital
ices that have been demonstrated by clinical evidence to be safe and effective in either the
se or in the prevention of disease, have been proven to have a beneficial effect on health

e-based items or services that have in effect a rating of "A" or "B" in the current recommendations of
the United States Preventive Services Task Force (USPSTF). Services include annual mental health wellness
screenings in conjunction with physical exams.

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

. Authorized, approved, or recommended vaccines for chicken pox, for all Covered Persons who have not had
chicken pox, including all associated costs of administration.
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. With respect to infants, children and adolescents, evidence-informed preventive care and screenings provided
for in the comprehensive guidelines supported by the Health Resources and Services Administration.

. Sterilization, regardless of the Covered Person’s sex or gender.

. Contraception coverage which includes the following:

= We cover all eighteen (18) forms of emergency and preventive contraception approve e FDA at no-
cost to the consumer and included in the Health Resources and Services Administr,
Preventive Services Guidelines. These include: tubal ligation, various intrauterin
shots, oral contraceptives (sometimes known as “the pill”), patches, vaginal ri
cervical caps, female condoms, spermicide, and emergency contraceptives (
The no-cost coverage also includes contraceptive counseling, initiation of contr
care (e.g., office visits, management, evaluation, associated laboratory testing, as
removal or discontinuation of the contraceptive method). Over the counter and emer

also covered at no-cost, with or without a prescription.

=  We cover twelve (12) months of a prescription contraceptive

limitations on coverage.

If you require a different type of contraception, We
contraceptive service or item, and the Compan
exceptions process to request a different type of 6 is easily accessible, transparent, sufficiently
expedient, and not unduly burdensome o ore information about the exceptions
process can be found here: hitps://ww ider. esource-library/drug-lists-pharmacy/individual-
exchange-plans-prior-authorization-and

e  Benefits defined under the Health Resourc l ation (HRSA) requirement include one
breast pump per Pregnancy in conjunction i ps must be ordered by or provided by a
Physician. You can find more information on Benefits for breast pumps by contacting us at

ear for Covered Persons age 50 and over.

year for Covered Persons age 40 and over who are in high risk categories, as

reening using the appropriate noninvasive imaging modality or combination of
by the American College of Radiology, the National Comprehensive Cancer Network, or

rty years of age or older; or

= Anincreased lifetime risk of breast cancer determined by a risk factor model such as tyrer-cuzick,
BRCAPRO, or GAIL or by other clinically appropriate risk assessment models.

e  Coverage is provided for HIV pre-exposure prophylaxis (PrEP), including baseline and monitoring services
consistent with USPSTF recommendations, for federal Food and Drug Administration (FDA)-approved
medications without Co-payment, Co-insurance, or other cost-sharing.
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FDA-approved HIV PrEP medications listed on our formulary are not subject to step therapy or prior authorization
requirements. Non-formulary FDA-approved HIV PrEP medications are not subject to step therapy or prior
authorization when prescribed or dispensed by a pharmacist. Requests from a non-pharmacist for FDA-approved
non-formulary HIV PrEP medications shall be processed on an urgent basis within 24 hours of receipt.

e  Counseling, prevention, screening, and treatment for sexually transmitted infections.

e  Colorectal cancer screening coverage for tests for the early detection of colorectal cancer denomatous
polyps in accordance with "A" or "B" recommendations of the USPSTF.

In addition to Covered Persons eligible for coverage in accordance with "A" or "B"
USPSTF, coverage will also be provided for Covered Persons who are at high ri
including Covered Persons who have:

= A family medical history of colorectal cancer;
= A prior occurrence of cancer or precursor neoplastic polyps;

= A prior occurrence of a chronic digestive disease condition s
disease, or ulcerative colitis; or

= Other predisposing factors as determined by a participati
If a polyp is found and removed during a colorectal scrg
e  Authorized, approved, or recommended vaccines foi ts of administration.

e  Cholesterol screening for lipid disorders.

Prosthetic Devices
External prosthetic devices that replace a lim

. Artificial arms, legs, feet and hands.
. Artificial face, eyes, ears and nose.
. Breast prosthesis as re ncer Rights Act of 1998. Benefits include

mastectomy bras.

. Prosthetic devices, such a
and cleft palate in newborn
Physician.

nd feeding appliances, required for treatment of cleft lip
en Medically Necessary and prescribed by a Network

Benefits are pro devices and do not include any device that is fully implanted into the

specmcatlons for your needs. If you purchase a prosthetic device that exceeds these
ill pay only the amount that we would have paid for the prosthetic that meets the
you will be responsible for paying any difference in cost.

cedures when the primary purpose of the procedure is either of the following:
. Treatment of a medical condition.
. Improvement or restoration of physiologic function.

Reconstructive procedures include surgery or other procedures which are related to an Injury, Sickness or Congenital
Anomaly. The primary result of the procedure is not a changed or improved physical appearance. Microtia repair is
considered a reconstructive procedure.
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Cosmetic Procedures are excluded from coverage. Cosmetic Procedures do not include Medically Necessary gender
affirming care for which Benefits are provided as described under Gender Affirming Health Services or reconstructive
procedures for treatment of a Congenital Anomaly of a newborn child. The fact that you 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 reconstructive procedure.

Health Care Service. You can call us at the telephone number on your ID card for mor
mastectomy-related services.

Cleft Lip and Cleft Palate Treatment

The following services when provided by or under the direction of a Physician in connection with
lip and/or cleft palate:

e  Orthodontic services.
e  Oral and facial surgery.

e Habilitative speech therapy for which Benefits are provid

If a dental insurance policy is in € h, or is purchased after the birth of a Covered Person with
gh the dental insurance policy for any orthodontics or

ardiac reha

Post-cochl plant aural therapy.

abilitation therapy.

Rehabilitation services must be performed by a Physician or by a licensed therapy provider. Benefits include
rehabilitation services provided in a Physician's office or on an outpatient basis at a Hospital or Alternate Facility.
Rehabilitative services provided in your home by a Home Health Agency are provided as described under Home
Health Care.

Benefits for pulmonary rehabilitation therapy, cardiac rehabilitation therapy, post-cochlear implant aural therapy, and
cognitive rehabilitation therapy can be denied or shortened when either of the following applies:

o You are not progressing in goal-directed rehabilitation services.
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. Rehabilitation goals have previously been met.
Benefits are not available for maintenance/preventive treatment.

For outpatient rehabilitative services for speech therapy we 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, or
Congenital Anomaly.

Physical, occupational and speech therapy for the care and treatment of congenital defects a abnormalities for
children from age 3 to age 6 are covered without regard to whether the condition is acute o

regard to whether the purpose of the therapy is to maintain or to improve functional cap

Scopic Procedures - Outpatient Diagnostic and Therapeutic

Diagnostic and therapeutic scopic procedures and related services received on an outpatien
Alternate Facility or in a Physician's office.

Diagnostic scopic procedures are those for visualization, biopsy and pol
procedures include:

removal. Examples of di

o Colonoscopy.
. Sigmoidoscopy.
. Diagnostic endoscopy.

Please note that Benefits do not include surgical scopj
Benefits for surgical scopic procedures are described

of performing surgery.

Benefits include:
. The facility charge and the charge for s

. Physician services for radiologists, anesthesi . (Benefits for all other Physician services
are described under Physician Fees for S

Skilled Nursing Facility.
Services and supplies provided du

ity Services
a Skilled Nursing Facility or Inpatient Rehabilitation Facility.
Benefits are available for:

Supplies and iCi i ived during the Inpatient Stay.

in a Skilled Nursing Facility or Inpatient Rehabilitation Facility was or will be a cost
patient Stay in a Hospital.

Care services that are not primarily Custodial Care.

efits are available by reviewing both the skilled nature of the service and the need for
ical management.

t Rehabilitation Facility services can be denied or shortened when either of the following applies:
e not progressing in goal-directed rehabilitation services.
. Discharge rehabilitation goals have previously been met.

Benefits are not available for services in a Long-term Acute Care Facility (LTAC).
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Surgery - Outpatient

Surgery and related services received on an outpatient basis at a Hospital or Alternate Facility or in a Physician's
office.

Benefits include certain scopic procedures. Examples of surgical scopic procedures include:

. Arthroscopy.

. Laparoscopy.
. Bronchoscopy.
. Hysteroscopy.

Benefits include:
. The facility charge and the charge for supplies and equipment.

. Physician services for radiologists, anesthesiologists and patholo

Telehealth

Benefits are provided for services delivered via
the same extent as an in-person service unde
specified in the Schedule of Benefits.

Telehealth/Telemedicine - live, interactive audio
site to another using telecommunications techno
location such as a Covered Person's home or pla
services provided by a Design

of a Physician-patient encounter from one
MS defined originating facility or another

° Accidental

Trauma.

harges that are incurred for any service related to fixed or removable appliances that involve
ng of the teeth, occlusal (bite) adjustments, treatment of malocclusion, repair of teeth (fillings),
bridges, dentures, dental implants).

Therapeutic treatments received on an outpatient basis at a Hospital or Alternate Facility or in a Physician's office,
including:

. Dialysis (both hemodialysis and peritoneal dialysis).
. Intravenous Chemotherapy or other intravenous infusion therapy.
o Radiation oncology.

POL25.H.2022.IEX.CO 27




Covered Health Care Services include medical education services that are provided on an outpatient basis at a
Hospital or Alternate Facility by appropriately licensed or registered health care professionals when both of the
following are true:

. Education is required for a disease in which patient self-management is a part of treatment.

. There is a lack of knowledge regarding the disease which requires the help of a trained he

Benefits include:

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

o Physician services for anesthesiologists, pathologists and radiologists. Benefits
described under Physician Fees for Surgical and Medical Services.

Transplantation Services

definition of a Covered Health Care Service, and is not an Experiment
Examples of transplants for which Benefits are available include:

. Bone marrow/stem cell.
o Heart.

. Heart/lung.

. Lung.

. Kidney.

. Kidney/pancreas.

. Liver.

. Liver/small intestine.
. Pancreas.

o Small intestine.

are Services and are payable through the organ

rvices received at an Urgent Care Center. When services to treat urgent health care needs
ian's office, Benefits are available as described under Physician's Office Services - Sickness

Virtual care for Covered Health Care Services that includes the diagnosis and treatment of less serious medical
conditions. Virtual care provides communication of medical information in real-time between the patient and a distant
Physician or health specialist, outside of a medical facility (for example, from home or from work).

Benefits are available only when services are delivered through a Designated Virtual Network Provider. You can find a
Designated Virtual Network Provider by contacting us at www.myuhc.com/exchange or the telephone number on your
ID card.
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Benefits are available for urgent on-demand health care delivered through live audio with video or audio only
technology for treatment of acute but non-emergency medical needs.

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

Benefits do not include email or fax, or for services that occur within medical facilities (CMS defin
facilities).
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Outpatient Prescription Drugs
This section of the Policy provides Network Benefits for Prescription Drug Products.

NOTE: The Coordination of Benefits provision in the Policy in Section 11: General Policy Provisions applies to
Prescription Drug Products covered through this section. Benefits for Prescription Drug Products wilhbe coordinated
with those of any other health plan in the same manner as Benefits for Covered Health Care Se described in
this Policy.

Coverage Policies and Guidelines

include the Prescription Drug Product's total cost including any rebates
the Prescription Drug Product.

Prescrlptlon Drug Product was prescribed to treat.

We may, from time to time, modify the formulary, includi inati i rug or moving itto a

the change. When that happens, you may pay
placement. Please contact us at www.myuhc ; 2lephone number on your ID card for the most up-
to-date tier placement.

When considering a Prescription Drug Product
regarding Covered Persons as a general populat icy rescription Drug Product is appropriate for
you is a determination that is made by you and yo

NOTE: Tier status for a Pres
e telephone number on your ID card. The tier to
which a Prescription Drug Produc i as detailed in the Policy.

A Zero Cost Share Preventive Care Medications will be

Identification d
our ID ie you obtain your Prescription Drug Product at a Network Pharmacy or

ct was dispensed. The amount you are reimbursed will be based on the Prescription Drug
d Co-payment and/or Co-insurance, and any deductible that applies.

laims Department
PO Box 650540
Dallas, TX 75265-0540

Designated Pharmacies

If you require certain Prescription Drug Products, including, but not limited to, Specialty Prescription Drug Products,
we may direct you to a Designated Pharmacy with whom we have an arrangement to provide those Prescription Drug
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Products. If you choose not to obtain your Prescription Drug Product from the Designated Pharmacy, you may not
have coverage.

When Do We Limit Selection of Pharmacies?

If we determine that you may be using Prescription Drug Products in a harmful or abusive manner,
frequency, your choice of Network Pharmacies may be limited. If this happens, we may require y.
Network Pharmacy that will provide and coordinate all future pharmacy services. Benefits will
the chosen Network Pharmacy. If you don't make a choice within 31 days of the date we nai
Network Pharmacy for you.

with harmful

Coupons, Incentives and Other Communications

that communicate a variety of messages, including information about Prescription and non-pre
Products. These communications may include offers that enable you, as you determine, to purch
product at a discount. In some instances, non-Rocky Mountain entities
communications and offers. Only you and your Physician can determin
non-prescription Drug regimen is appropriate for your medical condition.

Special Programs

We may have certain programs in which you may receive . i ions such as

adherence/compliance to medication or treatment regim i i ement programs. You
may access information on these programs by conta
on your ID card.

Are Discounts and Incentives Avail

From time to time, we may make access availa ntive programs. Incentive programs may be
available only to targeted populations and may i

Prescription Drug Lis : i ’roduct is placed. Refer to the Outpatient Prescription Drugs Section 1:
Sc i ¢ s What) for applicable Co-payments, Co-insurance and/or any applicable deductible

cription Eye Drop Refills
Benefits will be provided for refills of covered prescription eye drops when all of the conditions below are met:

e The original prescription states that additional quantities of the eye drops are needed and the refill requested
does not exceed the number of additional quantities needed.

e  The refill is requested by the Covered Person within the following timeframes:

L] For a 30-day supply of eye drops, the refill must be requested at least twenty-one days from the later of the
date of the original prescription or the date the last refill was distributed to the Covered Person.
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L] For a 60-day supply of eye drops, the refill must be requested at least forty-two days from the later of the
date of the original prescription or the date the last refill was distributed to the Covered Person.

=  For a 90-day supply of eye drops, the refill must be requested at least sixty-three days from the later of the
date of the original prescription or the date the last refill was distributed to the Covered Person.

Benefits will be provided for one additional bottle of covered prescription eye drops if the bottle is sted by the
Covered Person or the prescribing health care provider at the time the original prescription is fil
original prescription states that one additional bottle of eye drops is needed by the Covered P,
care center, school, or adult day program. Benefits for the additional bottle of eye drops ar,
3 months.

Benefits for Tobacco Cessation Drugs

For adults who use tobacco, Benefits will be provided for FDA-approved tobacco cessation d
counter items as required by PPACA:

e Up to two 90-day treatment courses are covered at no cost each yedsfor Covered Persons ove

years old.

Benefits for Treatment of Opioid Dependence
Benefits for the treatment of opioid dependence will be provid j i y supply for at

formulary for the treatment of SUD, defined as
nicotine dependence. At least one FDA-appr: icati reatment of each defined SUD is available on
the lowest tier of the formulary.

Benefits for Treatment of Human Immunode

FDA-approved HIV treatment medications listed o ry are not'subject to prior authorization or step therapy
requirements.Specialty Prescription Drug Produ

Benefits are provided for Spe
Please see Section 15: Definition. i pecialty Prescription Drug Products.

enefits (Who Pays What) will tell you how Specialty

iption Drugs Section 1: Schedule of Benefits (Who Pays What) will tell you how mail order
upply limits apply.

