UnitedHealthcare Insurance Company

Individual Exchange Medical Policy
185 Asylum Street
Hartford, CT 06103

866-761-7748

Policy Number - [999-999-999] Total Premium - [$XXXX.X
Policyholder - [John Doe] Premium Mode - [Monthly] [Qu
Effective Date - [Month Day, Year]

IMPORTANT NOTICE

EPO plans cover health care services only when provi
network. If you receive services from an out-of-net
pay all of the costs for the services, except that e
they are delivered by a participating provider.

ipates in the
ider, you will have to
regardless of whether

Health
ust be cove

Please read this Policy. If you are not satisfi i ithin 10 days after you received it. Any
Premium paid will be refunded, less claims p i i a be void from its start.

coverage may end for events as j 1 hen Coverage Ends, under Events Ending Your Coverage
and Other Events Ending Your Co

. On January 1st, we may make modifications in coverage if
for all individuals with the same product. In addition, we may make
tly related to a State or Federal requirement and the modification is
made within a reasena i 3 e or Federal requirement is imposed or modified.

hange the rate table used for this Policy form. Each Premium will be
ium's due date. Some of the factors used in determining your Premium

plan to take an action or make a change permitted by this clause will be mailed to you
in our records.

quires us to renew or continue coverage for which your continued eligibility would otherwise

be prohibited und licable law.
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UnitedHealthcare Insurance Company

Individual Exchange Medical Policy

Agreement and Consideration

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

sis of the

Your Schedule of Benefits and Policy are provided in the pages that follow.

This Policy is signed for us as of the effective date as shown above.

UnitedHealthcare Insurance Company

Jessica Paik, President
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What Is the Policy?

This Policy is a legal document between UnitedHealthcare Insurance Company and you and describes Covered
Health Care Services, subject to the terms, conditions, exclusions and limitations of this Policy. We issue this Policy
based on the Policyholder's Application and payment of the required Premium.

This Policy which includes:

o The Schedule of Benefits.

. The Policyholder's Application.
J