Please ¢ us at www.myuhc.com/exchange or the telephone number on your ID card to find out if Benefits are
provided for your Prescription Drug Product and for information on how to obtain your Prescription Drug Product
through a mail order Network Pharmacy.

PPACA and Preventive Care Medications

Under the Patient Protection and Affordable Care Act of 2010 (PPACA), certain preventive medications are available
to you at no cost, both prescription and over-the-counter (OTC). These are called PPACA Zero Cost Share Preventive
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Care Medications. These preventive medications are covered at no cost to you, without charging a Co-payment, Co-
insurance, or deductible when:

e  Prescribed by a Physician;

e  Your age and/or condition is appropriate for the recommended preventive medication;

e  The medication is filled at a Network Pharmacy.

Contact us at www.myuhc.com/exchange or call the number on your ID card to find out if a ation is a PPACA

Zero Cost Share Preventive Care Medication.

If your health care provider determines you need a medication that is not on the PPAC
Care Medication list, they can let us know your medication is Medically Necessary and pr
diagnosis and medication history. If you are using your medication for an appropriate conditi
will be covered at no cost to you. If you are using it to treat another medical condition, a cost s

List of Zero Cost Share Medications

You may obtain up to a one-month supply, unless adjusted based on t
based on supply limits, of certain Prescription Drug Products which are o
from any retail Network Pharmacy for no cost share (no cost to yo i ipti on the List of

Benefits for day supply limits.

You are not responsible for paying any applicable Co-p
Products on the List of Zero Cost Share Medications ¢
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Pediatric Dental Care Services

This section of the Policy provides Benefits for Covered Dental Care Services, as described below, for Covered
Persons under the age of 19. Benefits under this section will end last day of the month the Covered Person reaches
the age of 19.

What Are Covered Dental Care Services?

You are eligible for Benefits for Covered Dental Care Services listed in this section if such D
Necessary and are provided by or under the direction of a Network Dental Provider.

are Services are

Benefits are available only for Necessary Dental Care Services. The fact that a Dental ed or
prescribed a procedure or treatment, or the fact that it may be the only available treatme
not mean that the procedure or treatment is a Covered Dental Service under this section.

What Is a Pre-Treatment Estimate?

If the charge for a Dental Service is expected to exceed $500 or if a de
bridgework, you may notify us of such treatment before treatment begin
desire a pre-treatment estimate, you or your Dental Provider should send
calendar days of the exam. If requested, the Dental Provider m i

A pre-treatment estimate of Benefits is not a
advance approximately what portion of the ex

penses. This procedure lets you know in
ed for payment.

Benefits are provided for the Dental Care Services section When such services are:

B.

C less costly, dental appropriate alternative procedure will
be given a B

D. Not excluded: Bk imitations/Exclusions (What is Not Covered).

Benefits

Benefit limits are cald
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Pediatric Vision Care Services

This section of the Policy provides Benefits for Vision Care Services, as described below, for Covered Persons under
the age of 19. Benefits under this section will end on the last day of the month the Covered Person reaches the age of
19.

Benefits for Pediatric Vision Care Services
What Are the Benefit Descriptions?

Benefits
Benefit limits are calculated on a calendar year basis unless otherwise specifically stated.

Frequency of Service Limits

Benefits are provided for the Vision Care Services described below, subj
insurance stated under each Vision Care Service in the Pediatric Vision
Benefits (Who Pays What).

Routine Vision Exam
A routine vision exam of the eyes and according to the st;

example, 20/20 and 20/40).

o Cover test at 20 feet and 16 inches (ch together as a team).

. Exam of the eye lids, la

. Retinoscopy (when needed
power of the glasses.

. Tests of acGom ) p close (for example, reading).

Tonometry, ' ure in eye (glaucoma check).

Eyeglass Lenses
Lenses that are placed in eyeglass frames and worn on the face to correct visual acuity limitations.

You are eligible to choose only one of either eyeglasses (Eyeglass Lenses and/or Eyeglass Frames) or Contact
Lenses. If you choose more than one of these Vision Care Services, we will pay Benefits for only one Vision Care
Service.
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Eyeglass Frames

A structure that contains eyeglass lenses, holding the lenses in front of the eyes and supported by the bridge of the
nose.

You are eligible to choose only one of either eyeglasses (Eyeglass Lenses and/or Eyeglass Frames) or Contact
Lenses. If you choose more than one of these Vision Care Services, we will pay Benefits for only Vision Care
Service.

Contact Lenses
Lenses worn on the surface of the eye to correct visual acuity limitations.
Benefits include the fitting/evaluation fees, contact lenses, and follow-up care.

You are eligible to choose only one of either eyeglasses (Eyeglass Lenses and/or Eyeglass or Contact

Lenses. If you choose more than one of these Vision Care Services, we will pay Benefits for onl
Service.

Necessary Contact Lenses

Benefits are available when a Vision Care Provider has determi
Such determination will be made by the Vision Care Provider

Contact lenses are necessary if you have any of the follo

o Keratoconus.

. Anisometropia.

. Irregular corneal/astigmatism.
. Aphakia.

. Facial deformity.

. Corneal deformity.

. Pathological myopia.

. Aniseikonia.

° Aniridia.

. Post-trau

Low Vision
o have severe visual problems that cannot be corrected with regular

erapy: Subsequent low vision therapy if prescribed.
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Section 8: Limitations/Exclusions (What is Not Covered)

How Do We Use Headings in this Section?

To help you find exclusions, we use headings (for example Alternative Treatments below). The heagdi
services, treatments, items, or supplies that fall into a similar category. Exclusions appear under
heading does not create, define, change, limit or expand an exclusion. All exclusions in this s

We Do Not Pay Benefits for Exclusions

We will not pay Benefits for any of the services, treatments, items or supplies describe
of the following is true:

. It is recommended or prescribed by a Physician.
. It is the only available treatment for your condition.

The services, treatments, items or supplies listed in this section are not
be specifically provided for in Section 7: Benefits/Coverage (What is Cove

through a Rider to this

Where Are Benefit Limitations Shown?

When Benefits are limited within any of the Covered Health
Benefits/Coverage (What is Covered), those limits are i espondi Ith Care Service
category in the Schedule of Benefits. Limits may also rvices that fall under
more than one Covered Health Care Service category. V i hose limits are also stated in the Schedule
of Benefits table. Please review all limits carefu enefits for any of the services, treatments,
items or supplies that exceed these Benefit li

Please note that in listing services or exam
description to that specific list. When we do
that the list "is limited to.”

is includes," it is not our intent to limit the
ervices or examples, we state specifically

Alternative Treatments
Aromatherapy.

Hypnotism.
Massage thgsa
Rolfing.

Adventure-b $ y, outdoor therapy, or similar programs.

2

Art therapy,
defined by the

¥py, animal assisted therapy and other forms of alternative treatment as

does not apply to Manipulative Treatment and non-manipulative osteopathic care for
ovided as described in Section 7: Benefits/Coverage (What is Covered).

des dental X-rays and other imaging studies, supplies and appliances and all related
ng hospitalizations and anesthesia). This exclusion does not apply to pediatric dental

nt of cleft lip or cleft palate, or dental hospitalization and general anesthesia for children for
re provided as described under Pediatric Dental Care Services, Reconstructive Procedures,
esthesia in Section 7: Benefits/Coverage (What is Covered).

clusion does not apply to dental care (oral exam, X-rays and other imaging studies, extractions and non-
surgical elimination of oral infection) required for the direct treatment of a medical condition for which Benefits
are available under this Policy, limited to:

. Transplant preparation.
= Prior to the initiation of immunosuppressive drugs.
= The direct treatment of cancer or cleft palate.
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Dental care that is required to treat the effects of a medical condition, but that is not necessary to directly treat
the medical condition, is excluded. Examples include treatment of tooth decay or cavities resulting from dry
mouth after radiation treatment or as a result of medication.

Endodontics, periodontal surgery and restorative treatment are excluded.

2. Preventive care, diagnosis, treatment of or related to the teeth, jawbones or gums. Exampl

L] Removal, restoration and replacement of teeth.
L] Medical or surgical treatments of dental conditions.
L] Services to improve dental clinical outcomes.

Pediatric Dental Care Services, Reconstructive Procedures, and
Benefits/Coverage (What is Covered).

Benefits are provided as described under Recon
Covered).

5. Treatment of congenitally missing, mal Mmerary teeth, even if part of a Congenital Anomaly.
This exclusion does not apply to pediatr i atment of cleft lip or cleft palate for which
Benefits are provided as described unde ervices or Reconstructive Procedures in
Section 7: Benefits/Coverage (What is Co

6. Dental services following

1. Devices used as safety item in sports-related activities.

2. i i i y part. Examples include foot orthotics and some types of

es in Section 7: Benefits/Coverage (What is Covered).
Devices and computers to help in communication and speech.
Oral appliances for snoring.

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

7. Diagnostic or monitoring equipment purchased for home use, unless otherwise described as a Covered Health
Care Service.

POL25.H.2022.IEX.CO 38



8. Powered and non-powered exoskeleton devices.
9. Wigs.

10. Powered wheelchairs.

Drugs

1. Prescription drug products for outpatient use that are filled by a prescription order or refj
Prescription Drugs section of this Policy for prescription drug products covered unde

e the Outpatient
harmacy benefit.

2. Self-administered or self-infused medications that are covered under the Outpati
of this Policy. This exclusion does not apply to medications which, due to their tr.
must typically be administered or directly supervised by a qualified provider or licen
professional in an outpatient setting.

3. Non-injectable medications given in a Physician's office. This exclusion does not apply to
medications that are required in an Emergency and used while in the Physician's office.

4. Over-the-counter drugs and treatments.
Growth hormone therapy.

6. Certain New Pharmaceutical Products and/or new dos i i y us or our

This exclusion does not apply if you have a life-th i i iti at is likely to cause
death within one year of the request for treatme i ess of condition, under

7. A Pharmaceutical Product that contains ive i ) available in and therapeutically equivalent
(having essentially the same efficacy an o0 another covered Pharmaceutical Product.
Such determinations may be made up to

Pharmaceutical Produ

9. A Pharmaceutical Product
essentially the same efficacy
purpose of thi

Pharmaceutical Product approved based on showing that
a biological Pharmaceutical Product) and has no clinically meaningful
ess from the reference product. Such determinations may be made

10. i F ich there are therapeutically equivalent (having essentially the same

ay be made up to monthly.

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

gational or Unproven Services

ational and Unproven Services and all services related to Experimental or Investigational and
excluded. The fact that an Experimental or Investigational or Unproven Service, treatment,
gical regimen is the only available treatment for a particular condition will not result in Benefits if
sidered to be Experimental or Investigational or Unproven in the treatment of that particular

This exclusion does not apply to Covered Health Care Services provided during a clinical trial for which Benefits are
provided as described under Clinical Trials in Section 7: Benefits/Coverage (What is Covered).

Foot Care
1. Routine foot care. Examples include:
= Cutting or removal of corns and calluses.

POL25.H.2022.IEX.CO 39



. Nail trimming, nail cutting, or nail debridement.

. Hygienic and preventive maintenance foot care including cleaning and soaking the feet and applying skin
creams in order to maintain skin tone.

This exclusion does not apply to preventive foot care due to conditions associated with metabolic, neurologic,
or peripheral vascular disease.

Treatment of flat feet.
Treatment of subluxation of the foot.

Foot orthotics, orthopedic shoes, inserts, modifications, and footwear except as
Services and Orthotics in Section 7: Benefits/Coverage (What is Covered).

5. Arch supports.

Medical Supplies and Equipment
1. Prescribed or non-prescribed medical supplies and disposable s

s. Examples include:

= Compression stockings.

. Ace bandages.

. Gauze and dressings.

. Items routinely found in the home.

Ll Ostomy Supplies.
. Urinary catheters.
This exclusion does not apply to:

] Disposable supplies necessary for
provided as described under Durab
Benefits/Coverage (What is Covered,

2. Tubings ex i nder Durable Medical Equipment (DME) and Necessary
overage (What is Covered).

le devices, software applications and/or monitors that can be used

ritional counseling, including non-specific disease nutritional education such as general
ie control or dietary preferences. This exclusion does not apply to preventive care for
e provided under the United States Preventive Services Task Force requirement under
ervices in Section 7: Benefits/Coverage (What is Covered) or nutritional counseling as
Physician’s Office Services — Sickness and Injury in Section 7: Benefits/Coverage (What is

re professionals when both of the following are true:
L] Nutritional education is required for a disease in which patient self-management is a part of treatment.

. There is a lack of knowledge regarding the disease which requires the help of a trained health
professional.

2. Food of any kind, infant formula, standard milk-based formula, and donor breast milk. This exclusion does not
apply to specialized enteral formula for which Benefits are provided as described under Enteral Nutrition in
Section 7: Benefits/Coverage (What is Covered).
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3. Nutritional or dietary supplements, except as required by law. This exclusion includes, but is not limited to,
those nutritional formulas and dietary supplements that can be purchased over-the-counter, which by law do
not require either a written prescription or dispensing by a licensed pharmacist, or cosmetic therapy using high
dose or mega quantities of vitamins, minerals or elements and other nutrition-based therapy. Examples include
supplements and electrolytes.

4. Services for dietary therapy including medically supervised formula weight-loss programs,
managed programs and over-the-counter weight loss formulas, except as listed in the b

Outpatient Prescription Drugs
Exclusions from coverage listed in the Policy also apply to this section. In addition, the i i ow apply.

When an exclusion applies to only certain Prescription Drug Products, you can contact us a
www.myuhc.com/exchange or the telephone number on your ID card for information on which
Products are excluded.

1. Outpatient Prescription Drug Products obtained from an out-of-N

2. Coverage for Prescription Drug Products for the amount dispense
exceeds the supply limit.

3. Coverage for Prescription Drug Products for the amoun
than the minimum supply limit.

it) which is less

4. Prescription Drug Products dispensed outside t

Drugs which are prescribed, dispensed or intende i Inpatient Stay. This exclusion does not
apply to drugs for which Benefits are provided as de ) Hospital — Inpatient Stay in Section 7:

6. Experimental or Investigational or Unpr
treatments for specific diseases and/or d
or unproven. This exclusion does not inclu
Food and Drug Administration (FDA) for us
for the treatment of the ific type of canc

ications; medications used for experimental

aed by us to be experimental, investigational
cts that have been approved by the U.S.
cer but have not been approved by the FDA
drug is prescribed if:

The drug is recogniz
the secretary of the U.S!

authoritative reference compendia as indicated by
nd Human Services; and

ct for which Benefits are provided in your Policy. This includes certain forms of
» This exclusion does not apply to certain injectable drugs used for contraception.

quipment, including certain insulin pumps and related supplies for the management and
etes, for which Benefits are provided in your Policy. This does not apply to diabetic supplies
ers specifically stated as covered.

treatment of
and inhaler,

12. ins, except the following, which require a Prescription Order or Refill:

. Prenatal vitamins.

= Vitamins with fluoride to prevent dental cavities in children.
13.  Certain unit dose packaging or repackagers of Prescription Drug Products.
14. Medications used for cosmetic purposes.

15.  Prescription Drug Products, including New Prescription Drug Products or new dosage forms, that we determine
do not meet the definition of a Covered Health Care Service.
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16.

17.
18.

19.

20.

21.

22.

23.

24,

Prescription Drug Products as a replacement for a previously dispensed Prescription Drug Product that was
lost, stolen, broken or destroyed.

Prescription Drug Products when prescribed to treat infertility.
Prescription Drug Products not placed on a tier of the Prescription Drug List at the time the Prescription Order

FDA approved bulk chemical. Compounded drugs that are available as a similar ¢
Prescription Drug Product. (Compounded drugs that contain at least one ingredient t
Order or Refill are placed on Tier 4.)

were a Prescription Drug Product and it is obtained with a Prescr
Prescription Drug Products that are available in over-the-counter fo

available in over-the-counter form or equivalent. Certain Presesiption determined
are Therapeutically Equivalent to an over-the-counter d may be made
up to monthly. We may decide at any time to reinsta ct that was
previously excluded under this provision. This ex -the-counter aids

Covered).

Certain New Prescription Drug Products s until the date they are reviewed and placed
on a tier by our IPMC.

Growth hormone for children with familial s based upon heredity and not caused by a
diagnosed medical conditj

Any product for which
of disease, and prescripti even when used for the treatment of Sickness or Injury,
except as required by state

decide at anyit i Prescription Drug Product that was previously excluded under this
provision.

Dental prod including but not limited to prescription fluoride topicals.

i Drug Product with either:

approved biosimilar.

L] A biosimilar and Therapeutically Equivalent to another covered Prescription Drug Product.

For the purpose of this exclusion a "biosimilar" is a biological Prescription Drug Product approved based on
both of the following:

= It is highly similar to a reference product (a biological Prescription Drug Product) and
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20.
30.

31.

32.

Pediatric Dental

Except as may be specifically provided as described under Pediatric D
Benefits/Coverage (What is Covered), Benefits are not provided for the

1.

12.

13.

= It has no clinically meaningful differences in terms of safety and effectiveness from the reference
product.

L] Such determinations may be made up to monthly. We may decide at any time to reinstate Benefits for a
Prescription Drug Product that was previously excluded under this provision.

Diagnostic kits and products, including associated services.

Publicly available software applications and/or monitors that may be available with or wj
Order or Refill.

Certain Prescription Drug Products that are FDA approved as a package with a
smart package sensors and/or embedded drug sensors.

a Prescription

Drugs to treat sexual dysfunction and/or impotency.

Dental Care Services received from an out-of-Network Dental Provid

Any Dental Service or Procedure not listed as a Coverg i jatri re Services
Section 1: Schedule of Benefits (Who Pays What).

Dental Care Services that are not Necessary.

Hospitalization or other facility charges. This exclt iapply to hospitalization or facility charges for
which Benefits are provided as described ent Stay or Dental Anesthesia in Section 7:

the body. This exclusio i ery or treatment of cleft lip or cleft palate for
which Benefits are provi Ive Procedures in Section 7: Benefits/Coverage
(What is Covered).

imental or Investigational or Unproven Services. This includes
d by the American Dental Association (ADA) Council on Dental
ental, or Investigational or Unproven Service, treatment, device or

ibed under Outpatient Prescription Drugs in Section 7: Benefits/Coverage (What is Covered).

ony fractures and any treatment related with the dislocation of facial skeletal hard tissue. This
not apply to treatment for which Benefits are provided as described under Physician Fees for
Medical Services in Section 7: Benefits/Coverage (What is Covered).

Treatment of benign neoplasms, cysts, or other pathology involving benign lesions, except excisional removal.
Treatment of malignant neoplasms or Congenital Anomalies of hard or soft tissue, including excision. This
exclusion does not apply to treatment for which Benefits are provided as described under Physician Fees for
Surgical and Medical Services or Reconstructive Procedures in Section 7: Benefits/Coverage (What is
Covered).

Replacement of complete dentures, fixed and removable partial dentures or crowns and implants, implant
crowns and prosthesis if damage or breakage was directly related to provider error. This type of replacement is
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14.

15.

16.

17.

18.

19.
20.

21.
22.
23.
24.

25.
26.

the responsibility of the Dental Provider. If replacement is Necessary because of patient non-compliance, the
patient is liable for the cost of replacement.

Services related to the temporomandibular joint (TMJ), either bilateral or unilateral. Upper and lower jaw bone
surgery (including that related to the temporomandibular joint). Orthognathic surgery, jaw alignment, and
treatment for the temporomandibular joint. This exclusion does not apply to TMJ-related serviees for which
Benefits are provided as described under Temporomandibular Joint Services (TMJ) in Se
Benefits/Coverage (What is Covered).

Charges for not keeping a scheduled appointment without giving the dental office 2
consultations and sales tax.

Expenses for Dental Procedures begun prior to the Covered Person becoming en
through this section of the Policy.

coverage under the Policy ends.

Services rendered by a provider with the same legal residence as
including spouse, brother, sister, parent or child.

Foreign Services are not covered outside of the United

Procedures related to the reconstruction i ical dimension of occlusion (VDO).
is removed on the same date of service.

ieving periodontal stability.

Except as may beé i i 7: Benefits/Coverage (What is Covered) under the heading Benefits

for Pediatric Visio

1.

10.
11.
12.

eceived from a non-UnitedHealthcare Vision Network Vision Care Provider.

(e.g. Plano lenses).

or vision therapy training and any associated supplemental testing.

Corrective surgical procedures such as, but not limited to, Radial Keratotomy (RK) and Photo-refractive
Keratectomy (PRK).

Contact lenses if an eyeglass frame and eyeglass lenses are received in the same calendar year.
Eyeglass frame and eyeglass lenses if contact lenses are received in the same calendar year.

Services or treatments that are already excluded in Section 8: Limitations/Exclusions (What is Not Covered) of
the Policy.

POL25.H.2022.IEX.CO 44



Personal Care, Comfort or Convenience

1. Television.

2. Telephone.

3. Beauty/barber service.

4. Guest service.

5. Supplies, equipment and similar incidental services and supplies for personal comfo

] Air conditioners, air purifiers and filters and dehumidifiers.
] Batteries and battery chargers.
L] Breast pumps. This exclusion does not apply to breast pumps for which Benefit ided under

Health Resources and Services Administration (HRSA) requirement.

. Car seats.

= Chairs, bath chairs, feeding chairs, toddler chairs, chair lift ecliners.
= Exercise equipment.

. Home modifications such as elevators, handrail
L] Hot and cold compresses.

= Hot tubs.

. Humidifiers.

. Jacuzzis.

. Mattresses.

L] Medical alert systems.

. Motorized beds.

= Music devices.

L] Personal computer

. Pillows.

erated vehicles.

Stair lifts

1. Cosmetic Procedures, when not determined to be Medically Necessary. See the definition in Section 15:
Definitions. Examples include:
= Membership costs and fees for health clubs and gyms. This exclusion does not apply to incentives
provided as described under the heading Are Incentives Available to You? in Section 11: General Policy
Provisions.
. Pharmacological regimens, nutritional procedures or treatments.
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Procedures and Treatments

1.

10.

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

= Skin abrasion procedures performed as a treatment for acne.

L] Liposuction or removal of fat deposits considered undesirable, including fat accumulation under the male
breast and nipple. This exclusion does not apply to liposuction for which Benefits are
described under Reconstructive Procedures in Section 7: Benefits/Coverage (Wh

L] Treatment for skin wrinkles or any treatment to improve the appearance of the

. Treatment for spider veins.
L] Sclerotherapy treatment of veins.
. Hair removal or replacement by any means.

Procedure. Note: Replacement of an existing breast implant is co
implant followed mastectomy. See Reconstructive Procedures i
Covered).

Treatment of benign gynecomastia (abnormal breast enla
Physical conditioning programs such as athletic trainig

Weight loss programs whether or not they are ungd
reasons are also excluded.

Removal of hanging skin on any part o . include plastic surgery procedures called
abdominoplasty and brachioplasty. This

Medical and surgical treatment of excessi

Medical and surgical treatment for snoring, rovided'as a part of treatment for documented
obstructive sleep apnea

s that are provided to reduce potential risk factors,
e, long-term or maintenance/preventive treatment. This
r which Benefits are provided as described under

Rehabilitation services t

Rehabilitation's cept as required for treatment of a speech impediment or speech
dysfunction C cancer, or Congenital Anomaly. This exclusion does not apply to

ts and procedures that result in the same therapeutic effects when performed on the
g the same visit or office encounter.

ices for the diagnosis and treatment of Temporomandibular Joint Syndrome (TMJ): surface
; Doppler analysis; vibration analysis; computerized mandibular scan or jaw tracking;

wer jawbone surgery, orthognathic surgery, and jaw alignment. This exclusion does not apply to
ctive jaw surgery when there is a facial skeletal abnormality and associated functional medical
impairment.

Stand-alone multi-disciplinary tobacco cessation programs. These are programs that usually include health
care providers specializing in tobacco cessation and may include a psychologist, social worker or other
licensed or certified professionals. The programs usually include intensive psychological support, behavior
modification techniques and medications to control cravings.
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1.

Breast reduction and augmentation surgery that is determined to be a Cosmetic Procedure. This exclusion
does not apply to breast reduction surgery which we determine is requested to treat a physiologic functional
impairment or to coverage required by the Women's Health and Cancer Rights Act of 1998 for which Benefits
are described under Reconstructive Procedures in Section 7: Benefits/Coverage (What is Covered). This
exclusion does not apply to breast augmentation, reduction, and construction for which Benefits are described
under Gender Affirming Health Services in Section 7: Benefits/Coverage (What is Covered)

12.  Helicobacter pylori (H. pylori) serologic testing.
13.  Intracellular micronutrient testing.
14. Bariatric - weight loss surgery not received at a Designated Provider.
Providers
1. Services performed by a provider who is a family member by birth or marriage. Example
brother, sister, parent or child. This includes any service the provider may perform on hims
Services performed by a provider with your same legal address.
Physician or other provider. Services which are self-directed
based Facility. Services ordered by a Physician or othe
Freestanding Facility or diagnostic Hospital-based F
= Has not been involved in your medical ca
] Is not involved in your medical care after
This exclusion does not apply to mamm
Reproduction
1. Health care services and related expense

regardless of the reason for the treatment.
diagnosis and treatment
under Physician’s Offic

, or to artificial insemination services as described
ction 7: Benefits/Coverage (What is Covered).

d p@st-natal care.

ion for the health care services listed above does not apply when the Gestational Carrier or
is a Covered Person.

creening, hiring and compensation of a Gestational Carrier or Surrogate including surrogacy agency

fees.
" Surrogate insurance premiums.
= Travel or transportation fees.

Costs of donor eggs and donor sperm.
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Services Provided Under Another Plan

Storage and retrieval of all reproductive materials. Examples include eggs, sperm, testicular tissue and ovarian
tissue.

The reversal of voluntary sterilization.

In vitro fertilization regardless of the reason for treatment.

Costs to treat sexual dysfunction and/or impotency.

1. Health care services for which other coverage is required by federal, state or loc.
through other arrangements. Examples include coverage required by workers' co
legislation.
If coverage under workers' compensation or similar legislation is optional for you becau
could have it elected for you, Benefits will not be paid for any Injury, Sickness or Mental Il
been covered under workers' compensation or similar legislation had that coverage been ele
exclusion does not apply if your employer is not required by law
arrangements, workers’ compensation insurance for you.
2. Services resulting from accidental bodily injuries arising ouige i ent the
services are payable under a medical expense paymegq
3. Health care services for treatment of military servicgSrelated disab ly entitled to other
coverage and facilities are reasonably available
4. Health care services during active military duty.
Transplants
1. Health care services for organ and tissu ose described under Transplantation Services
and/or Surgery — Outpatient Services in [ i age (What is Covered).

5
6.
7.
8

sing and one-on-one Private Duty Nursing. This exclusion does not apply to private duty
h Benefits are provided as described under Hospital — Inpatient Stay in Section 7:
erage (What is Covered).

Respite care. This exclusion does not apply to respite care for which Benefits are provided as described under
Hospice Care in Section 7: Benefits/Coverage (What is Covered).

Rest cures.
Services of personal care aides.
Services in a Long-term Acute Care Facility (LTAC).

Independent living services.
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9. Assisted living services.

10.  Educational counseling, testing, and support services including tutoring, mentoring, tuition, and school-based
services for children and adolescents required to be provided by or paid for by the school under the Individuals
with Disabilities Education Act.

nd work
specific work).

11.  Vocational counseling, testing and support services including job training, placement servic
hardening programs (programs designed to return a person to work or to prepare a pers

12.  Transitional Living services (including recovery residences).

Vision and Hearing

1. Cost and fitting charge for eyeglasses and contact lenses. This exclusion does not
scleral shells that are used to therapeutically treat an injury or disease (such as corne
or severe dry eye). This exclusion does not apply to pediatric vision care services for whi

2. Routine vision exams, including refractive exams to determine t
does not apply to pediatric vision care services for which Benefits
Vision Care Services in Section 7: Benefits/Coverage (What is Cove

Eye exercise or vision therapy.

Surgery that is intended to allow you to see be ction. Examples include

6. Over-the-counter Hearing Aids.

Cochlear implants and batteries for coc

All Other Exclusions
1. finition of a Covered Health Care Service. Covered

judicial or administrative proceedings or orders. This exclusion does not apply to services that
ined to be Medically Necessary, including Medically Necessary Mental Health Care Services
stance-Related and Addictive Disorders Services regardless of whether the services are

tary or court-ordered as a result of contact with the criminal justice or juvenile justice system.

L] Conducted for purposes of medical research. This exclusion does not apply to Covered Health Care
Services provided during a clinical trial for which Benefits are provided as described under Clinical Trials
in Section 7: Benefits/Coverage (What is Covered).

= Required to get or maintain a license of any type.
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11.

12.
13.
14.

Health care services received as a result of war or any act of war, whether declared or undeclared or caused
during service in the armed forces of any country. This exclusion does not apply if you are a civilian Injured or
otherwise affected by war, any act of war, or terrorism in non-war zones.

Health care services received after the date your coverage under this Policy ends. This applies to all health
care services, even if the health care service is required to treat a medical condition that started before the date
your coverage under this Policy ended.

Health care services when you have no legal responsibility to pay, or when a charge
made in the absence of coverage under this Policy.

In the event an out-of-Network provider waives, does not pursue, or fails to colle
and/or any deductible or other amount owed for a particular health care service, n
the health care service when the Co-payments, Co-insurance and/or deductible are

Charges in excess of the Allowed Amount, when applicable, or in excess of any specifie
Long term storage:
" Long term storage services are not a Covered Health Care

= This includes, but is not limited to, long term storage (cryopres
sperm, eggs, and any other body or body parts. Feg e, if a
we will not cover any long-term storage of the g

. Storage services related to infertility treatmeht'u i ge which is generally

covered as part of the retrieval and impla
Autopsy.
Foreign language and sign language i i ered by or required to be provided by a Network
or out-of-Network provider.

Health care services related to a non-Co e: When a service is not a Covered Health
Care Service, all services related to that n 3 Service are also excluded. This exclusion

pected or unanticipated condition that is
ts or modifies the prognosis of the original disease or
or infections, following a Cosmetic Procedure, that require

superimposed on an existi
condition. Examples of a "co
hospitalization.

Blood or tiss i i not a covered service.

eaching, vocational, or self-training purposes, except as listed in the benefit plan.
ons (except telehealth) or for failure to keep a scheduled appointment.
a medical practitioner when no treatment is rendered.

are provided prior to the effective date or after the termination date of this Policy.
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Section 9: Member Payment Responsibility

Enroliment and Required Premiums

Benefits are available to you if you are enrolled for coverage under this Policy. Your enroliment opti
corresponding dates that coverage begins, are listed in Section 5: Eligibility. To be enrolled and r,
the following apply:

s, and the
e Benefits, all of

. Your enrollment must be in accordance with the requirements of this Policy, includi
requirements.

eligibility

. You must qualify as a Policyholder or a Dependent as those terms are defined in

. You must pay Premium as required.

Premiums

All Premiums are payable on a monthly basis, by the Policyholder. The
effective date of this Policy. Subsequent Premiums are due and payable
thereafter that this Policy is in effect.

remium is due and paya

We will also accept Premium payments from the following thig

payments on their behalf consistent with

Each Premium is to be paid by you, or a third ifi vithout contribution or reimbursement by or on
behalf of any other third party including, but not limi e provider or any health care provider
sponsored organization.

Upon prior written notice, we m
accept credit card payments. We
unpaid.

e fee for credit card payments. This does not obligate us to
ny check or automatic payment deduction that is returned

be based on your new residence beginning on the date determined by Colorado Health
ge in residence results in the Policyholder no longer living in the Service Area, this

ays shall be granted for the payment of any Premium, during which time coverage under this
in force. If payment is not received within this 31-day grace period, coverage may be canceled
no event shall the grace period extend beyond the date this Policy terminates.

We may pay Benefits for Covered Health Care Services incurred during this 31-day grace period. Any such Benefit
payment is made in reliance on the receipt of the full Premium due from you by the end of the grace period.

However, if we pay Benefits for any claims during the grace period, and the full Premium is not paid by the end of the
grace period, we will require repayment of all Benefits paid from you or any other person or organization that received
payment on those claims. If repayment is due from another person or organization, you agree to assist and cooperate
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with us in obtaining repayment. You are responsible for repaying us if we are unsuccessful in recovering our
payments from these other sources.

If you are receiving an Advance Payment of Tax Credit, as allowed under section 36B of title 26, as provided for by
the Patient Protection and Affordable Care Act (PPACA), you will have a three-month grace period durmg which you
may pay your Premium and keep your coverage in force. We will pay for Covered Health Care Serviges during the
first month of the grace period. You are responsible for paying the grace period Premium. Prior t ast day of the
three-month grace period, we must receive all Premiums due for those three months. No clai be paid beyond
the first month of the grace period until all Premiums are paid for the full three-month grace

Be Aware the Policy Does Not Pay for All Health Care Se

This Policy does not pay for all health care services. Benefits are limited to Covered Healt
Schedule of Benefits will tell you the portion you must pay for Covered Health Care Services.

Pay Your Share

You must meet any applicable deductible and pay a Co-payment and/o
Services. These payments are due at the time of service or when b|IIed b
applicable deductible, Co-payment and Co-insurance amounts are

Pay the Cost of Excluded Services

You must pay the cost of all excluded services and iter
Covered) to become familiar with this Policy's exclusid

jons (What is Not

File Claims with Complete an

When you receive Covered Health Care Servi A ork provider, as a result of an Emergency or we
refer you to an out-of-Network provider you are
a format that contains all of the information we r i tion 10: Claims Procedure (How to File a
Claim).

Use Your Prior Hea

will not pay Benefits for health care
Benefits as of the day your coverage

n or disability until the prior coverage ends. We will pay
y for all other Covered Health Care Services that are not

sicians who have not satisfied the notice and consent criteria or for unforeseen or urgent medical
at arise at the time a non-Ancillary Service is provided for which notice and consent has been satisfied
as described in the Act.

. When Emergency Health Care Services are provided by an out-of-Network provider.
. When Air Ambulance services are provided by an out-of-Network provider.

In these instances, the out-of-Network provider may not bill you for amounts in excess of your applicable Co-payment,
Co-insurance or deductible (cost share). Your cost share will be provided at the same level as if provided by a
Network provider and is determined based on the Recognized Amount.
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For the purpose of this Summary, "certain Network facilities" are limited to a hospital (as defined in 1861(e) of the
Social Security Act), a hospital outpatient department, a critical access hospital (as defined in 1867(mm)(1) of the
Social Security Act), an ambulatory surgical center described in section 71833(i)(1)(A) of the Social Security Act, and
any other facility specified by the Secretary.

Determination of Our Payment to the Out-of-Network Provider:

When Covered Health Care Services are received from out-of-Network providers for the insta
above, Allowed Amounts, which are used to determine our payment to out-of-Network provi
the following in the order listed below as applicable:

s described
are based on one of

. The reimbursement rate as determined by a state All Payer Model Agreement.

. The reimbursement rate as determined by state law.
. The initial payment made by us or the amount subsequently agreed to by the out-of-Net
. The amount determined by Independent Dispute Resolution (IDR,

Continuity of Care

The Act provides that if you are currently receiving treatment fo
network status changes from Network to out-of-Network durig

the same terms and conditions that would have applied inati tract for specified
[ failure to meet

applicable quality standards or for fraud. If you would |iKe

Benefits, please call the telephone number on

Provider Directories

The Act provides that if you receive a Covered i an out-of-Network provider and were
informed incorrectly by us prior to receipt of the
provider, either through our database, our provide
(via telephone, electronic, web
greater than if the service ha

our response to your request for such information
u may be eligible for cost sharing that would be no
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Section 10: Claims Procedure (How to File a Claim)

How Are Covered Health Care Services from Network Providers Paid?

We pay Network providers directly for your Covered Health Care Services. If a Network provider bills you for any
Covered Health Care Service, contact us. However, you are required to meet any applicable de
any required Co-payments and Co-insurance to a Network provider.

How Are Covered Health Care Services from an Out-of-Ne
Paid?
When you receive Covered Health Care Services from an out-of-Network provider as a res
we refer you to an out-of-Network provider, unless you assign Benefits to that provider, you ar
requesting payment from us. You must file the claim in a format that contains all of the informatio
described below.

Notice of Claim

Claim Forms and Proof of Loss

We do not require that you complete and sub , you can provide proof of loss by furnishing us
with all of the information listed directly below u i

Required Information
When you request payment of

e enrolled for other coverage you must include the name of the other carrier(s).

hould be filed with us at the address on your ID card.

laims Department
PO Box 650540
Dallas, TX 75265-0540

Claims for Low Vision Care Services

When obtaining low Vision Care Services, you will be required to pay all billed charges directly to your Vision Care
Provider. You may then seek reimbursement from us. Information about claim timelines and responsibilities as

POL25.H.2022.IEX.CO 54



outlined under Payment of Claims below apply to Vision Care Services except that when you submit your claim, you
must provide us with all of the information identified below.

Reimbursement for Low Vision Care Services
To file a claim for reimbursement for low Vision Care Services, you must provide all of the followingdnformation:

. Your itemized receipts.

o Covered Person's name.

o Covered Person's identification number from the ID card.
. Covered Person's date of birth.

Send the above information to us:
By mail:

Claims Department

P.O. Box 30978

Salt Lake City, UT 84130
By facsimile (fax):

248-733-6060

Payment of Claims
Time for Payment of Claim
Benefits will be paid after we receive all of the ed above within:
e 30 days for claims sent electronically.

e 45 days for claims sent by other means.
Assignment of Benefits

We will reimburse an out-of-Net e provider directly for Benefits due under this Policy if you

ent of Benefits must be in writing. In the case of any such
vider, we reserve the right to offset Benefits to be paid to

submits a claim fo twork provider represent and warrant the following:

e The Covered actually provided.

uate. Where Benefits are payable directly to a provider, such adequate consideration includes
hole or in part of the amount the provider owes us, or to other plans for which we make payments
taken an assignment of the other plans' recovery rights for value.

Notice of Prompt Payment of Claims

Benefit Determinations
Post-service Claims
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Post-service claims are those claims that are filed for payment of Benefits after medical care has been received. If
your post-service claim is denied, you will receive a written notice from us within 30 days of receipt of the claim, as
long as all needed information was provided with the claim. We will notify you within this 30-day period if additional
information is needed to process the claim, and may request a one- time extension not longer than 15 days and pend
your claim until all information is received.

formation is
15 days after the
claim will be denied.

Once natified of the extension, you then have 45 days to provide this information. If all of the ne
received within the 45-day time frame, and the claim is denied, we will notify you of the denial
information is received. If you don't provide the needed information within the 45-day perio

A denial notice will explain the reason for denial, refer to the part of the plan on which t
the claim appeal procedures.

provide

If you have prescription drug Benefits and are asked to pay the full cost of a prescription wh at a retail o

applicable claim filing procedures. When you have filed a claim, your cl
for post-service group health plan claims as described in this section.

Absent fraud, all claims will be paid, denied or settled within 90
Pre-service Requests for Benefits

Pre-service requests for Benefits are those requests tha

request for Benefits improperly, we will notify yow,of the i iliig'and how to correct it within five days after the
pre-service request for Benefits was received iti i is needed to process the pre-service request,
received, and may request a one-time
extension not longer than 15 days and pend yo mation is received. Once notified of the
extension you then have 45 days to provide this eeded information is received within the 45-
day time frame, we will notify you of the determin he information is received. If you don't
provide the needed information within the 45-day p uest for Benefits will be denied. A denial notice will
explain the reason for denial,
procedures.

If you have prescription drug Bene
presented, you may file a pre-service
procedure. When ave filed a requ
pre-service grouf

der pharmacy fails to fill a prescription that you have
efits in accordance with the applicable claim filing
r request will be treated under the same procedures for

Urgent requests for B : guire notification or a benefit determination prior to receiving medical
servi where a del
j a Physician with knowledge of your medical condition, could cause severe pain. In these
otice of the benefit determination in writing or electronically within 72 hours after we

2nt request was received. If additional information is needed to process the request, we
rmation needed within 24 hours after the request was received. You then have 48 hours to

of the requested information; or

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

A denial notice will explain the reason for denial, refer to the part of the plan on which the denial is based, and provide
the claim appeal procedures.
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Concurrent Care Claims

If an on-going 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 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. We will

make a determination on your request for the extended treatment within 24 hours from receipt of your request.

request will be treated as an urgent request for Benefits and decided according to the timefr
an on-going course of treatment was previously approved for a specific period of time or n

decided according to post-service or pre-service timeframes, whichever applies.

Questions or Concerns about Benefit Determinations

If you have a question or concern about a benefit determination, you may informally contact us b
telephone number on your ID card before requesting a formal appeal. If our representative cannot

appropriate address.

If you are appealing an urgent claim denial, please refer & elow and call the

telephone number on your ID card immediately.
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Section 11: General Policy Provisions
What Is Your Relationship with Us?

It is important for you to understand our role with respect to this Policy and how it may affect you.
Policy under which you are insured. We do not provide medical services or make treatment decisi

administer this
” This means:

. We communicate to you decisions about whether the Policy will cover or pay for the h

. The Policy may not pay for all treatments you or your Physician may believe are
pay, you will be responsible for the cost.

including research.

Please refer to our Notice of Privacy Practices for details.

What Is Our Relationship with Providers

offices and facilities. Our credentialing proces
credentials. It does not assure the quality of th i are not responsible for any act or omission of
any provider.

. Paying, dig unt identified as a member responsibility, including Co-payments, Co-
insurance, hat exceeds the Allowed Amount, when applicable.

Interpret Benefits and the other terms, limitations and exclusions set out in this Policy, the Schedule of Benefits
and any Riders and/or Amendments.

o Make factual determinations relating to Benefits.

We may assign this authority to other persons or entities that may provide administrative services for this Policy, such
as claims processing. The identity of the service providers and the nature of their services may be changed from time
to time as we determine. In order to receive Benefits, you must cooperate with those service providers.
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Pay for Our Portion of the Cost of Covered Health Care Services

We pay Benefits for Covered Health Care Services as described in Section 7: Benefits/Coverage (What is Covered)
and in the Schedule of Benefits, unless the service is excluded in Section 8: Limitations/Exclusions (What is Not
Covered). This means we only pay our portion of the cost of Covered Health Care Services. It also means that not all
of the health care services you receive may be paid for (in full or in part) by this Policy.

Pay Network Providers

It is the responsibility of Network Physicians and facilities to file for payment from us. Wh
Health Care Services from Network providers, you do not have to submit a claim to us.

In accordance with any state prompt pay requirements, we pay Benefits after we receive your r
that includes all required information. See Section 10: Claims Procedure (How to File a Claim).

Review and Determine Benefits in Accordance
Policies

We adjudicate claims consistent with industry standards. We g i i lines generally
in accordance with one or more of the following methodolog

) As used for Medicare.

. As determined by medical staff and outsi sursuant to other appropriate sources or
determinations that we accept.

Following evaluation and validation of certain provi illi ., error, abuse and fraud reviews), our
reimbursement policies are a r reimbursement policies with Physicians and
other providers in our Networ rk Physicians and providers may not bill you for
the difference between their con ified by our reimbursement policies) and the billed charge.
unts we do not pay, including amounts that are denied
rse (in whole or in part) for the service billed. You may get

s). We and Optuminsight are related companies through common ownership by
o0 our website at www.myuhc.com/exchange for information regarding the vendor that

ntives to Providers?
rs through various types of contractual arrangements. Some of these arrangements may

ncial incentives for Network providers are:

. Bonuses for performance based on factors that may include quality, member satisfaction and/or cost-
effectiveness.
. Capitation - a group of Network providers receives a monthly payment from us for each Covered Person who

selects a Network provider within the group to perform or coordinate certain health care services. 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.
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. Bundled payments - certain Network providers receive a bundled payment for a group of Covered Health Care
Services for a particular procedure or medical condition. Your Co-payment and/or Co-insurance will be
calculated based on the provider type that received the bundled payment. The Network providers receive 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

change. If you have questions about whether your Network provider's contract with us in
incentives, we encourage you to discuss those questions with your provider. You may also
number on your ID card. We can advise whether your Network provider is paid by any financi
those listed above.

Are Incentives Available to You?

Sometimes we may offer coupons, enhanced Benefits, or other incentives
programs, including wellness programs, certain disease managgs

programs and of any criteria for eligibility. Contact us a
ID card if you have any questions.

As determined by us, incentives may include,
e A gym access or digital fithess class progr

e  Gift card incentives valued at a maximum of :
having a wellness visit with your Primary Car i aking other plan communication-related actions

Do We Receive Rebat

We may receive rebates for certain
Hospital or Alterna
applicable dedud
passed onto you,

se drugs that are administered to you before you meet any
ay pass a portion of these rebates on to you. When rebates are
in determining your Co-payment and/or Co-insurance.

, conditions, limitations and exclusions set out in this Policy, including the Schedule of
and/or Amendments.

ise not be Covered Health Care Services. The fact that we do so in any particular case shall not in any
way be deemed to require us to do so in other similar cases.

Who Provides Administrative Services?

We provide administrative services or, as we determine, we may arrange for various persons or entities to provide
administrative services, such as claims processing. The identity of the service providers and the nature of the services
they provide may be changed from time to time as we determine. We are not required to give you prior notice of any
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such change, nor are we required to obtain your approval. You must cooperate with those persons or entities in the
performance of their responsibilities.

How Do We Use Information and Records?
We may use your individually identifiable health information as follows:

. To administer this Policy and pay claims.
. To identify procedures, products, or services that you may find valuable.
. As otherwise permitted or required by law.

billing and provider payment records. We have the right to request this in
applies to all Covered Persons, including Enrolled Dependents whether or

. Required by law or regulation.

During and after the term of this Policy, we an
under this Policy in a de-identified format for co ding research and analytic purposes. Please
refer to our Notice of Privacy Practices.

sation Affected?
olicy do not substitute for and do not affect any requirements for coverage by workers'

ction shall include you, your Estate and your heirs and beneficiaries unless otherwise stated.

Subrogation applies when we have paid Benefits on your behalf for a Sickness or Injury for which any third party is
allegedly responsible. The right to subrogation means that we are substituted to and shall succeed to any and all legal
claims that you may be entitled to pursue against any third party for the Benefits that we have paid that are related to
the Sickness or Injury for which any third party is considered responsible.

Subrogation Example:
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Suppose you are injured in a car accident that is not your fault, and you receive Benefits under the Policy to treat your
injuries. Under subrogation, the Policy has the right to take legal action in your name against the driver who caused
the accident and that driver's insurance carrier to recover the cost of those Benefits.

The right to reimbursement means that if it is alleged 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 mushuse those
proceeds to fully return to us 100% of any Benefits you receive for that Sickness or Injury. The ri reimbursement

Reimbursement Example:

Suppose you are injured in a boating accident that is not your fault, and you receive B
result of your injuries. In addition, you receive a settlement in a court proceeding from th
accident. You must use the settlement funds to return to the Policy 100% of any Benefits y
injuries.

The following persons and entities are considered third parties:

. A person or entity alleged to have caused you to suffer a Sickne
responsible for the Sickness, Injury or damages.

. Any insurer or other indemnifier of any person or entity al Sickness,

Injury or damages.
o Your employer in a workers’ compensation case o

. Any person or entity who is or may be obligated
payments for underinsured or uninsured motorist} i Uit or traditional auto insurance, medical
payment coverage (auto, homeowners o [ pS* compensation coverage, other insurance
carriers or third party administrators.

. Any person or entity against whom you i professional and/or legal malpractice arising out
of or connected to a Sickness or Injury yo eged were the responsibility of any third
party.

. Any person or entity that iShli equitable or legal liability theory.

You agree as follows:

L] You will cooperate wi
in a timely manner, incl

ate or deny future Benefits, take legal action against you, and/or set off from any future Benefits
value of Benefits we have paid relating to any Sickness or Injury alleged to have been caused or
caused by any third party to the extent not recovered by us due to you or your representative not
cooperating with us. If we incur attorneys' fees and costs in order to collect third party settlement funds
held by you or your representative, we have 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 us.

. We have a first priority right to receive payment on any claim against any third party before you receive
payment from that third party. Further, our 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 emergency treatment
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facilities, that assert a right to payment from funds payable from or recovered from an allegedly responsible
third party and/or insurance carrier.

. Our subrogation and reimbursement rights apply to full and partial settlements, judgments, or 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, economicgnon-economic,
pecuniary, consortium and punitive damages. We are not required to help you to pursue y
damages or personal injuries and no amount of associated costs, including attorneys’ f
from our recovery without our express written consent. No so-called “Fund Doctrine”
Doctrine” or “Attorney’s Fund Doctrine” shall defeat this right.

. Regardless of whether you have been fully compensated or made whole, we ma
proceeds of any full or partial recovery that you or your legal representative obtain,
settlement (either before or after any determination of liability) or judgment, no matter

. By participating in and accepting Benefits unde
from any third party shall constitute Policy assets he amount of Benefits provided on behalf of
the Covered Person), (ii) you and your i duciaries of the Policy with respect to such
amounts, and (iii) you shall be liable fo . costs and fees (including reasonable attorney
fees) incurred by us to enforce its reimb i

payment benefits - othe
the Sickness or Injury. By
assert, pursue and recover on any such claim, whether or
this assignment voluntarily.

legal represe i ; filing reimbursement lawsuit to recover the full amount of medical
benefits you i ot Injury out of any settlement, judgment or other recovery from any third

r death, giving rise to any wrongful death or survival claim, the provisions of this section apply
personal representative of your estate, and your heirs or beneficiaries. In the case of your

f reimbursement and right of subrogation shall apply if a claim can be brought on behalf of you
that can include a claim for past medical expenses or damages. The obligation to reimburse us is
ished by a release of claims or settlement agreement of any kind.

. No allocation 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 us for 100% of our interest unless we provide 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 bring 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.
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. If any third party causes or is alleged to have caused you to suffer a Sickness or Injury while you are covered
under the Policy, 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 Policy pertaining to reimbursement, we may terminate
Benefits to you, your dependents or the policyholder, deny future Benefits, take legal action against you, and/or
set off from any future Benefits the value of Benefits we have paid relating to any Sickness omlnjury alleged to
have been caused or caused by any third party to the extent not recovered by us due to y ilure to abide by
the terms of the Policy. If we incur attorneys' fees and costs in order to collect third pa ement funds held
by you or your representative, we have the right to recover those fees and costs fro -~ You will also be
required to pay interest on any amounts you hold which should have been returne

. We and all Administrators administering the terms and conditions of the Policy’s
reimbursement rights have such powers and duties as are necessary to discharge i
including the exercise of our final authority to (1) construe and enforce the terms of the
reimbursement rights and (2) make determinations with respect to the subrogation amou
reimbursements owed to us.

When Do We Receive Refunds of Overpayments

If we pay Benefits for expenses incurred on your account, you, or.a
must make a refund to us if any of the following apply:

was paid,

. All or some of the expenses were not paid or did ng
. All or some of the payment we made exceeded
. All or some of the payment was made in error.

The refund equals the amount we paid in exc
due from another person or organization, you

ould have paid under this Policy. If the refund is
e refund when requested.

If the refund is due from you and you do not pro nt, we may recover the overpayment by
reallocating the overpaid amount to pay, in whole efits that are payable under the Policy. If
the refund is due from a person or organization ot cover the overpayment by reallocating the
overpaid amount to pay, in wh i re payable in connection with services provided to

other Covered Persons unde
persons under other plans for w
rights are assigned to such other p
payment.

ursuant to a transaction in which our overpayment recovery
h plans' remittance of the amount of the reallocated

The reductions wi ired refund. We may have other rights in addition to the right to
reduce future be

e for payment has expired. Please refer to Section 10: Claims Procedure (How to File a
e time frames on the filing and payment of claims. If you want to bring a legal action
ithin three years of the date proof of loss had been filed with us and the expiration of the

on of Benefits

Benefits When You Have Coverage under More than One Plan

This section describes how Benefits under the Policy will be coordinated with those of any other plan that provides
benefits to you. The language in this section is from model laws drafted by the National Association of Insurance
Commissioners (NAIC) and represents standard industry practice for coordinating benefits.
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When Does Coordination of Benefits Apply?

This Coordination of Benefits (COB) provision applies when a person has health care coverage under more than one
Plan. Plan is defined below.

The order of benefit determination rules below govern the order in which each Plan will pay a claim for benefits.

reduce the benefits it pays so that payments from all Plans do not exceed 100% o
Allowable Expense is defined below.

Definitions
For purposes of this section, terms are defined as follows:

A. Plan. A Plan is any of the following that provides benefits or servi
treatment. If separate contracts are used to provide coordinated
separate contracts are considered parts of the same plan and there
contracts.

for medical, pharmacy o e or
e for members of a grou

1. Plan includes: group and non-group insurance
contracts, closed panel plans or other forms
uninsured); medical care components of |g
benefits under group or individual automo
plan, as permitted by law.

nursing care; medical
her federal governmental

2. Plan does not include: hospital i
accident only coverage; specifie
coverage, as defined by state law; r
of long-term care policies; Medicar ici dicaid policies; or coverage under other
federal governmental plans, unless

arance or other fixed indemnity coverage;
accident coverage; limited benefit health

Each contract for cover
apply only to one of th

B. This Plan. This Plan mean isi part of the contract providing the health care benefits to
educed because of the benefits of other plans. Any other
eparate from This Plan. A contract may apply one COB

provision tal benefits, coordinating only with similar benefits, and may apply
another CC i

C Order of Be e order of benefit determination rules determine whether This Plan
is a Primary hien the person has health care coverage under more than one Plan.

’lan's benefits. When This Plan is secondary, it determines its benefits after those of
reduce the benefits it pays so that all Plan benefits do not exceed 100% of the total

es, the reasonable cash value of each service will be considered an Allowable Expense and a
xpense that is not covered by any Plan covering the person is not an Allowable Expense. In
ense that a provider by law or according to contractual agreement is prohibited from charging
son is not an Allowable Expense.

benefit paid.
addition, a

ing are examples of expenses or services that are not Allowable Expenses:

1. The difference between the cost of a semi-private hospital room and a private room is not an Allowable
Expense unless one of the Plans provides coverage for private hospital room expenses.

2. If a person is covered by two or more Plans that compute their benefit payments on the basis of usual
and customary fees or relative value schedule reimbursement methodology or other similar
reimbursement methodology, any amount in excess of the highest reimbursement amount for a specific
benefit is not an Allowable Expense.
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3. If a person is covered by two or more Plans that provide benefits or services on the basis of negotiated
fees, an amount in excess of the highest of the negotiated fees is not an Allowable Expense.

4. If a person is covered by one Plan that calculates its benefits or services on the basis of usual and
customary fees or relative value schedule reimbursement methodology or other similar reimbursement
methodology and another Plan that provides its benefits or services on the basis of negotiated fees, the
Primary Plan's payment arrangement shall be the Allowable Expense for all Plans. er, if the
provider has contracted with the Secondary Plan to provide the benefit or service ifi

the provider's contract permits, the negotiated fee or payment shall be the
the Secondary Plan to determine its benefits.

comply with the Plan provisions is not an Allowable Expense. Examples of thes
include second surgical opinions, precertification of admissions and preferred pro

primarily in the form of services through a panel of providers that
Plan, and that excludes benefits for services provided by other pro
referral by a panel member.

F. Custodial Parent. Custodial Parent is the parent awargd i absence of a
court decree, is the parent with whom the child reside ar excluding any
temporary visitation.

When a person is covered by two or more Pla > ing the order of benefit payments are as
follows:

A. The Primary Plan pays or provides its beqeéfi i arms of coverage and without regard to the
benefits under any other Plan.

ain a coordination of benefits provision that

B. Except as provided in the next paragraph, a
i provisions of both Plans state that the complying

is consistent with this pr is always pri
plan is primary.

| and surgical benefits and insurance type coverages that are written
rovide out-of-network benefits.

C. A Plan may i e i ovided by another Plan in determining its benefits only when it is
secondary to

; and’primary to the Plan covering the person as other than a dependent (e.g. a retired
; then the order of benefits between the two Plans is reversed so that the Plan covering the
an employee, member, policyholder, subscriber or retiree is the Secondary Plan and the other

ndent Child Covered Under More Than One Coverage Plan. Unless there is a court decree
stating otherwise, plans 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 earlier in the calendar year is the Primary Plan;
or
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(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 together, whether
or not they have ever been married:

(1)  If a court decree states that one of the parents is responsible for the de ent child's
health care expenses or health care coverage and the Plan of that p
knowledge of those terms, that Plan is primary. If the parent with r
health care coverage for the dependent child's health care expe
spouse does, that parent's spouse's plan is the Primary Plan,
respect to any plan year during which benefits are paid or pro
actual knowledge of the court decree provision.

(2) Ifacourt decree states that both parents are responsible for the de
care expenses or health care coverage, the provisions of subparagrap
determine the order of benefits.

(3) If a court decree states that the parents have
parent has responsibility for the health care exp

dependent child, the provisions of subp order of
benefits.
(4) If there is no court decree alloc: i care expenses or

(b)  The Plan cov » ; t's spouse.

al Parent.

(d) ent's spouse
c) an of individuals who are not the parents of
the child, th ined, as applicable, under subparagraph a) or b)
above as
d) (i) For a dep rage under either or both parents’ plans and also has his or
her own cover r a spouse’s plan, the rule in paragraph (5) applies.

verage under the spouse’s plan began on the same date
erage under either or both parents’ plans, the order of benefits shall
birthday rule in subparagraph (a) to the dependent child’s parent(s)

right of continuation provided by state or other federal law is covered under another Plan, the
ing the person as an employee, member, subscriber or retiree or covering the person as a

t of an employee, member, subscriber or retiree is the Primary Plan, and the COBRA or state
federal continuation coverage is the Secondary Plan. If the other Plan does not have this rule,
s 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 D.1. can determine the order of benefits.

5. Longer or Shorter Length of Coverage. The 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 Expenses shall 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.
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Effect on the Benefits of This Plan

A. When This Plan is secondary, it may reduce its benefits so that the total benefits paid or provided by all Plans
are not more than the total Allowable Expenses. In determining the amount to be paid for any claim, the
Secondary Plan will calculate the benefits it would have paid in the absence of other health care coverage and
apply that calculated amount to any Allowable Expense under its Plan that is unpaid by the Psimary Plan. The
Secondary Plan may then reduce its payment by the amount so that, when combined with ount paid by
the Primary Plan, the total benefits paid or provided by all Plans for the claim do not ex e total Allowable
Expense for that claim. In addition, the Secondary Plan shall credit to its plan deducti y amounts it would
have credited to its deductible in the absence of other health care coverage.

B. If a Covered Person is enrolled in two or more Closed Panel Plans and if, for an
provision of service by a non-panel provider, benefits are not payable by one Close
apply between that Plan and other Closed Panel Plans.

Right to Receive and Release Needed Information

Certain facts about health care coverage and services are needed to a
payable under This Plan and other Plans. We may get the facts we nee
persons for the purpose of applying these rules and determining benefits p
covering the person claiming benefits.

We need not tell, or get the consent of, any person to do thi 5 imi i his Plan must
give us any facts we need to apply those rules and dete its pa . vide us the
information we need to apply these rules and determig i i enefits will be denied.

Payments Made

A payment made under another Plan may in
we may pay that amount to the organization th
were a benefit paid under This Plan. We will no
providing benefits in the form of services, in whic C neans reasonable cash value of the benefits
provided in the form of services.

ould have been paid under This Plan. If it does,
hat amount will then be treated as though it

Does This Plan Have t
If the amount of the payments w

the excess from one or more of the r for whom we have paid; or any other person or
ices provided for you. The "amount of the payments
made" includes th ny benefits provided in the form of services.

How Are Bene

If This Plan is seco C enefits payable under This Plan will be based on Medicare's reduced
benefits.
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Section 12: Termination/Nonrenewal/Continuation

General Information about When Coverage Ends
As permitted by law, we may end this Policy and/or all similar policies for the reasons explained in

Your right to Benefits automatically ends on the date that coverage ends, even if you are hospi
receiving medical treatment on that date except as described below under Extended Covera
Hospitalized.

When your coverage ends, we will still pay claims for Covered Health Care Services th e the date
your coverage ended. However, once your coverage ends, we will not pay claims for an
received after that date (even if the medical condition that is being treated occurred before
ended).

subsequent coverage you have with us.

This Policy will renew on January 1 of each calendar
if any of the following occur:

e  Nonpayment or failure to timely pay the r

e  We elect to discontinue offering and refu
of Benefits, to residents of the state where

e There is fraud or intentional misrepresentati
claim for Benefits, as explained under Fraud

e Thereis no longer any

ger lives in the Service Area.

, after we give you 90 days prior written notice, that we will terminate this Policy
ontinue offering and refuse to renew all policies issued on this form, with the same type

pecify, after we give you and the applicable state authority at least 180 days prior written
will terminate this Policy because we will discontinue offering and refuse to renew all
icies/certificates in the individual market in the state where you reside.

Your coverage ends on the date you are no longer eligible to be a Policyholder or an Enrolled Dependent, as
determined by the Colorado Health Benefit Exchange. Please refer to Section 15: Definitions for definitions of
the terms “Eligible Person,” “Policyholder,” "Dependent" and "Enrolled Dependent."

e  We Receive Notice to End Coverage
Your coverage ends on the date determined by the Colorado Health Benefit Exchange rules if we receive
notice from the Colorado Health Benefit Exchange instructing us to end your coverage.
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Your coverage ends on the date determined by the Colorado Health Benefit Exchange rules if we receive
notice from you instructing us to end your coverage.

Other Events Ending Your Coverage

When any of the following happen, we will provide written notice to the Policyholder that coverage
date we identify in the notice:

ended on the

o  Failure to Pay
You fail to pay the required Premium.

¢ Fraud or Intentional Misrepresentation of a Material Fact

e  You Accept Reimbursement for Premium

You accept any direct or indirect contribution o

ot apply to the following third parties:
Public Health Service Act.

e The Enrolle support him/herself because of mental, developmental, or physical
disability.

hed a certain age. Before we agree to this extension of coverage for the child, we may
oose examine the child. We will pay for that exam.

yoWfor proof that the child continues to be disabled and dependent. Such proof might include
pense. We will not ask for this information more than once a year.

Coverage If You Are Hospitalized

If you are an inpatient in a Hospital or other inpatient facility on the date your coverage would otherwise terminate,
coverage will be extended until the date your Inpatient Stay ends. This extension of coverage does not apply if
termination occurs due to nonpayment of Premium or fraud. This extended coverage applies only to an Inpatient Stay.
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Reinstatement

When coverage under this Policy terminates for any reason, we will not reinstate coverage. You must make
application for coverage under another Policy, subject to the rules of the Colorado Health Benefit Exchange.

Q
S
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Section 13: Appeals and Complaints

To resolve a question, complaint, or appeal, just follow these steps:

What if You Have a Question?

Our Customer Service Representatives are trained to answer your questions about your health
call or write to us. Call the telephone number shown on your ID card.

plan. You may

You may call during local business hours, Monday through Friday, with questions regardi
e  Your coverage and Benefit levels, including Co-insurance and Co-payment amou
e  Specific claims or services you have received.
e  Doctors or Hospitals in the Network.

e Referral processes or authorizations.

° Provider directories.

instructions.

What if You Have a Complaint?
A complaint is an expression of dissatisfaction.
You may write to us to file a complaint about qu

telephone number shown on your ID card. Re
Monday through Friday.

of care that you received. Call the
able to take your call during local business hours,

You may write a letter or complete a Member S
our address is:

om myuhc.com. To send your complaint to us,

UnitedHealthcare Appeals & Complaints
PO Box 6111

Mail Stop CA-0197
Cypress, CA 90630
We will notify yo

ecision regardi r complaint within 60 calendar days of receiving it.

If someone other
writing.

plaint on your behalf, you must authorize the representative in

How Do You

How to Request an Appeal

If you disagree with a pre-service request for Benefits determination, post-service claim determination, a rescission of
coverage determination or Prescription Drug Products determination as described under the Outpatient Prescription
Drugs section of this Policy, you can contact us in writing to request an appeal. Your appeal request must be
submitted to us within 180 calendar days after you receive the denial of a pre-service request for Benefits or the claim
denial. If the deadline for filing an appeal request ends on a weekend or holiday, the deadline shall be extended to the
next business day.
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Your request for an appeal should include:

. The patient's name and the identification number from the ID card.

. The date(s) of medical service(s) or the name of the prescription drug.

. The provider's name.

. The reason you believe the claim should be paid or prescription drug is needed.

. Any doc:Jmentation or other written information to support your request for claim pa or prescription drug
approval.

If someone other than yourself is submitting the complaint on your behalf, you must auth
writing.

Medical Appeal UnitedHealthcare Appeals and Complaints
PO Box 6111

Mail Stop CA-0197
Cypress, CA 90630

Prescription Drug Appeal OptumRXx
c/o Appeals

Appeal Process

A qualified individual who was not involved in t
appeal is related to clinical matters, the revie
involved in the prior determination. We may co
submitting an appeal, you consent to this referr.

For internal review of a non-urgent ap een the written appeal review process or if an internal

review hearing d.

Written Internal F

N 5
W your appeal file as part of the first level appeal. You will have the chance to give us
ments, records, and other evidence to consider.

is experimental or investigational;
or service is not provided in the appropriate setting or at the appropriate level of care; or

reasonable medical basis that an exclusion does not apply to the treatment or service you
ed. If you claim that an exclusion does not apply, you must give us evidence from a medical
professional. The evidence must support a reasonable medical basis for your claim.

Internal Review Hearing
If you choose to have an internal review hearing:

o  We will notify you of the date of the hearing at least 20 calendar days before it is scheduled. If you ask that we
delay the hearing, we will not unreasonably deny your request.
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e You and your attorney, advocates, health care professionals, and other withesses may attend the internal review
hearing in person, by phone, or by using other technology if it is available and not unduly costly for us to use.

e Atthe internal review hearing, you and the Plan will have the chance to:

L] Be assisted or represented by an appointed representative of your choice including an attqrney (at your own
expense), other advocate or healthcare professional. If you decide to have an attorney nt at the
internal review hearing, then you must let us know that at least 7 calendar days prior meeting.

given to each party
material

=  Give testimony and materials to the review committee. (A copy of the materials
at least 5 calendar days in advance. If new information arises after the deadlin
presented at the hearing if feasible); and

L] Have an audio or visual recording made by us. (If a recording is made, you may
this decision through external review, a copy of the recording will be included in the
the independent external review entity unless you specifically request that it not be in

Appeal Type

Pre-service request for Benefit appeals

Post-service claim appeals

treatment or procedure.

You may have the right to external review thr eview Organization (IRO) upon the completion of
the internal appeal process. Instructions regar ~ 0
our decision letter to you.

Urgent Appeals that Re
Your appeal may require urg i crease the risk to your health, or the ability to

o Clinical reasons.

. The exclusions for Experimental or Investigational Service(s) or Unproven Service(s).
. Rescission of coverage (coverage that was cancelled or discontinued retroactively).
. As otherwise required by applicable law.

There is no minimum dollar amount for a claim to be eligible for an external review.
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The external review program is not available if our coverage determination is based on a Benefit exclusion or defined
Benefit limit unless you present evidence from a medical professional that there is a reasonable medical basis that the
contractual exclusion does not apply.

You or your representative may request a standard external review by sending a written request to the address listed
in the determination letter. You or your representative may request an expedited external review, ingirgent situations
as defined below, by contacting us at the telephone number on your ID card or by sending a writ quest to the

address listed in the determination letter. A request must be made within four months after the i
final appeal decision.

An external review request should include all of the following:
e A completed external review request form as specified by the Office of the Commis.

e A signed consent form authorizing us to disclose your protected health information, incl
that is pertinent to the external review.

e  Your name, address, and insurance ID number.
e Your designated representative's name and address, when applica
e The service that was denied.

e Any new, relevant information that was not provided or g

of their existing ability to live independe

e  For an external review request involving a i [ aental or Investigational, certification from the
treating Physician that the recommended o ervice or treatment will be less effective if not
begun immediately, and that:

=  Standard health care proved the Covered Person's condition or are not

=  There is no standard i ment available that is covered under the Policy and is more
beneficial to the Covere ended or requested health care service or treatment, and
i ible Physician qualified to practice in the area of medicine

ew, our denial decision will be reviewed by an independent external review
of the Commissioner of Insurance. We will pay the costs of the external review.

pon receipt
Commission

ur request for an external review, we will deliver a copy of the request to the Office of the
Insurance within 2 business days. If we deny your eligibility for external review, we will notify
nated representative, and the Office of the Commissioner of Insurance in writing with the

ons for the denial and information about appealing that determination to the Office of the

loner of Insurance.

If we, before the expiration of the 2 business day deadline for sending notification to the Office of the
Commissioner of Insurance, reverse our adverse determination based on new or additional information you
submitted with your external review request, we will notify you within 1 business day of this reversal
electronically, by facsimile, or by telephone followed by a written confirmation.
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2. If your external review request is eligible for review, the Office of the Commissioner of Insurance will assign an
independent external review entity and will notify us of the name and address of the entity within 2 business
days of receipt of the external review request.

3. Within 1 business day of receipt of the Office of the Commissioner of Insurance's notice of assignment to an
independent external review entity, we will notify you and your designated representative elegtronically, by
facsimile, or by telephone followed by a written confirmation, of the name and address of
external review entity.

4. Within 5 business days of the date you receive notice of assignment to an indepen iew entity,
you or your designated representative may submit any additional information in
external review entity that you want the entity to consider in its review.

5. The independent external review entity will conduct its review and will provide written
you and your designated representative, to us, and to the Office of the Commissioner o
calendar days after receipt of the independent external review request.

t our denial decision is 0
ject of the review:

6. Upon receipt of notice from the independent external review entit
approve coverage of the Covered Health Care Service that was t
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We will provide written notice of the approval to yo i hin one business
i and conditions of the
Policy.

Expedited External Review

You may file a request for an expedited exter , ime as you file an internal urgent appeal of a
prospective or concurrent service denial of Ben on has a medical condition for which

application of the time period for completion of t [ process or the standard external review
process would seriously jeopardize the Covered pility to regain maximum function, or for

Covered Persons with a disabili i substantial limitation of their existing ability to live
independently.

1. Within 1 busin i quest for an expedited external review, we will notify and send a copy
of the requé jioner of Insurance who will select an independent external review

ent external review, we will notify you, your designated

missioner of Insurance in writing with the specific reasons for the

that determination to the Office of the Commissioner of Insurance.

ble for review, the Office of the Commissioner of Insurance will assign an independent
and will notify us of the name and address of the entity within 1 business day of receipt of

rnal feview entity, we will notify you and your designated representative electronically, by
lephone followed by a written confirmation, of the name and address of the independent

4. f notice of assignment to an independent external review entity, you or your designated
ive may submit any additional information in writing to the independent external review entity that
you want the entity to consider in its review.
5. The independent external review entity will conduct its review and will provide notice of its decision to you and

your designated representative, to us, and to the Office of the Commissioner of Insurance within 72 hours after
receipt of the expedited independent external review request. If notice of the independent external review
entity's decision is not in writing, the independent external review entity will provide written confirmation of its
decision within 48 hours after the date of providing that notice.
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6. Immediately upon receipt of notice from the independent external review entity that our denial decision is
overturned, we will approve coverage of the Covered Health Care Service that was the subject of the review
and will provide written notice of the approval to you and your designated representative. Coverage will be
provided in accordance with the terms and conditions of the Policy.

Binding Nature of the External Review Decision

The external review decision is final and binding unless either you or the Plan appeal the decisi
the decision to arbitration.

timely submitting

You or your designated representative may not file a subsequent request for an extern
determination for which the Covered Person has already received an external review d

You may call us at the telephone number on your ID card for more information regarding e
making a verbal request for an expedited external review.
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Section 14: Information on Policy and Rate Changes
What Is the Policy?

This Policy is a legal document between Rocky Mountain Health Maintenance Organization, Incorparated and you
and describes Covered Health Care Services, subject to the terms, conditions, exclusions and li ns of this
Policy. We issue this Policy based on the Policyholder's Application and payment of the requir, i

This Policy includes:

) The Schedule of Benefits.

. The Policyholder's Application.
. Riders.

° Amendments.

Can This Policy Change?

We may, from time to time, change this Policy by attaching legal
may change certain provisions of this Policy. Changes to the B
will send you a new Policy, Rider or Amendment.

Amendments to this Policy
To the extent permitted by law, we have the right to chang
Any provision of this Policy which, on its effe

or regulations (of the jurisdiction in which this
of such statutes and regulations.

ith the requirements of state or federal statutes
ended to conform to the minimum requirements

No other change may be made to this Policy unlessiit i dment or Rider which has been signed by
one of our officers and consistent with applicable ents. All'of the following conditions apply:

. Amendments and Rid i wal, except as otherwise permitted by law.

You may keep co i of the required Premiums under this Policy, except that your
coverage may end dhin Section 12: Termination/Nonrenewal/Continuation, under Events Ending

in effect on that Premium's due date. Some of the factors used in determining your Premium

, tobacco use status of Covered Persons, type and level of Benefits and place of residence on
and age of Covered Persons as of the effective date or renewal date of coverage. Premium
increase over time.

notice of any plan to take an action or make a change permitted by this clause will be mailed to you
at your last address as shown in our records.

Nothing in this section requires us to renew or continue coverage for which your continued eligibility would otherwise
be prohibited under applicable law.
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Adjustments to Premiums

We reserve the right to change the schedule of Premiums on January 1st of each calendar year. We shall give written
notice of any change in Premium to the Policyholder at least 31 days prior to the effective date of the change.

Other Information You Should Have
We have the right to change, interpret, withdraw or add Benefits, or to end this Policy, as permi

This Policy will remain in effect as long as the Premium is paid when due, subject to the re
provisions of this Policy.

We are delivering this Policy in Colorado. This Policy is governed by Colorado law.
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Section 15: Definitions

Air Ambulance - medical transport by helicopter or airplane.

Allowed Amounts - for Covered Health Care Services, incurred while the Policy is in effect, Allowed Amounts are
determined by us or determined as required by law as shown in the Schedule of Benefits.

Allowed Amounts are determined in accordance with our reimbursement policy guidelines or a
develop these guidelines, as we determine, after review of all provider billings generally in a
more of the following methodologies:

. As shown in the most recent edition of the Current Procedural Terminology (CP
American Medical Association, and/or the Centers for Medicare and Medicaid Se

o As reported by generally recognized professionals or publications.
) As used for Medicare.
. As determined by medical staff and outside medical consultants

determination that we accept.

Allowed Dental Amounts - Allowed Dental Amounts for Covere

the Policy is in
effect, are our contracted fee(s) for Covered Dental Care Se

Alternate Facility - a health care facility that is not a Hosp

ing services on an
outpatient basis, as permitted by law:

. Surgical services.
. Emergency Health Care Services.
. Rehabilitative, laboratory, diagnostic or

It may also provide Mental Health Care Service
outpatient or inpatient basis.

and Addictive Disorders Services on an

Amendment - any attached wri ed provisions to the Policy. It is effective only when
signed by us. It is subject to

specifically amended.

Ancillary Services - items and se -Network Physicians at a Network facility that are any of
the following:

. Related to ici siology, pathology, radiology and neonatology;
. Provided b

o Diagnostic se gy, and laboratory services, unless such items and services are excluded
as determined by the Secretary;

r specialty practitioners as determined by the Secretary; and

etwork Physician when no other Network Physician is available.

of the Allowed Amount or the Recognized Amount when applicable, you must pay for
ts or Recognized Amounts when applicable. The Schedule of Benefits will tell you if your plan
an Annual Deductible and how it applies.

sorder - a condition marked by enduring problems communicating and interacting with others,
and repetitive behavior, interests or activities, and as listed in the current edition of the

ssification of Diseases section on Mental and Behavioral Disorders or the Diagnostic and Statistical
Manual of Mental Disorders published by the American Psychiatric Association; includes the following neurobiological
disorders, as defined in the most recent edition of the Diagnostic and Statistical Manual of Mental Disorders published
by the American Psychiatric Association in effect at the time of the diagnosis: Autistic Disorder; Asperger's Disorder,
and Atypical Autism as a diagnosis within Pervasive Developmental Disorder Not Otherwise Specified (PDDNOS).

Bariatric Surgery - procedures that are performed to treat comorbid conditions associated with morbid obesity.

Benefits - your right to payment for Covered Health Care Services that are available under this Policy.
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Brand-name - a Prescription Drug Product: (1) which is manufactured and marketed under a trademark or name by a
specific drug manufacturer; or (2) that we identify as a Brand-name product, based on available data resources. This
includes data sources such as Medi-Span, that classify drugs as either brand or generic based on a number of
factors. Not all products identified as a "brand name" by the manufacturer, pharmacy, or your Physician will be
classified as Brand-name by us.

Chemically Equivalent - when Prescription Drug Products contain the same active ingredient.

Chemotherapy - charges incurred for the treatment of disease by chemical or biological anti
related supportive care regimens administered orally, intravenously or by injection. The ¢
antineoplastic agents or related supportive care regimens may be administered during
care visit, or at an outpatient facility.

astic agents or

Children’s Basic Health Plan or CHP+ - means the health insurance plan designed by th
Health Care Policy and Financing.

purpose of entitling them to receive the benefits and protections and be
Civil Union will be legally recognized if:

ject to the responsibilitie

e  The two parties to the Civil Union satisfy all of the following criteria:
=  Both parties are adults, regardless of the gender of
L] Neither party is a party to another Civil Union;
=  Neither party is married to another person;

= The parties are not related to each other as an'e
nephew, whether the relationship is

2ndant, brother, sister, uncle, aunt, niece, or
blood.

=  Neither party is under 18 years of a

older and under guardianship, unless the party
under guardianship has the written c i
e  The Civil Union is certified and registered wi der in the State of Colorado.

Co-insurance - the charge, sta Amount or the Recognized Amount when
applicable, that you are requi i are Services.

Congenital Anomaly - a physic at is present at the time of birth.

Co-payment - the charge, stated as
Services.

Please note that for! S, you are responsible for paying the lesser of the following:
[ ]
. ¢ d Amount when applicable.

edures or services that change or improve appearance without significantly improving
etic Procedures do not include Medically Necessary gender affirming care for which
cribed under Gender Affirming Health Services or reconstructive procedures for which

alth Care Service(s) - health care services, including supplies or Pharmaceutical Products, which we
determine to be all of the following:

. Provided for the purpose of preventing, evaluating, diagnosing or treating a Sickness, Injury, Mental lliness,
substance-related and addictive disorders, condition, disease or its symptoms.

. Medically Necessary.
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o Described as a Covered Health Care Service in this Policy under Section 7: Benefits/Coverage (What is
Covered) and in the Schedule of Benefits.

. Not excluded in this Policy under Section 8: Limitations/Exclusions (What is Not Covered).

Covered Person - the Policyholder or a Dependent, but this term applies only while the person is enrolled under this
Policy. We use "you" and "your" in this Policy to refer to a Covered Person.

Custodial Care - services that are any of the following non-Skilled Care services:

. Non health-related services such as help with daily living activities. Examples inclu
transferring and ambulating.

surgery.
Dental Care Service or Dental Procedures - dental care

spouse. All references to the spouse of the P
Partner. A Dependent also includes a Design iciary. erm "child” includes:

) A natural child.

o A stepchild.

. A legally adopted child.
. A child placed for adopti
o A child placed in foster care.

. A child for wh ed to the Policyholder or the Policyholder's spouse.

eement - means an agreement that is entered into by two people for the purpose of

as the beneficiary of the other person and for the purpose of ensuring that each person has
ial protections based upon the designation. The right to be designated as a dependent in a
must be granted under the Designated Beneficiary Agreement.

eficiary Agreement will be legally recognized if:

e The parties to the Designated Beneficiary Agreement satisfy all of the following criteria:
=  Both are at least 18 years of age;
=  Both are competent to enter into a contract;
L] Neither party is married to another person;

L] Neither party is a party to a Civil Union;
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. Neither party is a party to another Designated Beneficiary Agreement;
=  Both parties enter into the Designated Beneficiary Agreement without force, fraud or duress, and

=  The agreement is in substantial compliance with the statutory form that is considered the standard form for
the Designated Beneficiary Agreement.

e A Designated Beneficiary Agreement is legally sufficient if:

=  The wording of the Designated Beneficiary Agreement complies substantially with
considered the standard form for the Designated Beneficiary Agreement;

=  The Designated Beneficiary Agreement is properly completed and signed;
=  The Designated Beneficiary Agreement is acknowledged; and

=  The Designated Beneficiary Agreement is recorded with the county clerk and record
which one of the parties resides. The Designated Beneficiary Agreement will be effecti
time as received for recording by the county clerk and recorder,

tion Drug Products.

contracting on our behalf, to provide Covered
onditions; or

. We have identified through our designati nated Provider. Such designation may apply to
specific treatments, conditions and/or pro

You can find out if your provide by contacting us at www.myuhc.com/exchange or the
telephone number on your ID card"

Domestic Partne ¢ whom the Policyholder has a Domestic Partnership.

en a Policyholder and one other person of the same sex. All of the

nancially interdependent.

Durable cal Equipment (DME) - medical equipment that is all of the following:

. Ordered or provided by a Physician for outpatient use primarily in a home setting.

. Used for medical purposes.

. Not consumable or disposable except as needed for the effective use of covered DME.
o Not of use to a person in the absence of a disease or disability.
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o Serves a medical purpose for the treatment of a Sickness or Injury.
. Primarily used within the home.

Eligible Person - a person who meets the eligibility requirements determined by the Colorado Health Benefit
Exchange and Rocky Mountain in accordance with state or federal law. An Eligible Person must live within the Service
Area.

Emergency - a medical condition manifesting itself by acute symptoms of sufficient severity (i
that a prudent layperson, who possesses an average knowledge of health and medicine, ¢
absence of immediate medical attention to result in:

. Placing the health of the Covered Person (or, with respect to a pregnant woman,
her unborn child) in serious jeopardy;

. Serious impairment to bodily functions; or
. Serious dysfunction of any bodily organ or part.
Emergency Health Care Services - with respect to an Emergency:

. An appropnate medical screenlng exam (as requwed under sectlon

section applied to an Independent Free

the department of the Hospital in which atment is provided). For the purpose of this
definition, "to stabilize" has the meaning as gi i ion 1867(e)(3) of the Social Security Act (42
U.S.C. 1395dd(e)(3)).

. Emergency Health Care otherwise covered under the Policy when

provided by an out-of-
items and services are pr
Inpatient Stay or outpatient
conditions are met:

f the department of the Hospital in which the
stabilized and as part of outpatient observation, or an
the original Emergency, unless each of the following

such a condition to receive information as stated in b) above and to provide informed
prdance with applicable law.

acility satisfies any additional requirements or prohibitions as may be imposed by state

tions do not apply to unforeseen or urgent medical needs that arise at the time the service is
less of whether notice and consent criteria has been satisfied.

ent - a Dependent who is properly enrolled under this Policy.

Experimental or Investigational Service(s) - medical, surgical, diagnostic, psychiatric, mental health, substance-
related and addictive disorders or other health care services, technologies, supplies, treatments, procedures, drug
therapies, medications, or devices that, at the time we make a determination regarding coverage in a particular case,
are determined to be any of the following:

1. Not approved by the U.S. Food and Drug Administration (FDA) to be lawfully marketed for the proposed use
and not identified as appropriate for proposed use in any of the following:
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= AHFS Drug Information (AHFS DI) under therapeutic uses section;
= Elsevier Gold Standard's Clinical Pharmacology under the indications section;

L] DRUGDEX System by Micromedex under the therapeutic uses section and has a strength
recommendation rating of class I, class lla, or class llb; or

L] National Comprehensive Cancer Network (NCCN) drugs and biologics compendiu
evidence 1, 2A, or 2B.

2. Subject to review and approval by any institutional review board for the proposed u i ichLare FDA
approved under the Humanitarian Use Device exemption are not Experimental o

3. The subject of an ongoing clinical trial that meets the definition of a Phase |, Il, or
FDA regulations, regardless of whether the trial is actually subject to FDA oversight.

4. Only obtainable, with regard to outcomes for the given indication, within research setting
Exceptions:

) Clinical trials for which Benefits are available as described under
(What is Covered).

. Prescription Drug Products that have been approved b
for which the drug is prescribed if:

=  The drug is recognized for treatment of that ca i i endia as indicated by

L] You are not a participant in a quali i ibed under Clinical Trials in Section 7:
Benefits/Coverage (What is Covere

L] i iti i e death within one year of the request for

Prior to such a considerati that there is sufficient evidence to conclude that, even
though unproven, the servic igni | as an effective treatment for that Sickness or condition.

Freestanding Facili i atory center or independent laboratory which performs

Functional or Ph { or Physical or Physiological Impairment which causes deviation
from the normal fu [ . results in a significantly limited, impaired, or delayed capacity to
activities and is exhibited by difficulties in one or more of the following

Drug Product: (1) that is Chemically Equivalent to a Brand-name drug; or (2) that we identify
sed on available data resources. This includes data sources such as Medi-Span, that classify
r generic based on a number of factors. Not all products identified as a "generic" by the

eling - counseling by a qualified clinician that includes:
. Identifying your potential risks for suspected genetic disorders;

. An individualized discussion about the benefits, risks and limitations of Genetic Testing to help you make
informed decisions about Genetic Testing; and

) Interpretation of the Genetic Testing results in order to guide health decisions.
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Certified genetic counselors, 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 Care Services
for Genetic Testing require Genetic Counseling.

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, including cancer.

ed in her uterus for
and is

Gestational Carrier - a female who becomes pregnant by having a fertilized egg (embryo) i
the purpose of carrying the fetus to term for another person. The Gestational Carrier does
therefore not biologically related to the child.

Habilitative Services - Skilled Care services that are part of a prescribed treatment plan
help a person with a disabling condition to keep, learn or improve skills and functioning for

provided for the purpose of general well-being or conditioning in the ab
considered habilitative services.

of a disabling condition

Habilitative services are limited to:

. Physical therapy.

o Occupational therapy.

. Speech therapy.

. Post-cochlear implant aural therapy.

. Cognitive therapy.

Most Hearing Aids share several similar electron logy used for amplification may be analog
or digital. (Semi-implantable electromagnetic Hea i one-anéhored Hearing Aids are classified by the U.S.
Food and Drug Administration earable hearing devices are described as hearing
devices or hearing systems. more effectively into the ear of a person with

hearing loss, for the purposes o

Home Health Agency - a program i ed by law to provide health care services for care or
treatment of a Sickness or Injury in th

Home Health C4
o Ordered by

. C purse, or provided by either a home health aide or licensed practical

e, Intermittent Care schedule.

Care is required.

rated, structured, multi-disciplinary program of palliative care for covered members facing the
e to a Terminal lliness.

inly engaged in providing inpatient health care services, for the short term care and treatment of injured
or sick persons. Care is provided through medical, diagnostic and surgical facilities, by or under the supervision
of a staff of Physicians.

o It has 24-hour nursing services.

A Hospital is not mainly a place for rest, Custodial Care or care of the aged. It is not a nursing home, convalescent
home or similar institution.
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Hospital-based Facility - an outpatient facility that performs services and submits claims as part of a Hospital.
Independent Freestanding Emergency Department - a health care facility that:

. Is geographically separate and distinct and licensed separately from a Hospital under applicable state law; and

. Provides Emergency Health Care Services.
Indian — means any person who is a member of an Indian Tribe (includes Alaskan Natives).

Indian Tribe — means any Indian tribe, band, nation, pueblo or other organized group or c
Alaska Native village or group or regional or village corporation as defined in or establis
Native Claims Settlement Act (85 Stat. 688), which is recognized as eligible for the spe
provided by the United States to Indians because of their status as Indians.

ity, including any

Individual and Family Plan Pharmacy Management Committee (IPMC) - the committee th
placing Prescription Drug Products into specific tiers.

Infusion Therapy - means treatment by placing therapeutic agents into
medications and nutrients.

Injury - traumatic damage to the body, including all related conditions and

Inpatient Rehabilitation Facility - any of the following that prg ati ilitati e services
(including physical therapy, occupational therapy and/or spe

. A long term acute rehabilitation center,
. A Hospital, or
. A special unit of a Hospital designated a ation Facility.

Inpatient Stay - a continuous stay that follow
Rehabilitation Facility.

a Hospital, Skilled Nursing Facility or Inpatient

. For Mental Health Care Ser e freestanding or Hospital-based and provides services for
at least three hours per day, t

avalilable at zero cost share (no cost to you). You may find the List of Zero Cost Share
g us at www.myuhc.com/exchange or the telephone number on your ID card.

Long-term Acut
medi

e Facility (LTAC) - means a facility or Hospital that provides care to people with complex
ring long-term Hospital stay in an acute or critical setting.

rogram - A program with the goals to maintain the functional status or to prevent decline in function.

Manipulative Treatment (adjustment) - a form of care provided by any licensed provider acting within the scope of
his or her license or certification under applicable state law for diagnosed muscle, nerve and joint problems. Body
parts are moved either by hands or by a small instrument to:

. Restore or improve motion.

. Reduce pain.

POL25.H.2022.IEX.CO 87



. Increase function.

Medically Necessary - health care services, that are all of the following as determined by us or our designee.

. In accordance with Generally Accepted Standards of Medical Practice.

. Clinically appropriate, in terms of type, frequency, extent, service site and duration, and consgiflered effective for
your Sickness, Injury, Mental lliness, substance-related and addictive disorders, disease

. Not mainly for your convenience or that of your doctor or other health care provider.

. Not more costly than an alternative drug, service(s), service site or supply that is
equivalent therapeutic or diagnostic results as to the diagnosis or treatment of y

symptoms.

Generally Accepted Standards of Medical Practice are standards that are based on credible s
published in peer-reviewed medical literature generally recognized by the relevant medical com

determined by us.

We develop and maintain clinical policies that describ€

Persons through www.myuhc.com/exchange
Physicians and other health care professional

Medicare - Parts A, B, C and D of the insurance i itle XVIII, United States Social Security Act,
as amended by 42 U.S.C. Sections 1394, et seq.

Mental Health Care Services - i i i tment of those mental health or psychiatric
categories that are listed in t i
Behavioral Disorders or the Dia
Psychiatric Association. The fact {
Diseases section on Mental and Beh
published by the Afa
Care Service.

Mental Health/S
by us, that provides
Services.

ual of Mental Disorders published by the American

the current edition of the International Classification of
Diagnostic and Statistical Manual of Mental Disorders

t mean that treatment for the condition is a Covered Health

Disorders Delegate - the organization or individual, designated
re Services and Substance-Related and Addictive Disorders

ational Classification of Diseases section on Mental and Behavioral Disorders or the
al of Mental Disorders published by the American Psychiatric Association does not

meet the basic dental needs of the Covered Person.

Provided in the most cost-efficient manner and type of setting appropriate for the delivery of the Dental Care

Service.

. Consistent in type, frequency and duration of treatment with scientifically based guidelines of national clinical,
research, or health care coverage organizations or governmental agencies that are accepted by us.

. Consistent with the diagnosis of the condition.

. Required for reasons other than the convenience of the Covered Person or his or her Dental Provider.
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. Demonstrated through prevailing peer-reviewed dental literature to be either:
=  Safe and effective for treating or diagnosing the condition or sickness for which their use is proposed; or

= Safe with promising efficacy

. For treating a life threatening dental disease or condition.
. Provided in a clinically controlled research setting.
. Using a specific research protocol that meets standards equivalent to t

National Institutes of Health.

delivery pump).

Network - when used to describe a provider of health ca as a participation

etwork. This does not

including direct and indirect subsidiaries.

A provider may enter into an agreement to pr in€ ed Health Care Services, but not all Covered
Health Care Services, or to be a Network provi products. In this case, the provider will be a
Network provider for the Covered Health Care S ded in the participation agreement and an
out-of-Network provider for other Covered Health and praducts. The participation status of providers
will change from time to time.

Network Area — the Service iti roviders we include as Network Area providers.
Contact us at www.myuhc.com/ number on your ID card for additional information on the
Network Area.

d for Covered Health Care Services provided by Network
if your plan offers Network Benefits and how Network Benefits apply.

Product or new dosage form of a previously approved
: time starting on the date the Pharmaceutical Product or new
dosage form is appré . d Drug Administration (FDA) and ends on the earlier of the following

ed by us or our designee, which is based on when the Pharmaceutical Product is
ilization management strategies are implemented.

ntered into
Products to

greement with us or an organization contracting on our behalf to provide Prescription Drug
red Persons.

ept specified reimbursement rates for dispensing Prescription Drug Products.
. Been designated by us as a Network Pharmacy.

A Network Pharmacy may be a:

. Retail Network Pharmacy.

. Specialty Network Pharmacy.

. Mail Order Network Pharmacy.
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New Prescription Drug Product - a Prescription Drug Product or new dosage form of a previously approved
Prescription Drug Product, for the period of time starting on the date the Prescription Drug Product or new dosage
form is approved by the U.S. Food and Drug Administration (FDA) and ending on the earlier of the following dates:

. The date it is placed on a tier by our IPMC.

. December 31st of the following calendar year.

Out-of-Network Benefits - the description of how Benefits are paid for Covered Health Care
out-of-Network providers. The Schedule of Benefits will tell you if your plan offers Out-of-N
Out-of-Network Benefits apply.

Out-of-Pocket Limit - the maximum amount you pay every year. The Schedule of Ben
of-Pocket Limit applies.

Partial Hospitalization/Day Treatment/High Intensity Outpatient - a structured ambulatory
may be freestanding or Hospital-based and provides services for at least 20 hours per week.

Partner in a Civil Union — means a person who has established a Civi
clerk and recorder in the State of Colorado.

Per Occurrence Deductible - the portion of the Allowed Amount o
as a set dollar amount) that you must pay for certain Covered

. The Allowed Amount or the Recognized

The Schedule of Benefits will tell you if your p j ent of a Per Occurrence Deductible and how the
Per Occurrence Deductible applies.

Pharmaceutical Product(s) - U.S. Food and Dri [ pproved prescription medications or
products administered in connection with a Cover:

Physician - any Doctor of Me properly licensed and qualified by law.

Please Note: Any podiatrist, de
provider who acts within the scop
that we describe a provider as a Phy
you under the Polig

ctor, optometrist, anesthesiologist, acupuncturist, or other
be considered on the same basis as a Physician. The fact
at Benefits for services from that provider are available to

Policy - the entirg
. This Policy.
o Schedule of B

up the entire agreement that is issued to the Policyholder.
on (who is not a Dependent) to whom this Policy is issued.
ction and Affordable Care Act of 2010.

Share Preventive Care Medications - the medications that are obtained at a Network Pharmacy
with a Pr ion Order or Refill from a Physician and that are payable at 100% of the Prescription Drug Charge
(without application of any Co-payment, Co-insurance or Annual Deductible) as required by applicable law under any
of the following:

. Evidence-based items or services that have in effect a rating of "A" or "B" in the current recommendations of
the United States Preventive Services Task Force.
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You may find out if a drug is a PPACA Zero Cost Share Preventive Care Medication as well as information on access
to coverage of Medically Necessary alternatives by contacting us at www.myuhc.com/exchange or the telephone
number on your ID card.

Pregnancy - includes all of the following:

o Prenatal care.

0 Postnatal care.

. Childbirth.

. Any complications associated with Pregnancy.

Premium - the periodic fee required for each Policyholder and each Enrolled Dependent, i
terms of this Policy.

with the

Prescription Drug Charge - the rate we have agreed to pay our Network Pharmacies for a Pres
dispensed at a Network Pharmacy. The rate includes any applicable dispénsing fee and sales tax.

Prescription Drug Product - a medication or product t
Administration (FDA) and that can, under federal or s

tration or administration by
a non-skilled caregiver. For the purpose of Benefits unde definition includes:

o Inhalers (with spacers).

. Insulin.

lancets 3

glucose 8, including those for the legally blind.

- the directive to dispense a Prescription Drug Product issued by a duly licensed health
practice allows issuing such a directive.

t - qualitative test to determine the presence or absence of drugs or a drug class with results
positive result.

n - a Physician who has a majority of his or her practice in general pediatrics, general
, internal medicine, family practice or general medicine.

Nurses (LPNs) in an individual’s residence by a Home Health Agency, under the direction of the patient’s Physician.

Provider - A licensed participating provider who is contracted to provide medical services to Covered Persons (as
defined within the provider contract). The provider may be a Hospital, pharmacy, other facility or a Physician or health
care professional who has contractually accepted the terms and conditions as set forth.

Qualified Health Plan (QHP) - means a health plan that is certified by and offered through the Colorado Health
Benefit Exchange.
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Qualified Health Plan Issuer - a health insurance issuer that offers a Qualified Health Plan in accordance with a
certification from Colorado Health Benefit Exchange.

Recognized Amount - the amount which Co-payment, Co-Insurance and applicable deductible, is based on for the
below Covered Health Care Services when provided by out-of-Network providers:

e  Out-of-Network Emergency Health Care Services.

e Non-Emergency Covered Health Care Services received at certain Network facilities by
Physicians, when such services are either Ancillary Services, or non-Ancillary Service
notice and consent criteria of section 2799B-2(d) of the Public Service Act. For the
"certain Network facilities" are limited to a hospital (as defined in 1867(e) of the S
outpatient department, a critical access hospital (as defined in 1867(mm)(1) of the
ambulatory surgical center described in section 71833(i)(1)(A) of the Social Security Ac
specified by the Secretary.

The amount is based on one of the following in the order listed below as applicable:
1) An All Payer Model Agreement if adopted,
2) State law, or

3) The lesser of the qualifying payment amount as determin
provider or facility.

The Recognized Amount for Air Ambulance services prg
on the lesser of the qualifying payment amount as de
Ambulance service provider.

Note: Covered Health Care Services that u
higher or lower than if cost sharing for the
Allowed Amount.

ount to determine your cost sharing may be
are Services were determined based upon an

Reconstructive Surgery - procedures when the ocedure is either of the following:

° Treatment of a medical condition.

Reconstructive procedures inclu
Anomaly. The primary result of the

ures which are related to an Injury, Sickness or Congenital
ed or improved physical appearance. Microtia repair is

or acute health illness or condition. The plan of treatment will provide

5S will be tracked by one or more Remote Physiologic Monitoring devices. Remote

be ordered by a licensed physician or other qualified health professional who has
whom the patient has an established, documented and ongoing relationship. Remote
ot be used while the patient is inpatient at a Hospital or other facility. Use of multiple
one Physician.

- treatment in a facility established and operated as required by law, which provides Mental
Substance-Related and Addictive Disorders Services. It must meet all of the following

rogram of treatment under the active participation and direction of a Physician.

. Offers organized treatment services that feature a planned and structured regimen of care in a 24-hour setting
and provides at least the following basic services:

= Room and board.
= Evaluation and diagnosis.

= Medication provision/assistance.
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= Counseling.
= Referral and orientation to specialized community resources.

A Residential Treatment facility that qualifies as a Hospital is considered a Hospital.

those that are specifically amended in the Rider.
Secretary - as that term is applied in the No Surprises Act of the Consolidated Approprii

Semi-private Room - a room with two or more beds. When an Inpatient Stay in a Semi-
Health Care Service, the difference in cost between a Semi-private Room and a private roo
private room is Medically Necessary, or when a Semi-private Room is not available.

sudden Sickness, Injury, or flare-up of a chronic Sickness.

Sickness - physical iliness, disease or Pregnancy. The terg
substance-related and addictive disorders.

Skilled Care - skilled nursing, skilled teaching, skilled
following are true:

. Must be delivered or supervised by lic
specified medical outcome, and provide

o Ordered by a Physician.

. Not delivered for the purpose of helping wit
transferring from a bed t air.

Not Custodial Care, which can sa ormed by trained non-medical personnel.

Skilled Nursing Facility - a Hospital
include a facility p i

is licensed and operated as required by law. This does not
for rest, the ag atment of substance-related and addictive disorders services, or for
orders.

Specialist - a Physicia j or her practice in areas other than general pediatrics, internal
mily practice or general medicine.

reat patients with certain ilinesses. You may access a complete list of Specialty
by contacting us at www.myuhc.com/exchange or the telephone number on your ID card.

ddictive disorders that are listed in the current edition of the International Classification of
ntal and Behavioral Disorders or the Diagnostic and Statistical Manual of Mental Disorders
can Psychiatric Association. The fact that a disorder is listed in the current edition of the
ation of Diseases section on Mental and Behavioral Disorders or the Diagnostic and Statistical
isorders published by the American Psychiatric Association does not mean that treatment of the
overed Health Care Service.

ses section o
published by the
International C

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.

Telehealth/Telemedicine - live, interactive audio with visual transmissions of a Physician-patient encounter from one
site to another using HIPAA-compliant telecommunications technology, including information, electronic, and
communication technologies, remote monitoring technologies, and store-and-forward transfers, to facilitate the
assessment, diagnosis, consultation, treatment, education, care management, or self-management of a Covered
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Person’s health care. The site may be a CMS defined 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.

Temporomandibular Joint Syndrome (TMJ) - Temporomandibular joint and muscle disorders are a collective group
of conditions and symptoms characterized by pain and dysfunction to the temporomandibular joint and/or surrounding
muscles that control jaw movement. Symptoms often include pain or tenderness to the temporo ular joint, ear,

neck, back, or shoulder, limited jaw mobility, or audible sounds with jaw movement.

Terminal lliness - in the context of hospice means a life expectancy, certified by two Physi
less.

Therapeutically Equivalent - when Prescription Drug Products have essentially the sa
profile.

living. They may be used as an addition to treatm
help you with recovery. Please note: these living a
recovery residences).

UnitedHealthcare Vision Networks - any op Dgist, optician or other person designated by us
who provides Vision Care Services for which '

Unproven Service(s) - services, including medi i dless of U.S. Food and Drug Administration
(FDA) approval, that are not determined to be eff
not determined to have a benefigial effect on healt
from well-designed randomiz
medical literature. These inclu

to insufficient and inadequate clinical evidence
ies in the prevailing published peer-reviewed

e  Well-designed systematic revi i a-analyses) of multiple well-designed randomized
controlled trials.

. Individual

e  Well-designet
case control s tudies, and systematic reviews (with or without meta-analyses) of such
studies.

we compile and review clinical evidence with respect to certain health care services.
medical and drug policies that describe the clinical evidence available with respect to
These medical and drug policies are subject to change without prior notice. You can

reatening Sickness or condition (one that is likely to cause death within one year of the
nt) we may, as we determine, consider an otherwise Unproven Service to be a Covered

nt evidence to conclude that, even though unproven, the service has significant potential as an
atment for that Sickness or condition.

Urgent Care - Care that requires prompt attention to avoid adverse consequences, but does not pose an immediate
threat to a person’s life. Urgent Care is usually delivered in a walk-in 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 iliness or injury for unscheduled, ambulatory patients seeking immediate medical attention.

Urgent Care Center - a facility that provides Covered Health Care Services that are required to prevent serious
deterioration of your health. These services are required as a result of an unforeseen Sickness, Injury, or the onset of
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sudden or severe symptoms. Urgent Care facilities are a location, distinct from a hospital Emergency Department, an
office or a clinic.

Usual and Customary Charge - the usual fee that a pharmacy charges individuals for a Prescription Drug Product
without reference to reimbursement or pricing agreed to by the pharmacy and any third party. This fee includes any
applicable dispensing fee and sales tax.

Vision Care Provider - any optometrist, ophthalmologist, optician or other person who may la
Care Services.

rovide Vision

Vision Care Service - any service or item listed in Section 7: Benefits/Coverage (What i,

heading
Benefits for Pediatric Vision Care Services.
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Rocky MOUNTAIN
HEALTH PLANS®

A UnitedHealthcare Company

Notice of Nondiscrimination

Rocky Mountain Health Plans (RMHP) complies with applicable Federal ci
discriminate on the basis of race, color, national origin, age, disability, or s
exclude people or treat them differently because of race, color, national origi
sexual orientation, or gender identity.

timely and free of charge:
e Provides free auxiliary aids and services to people with iliti [ ffectively with

us, such as:
¢ Qualified sign language interpreters (reg Ite appearance)
e Written information in other formats ; int, audi ' ctronic formats, other
formats)
e Provides free language assistance service ose primary language is not English, such
as:

e Qualified interpreters (rem
¢ Information written in other

Civil Rights Coordinator:
UnitedHealthcare Civil Ri
P.O. Box 30608

Salt Lake City,

You must send the ' of the incident. We will send you a decision within
30 days. If you disa : ion, you have 15 days to appeal.

omplaint, please call the toll-free number on your health plan ID card
Available Monday through Friday, 8 a.m. to 8 p.m., ET.

int with the U.S. Dept. of Health and Human services.

of Health and Human Services
pendence Avenue, SW Room 509F
HHH Building

Washington, D.C. 20201

EXC024HM0168386_000
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ROCKY MOUNTAIN
HEALTH PLANS®

A UnitedHealthcare Company

Multi-Language Insert

ATENCION: Si habla espariol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a s
namero de teléfono gratuito que aparece en la portada de esta guia.

) IR WER X (Chinese), HMREATGIRMESHBRG. FRITAFTFMHER 2t Eg 8 ETIERE

XIN LUU Y: Néu quy vi noi tiéng Viét (Vietnamese), quy vi s& duoc cung cap dich vi iup vé glr mién phi.
Xin vui ldng goi s6 dién thoai mién phi danh cho hdi vién trén trang bia cua tap sach n

isposicion. Llame al

>

2 E: oh=0{(Korean)E AHE0HA|= 8% Q0] X| & MH[AE FEZ 0|83t =+
FE oY Moo 2 FOISHYAIL.

Tanpri rele nimewo telefon gratis pou manm yo

ATTENTION : Si vous parlez frangais (French), i guistique vous sont proposés gratuitement.
Veuillez appeler le numéro de téléphone sans frai [

UWAGA: Jezeli moéwisz po polsku i we ustugi ttumacza. Prosimy zadzwoni¢ pod
bezptatny cztonkowski numer tel

ATENCAO: Se vocé fala portugués servico de assisténcia de idiomas gratuito. Ligue
gratuitamente para o numero do memb te deste folheto.

ATTENZIONE: in casqQ no (ltalian), sono disponibili servizi di assistenza linguistica gratuiti. Si
prega di chiamare il nume icato all'inizio di questo libretto.

ACHTUNG: Falls Sie De
Verfligung. Bitte rufen Si

, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur
nummer fur Mitglieder auf der Vorderseite dieser Broschire an.

ShbiEE. BHOEEXEY—EXZIMAVEET £9, ARFORMICES
'V)'/(-j:b EE.nE( T:él:\o

> 50 OB Gali e Jled b Cal G siad 53 801 gl 40 S iladd ¢ S (s Cuna o i 4y Rl s

ol To¥: Y[eeh $TTST WA HATU YIS & | TH IS o hal T Tel-3hl #a I il Y|

CEEB TOOM: Yog koj
Xov tooj hu

Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu tus tswv cuab
ob ntawm sab xub ntiag ntawm phau ntawv no.

GL’LI'HUHWJ‘[:T[]H I()IUE\JSH‘FTSU_ﬂUJﬁ‘IhﬂIOQI (Khmer) I()ﬁjﬁﬁsmﬁ‘lﬁﬂﬂ)mmﬁﬁﬁiﬁﬁ ﬁBﬁSﬁJﬂUHﬁﬂ
NBQJE‘UIF’IIQﬁ memmﬁﬁﬁiﬁrjtmﬁ TNS/AS10 IS‘]EW%:&HIBS?‘-TESIN]IﬁﬁﬁI S0

PAKDAAR: Nu saritaem ti llocano (llocano), ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket
sidadaan para kenyam. Pakitawagan iti miyembro toll-free nga number nga nakasurat iti sango ti libro.

Dii BAA'AKONINIZIN: Diné (Navajo) bizaad bee yanitti'go, saad bee aka'anida'awo'igii, t'aa jiik'eh, bee nd'ahdot'i'. T'aa
shoodi dii naaltsoos bidaahgi t'aa jiik'eh naaltsoos baha'dit'éhigii béésh bee hane'i bika'igii bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada lugadda, oo bilaash ah, ayaad heli kartaa.
Fadlan wac lambarka xubinta ee telefonka bilaashka ah ee ku goran xagga hore ee buugyaraha.
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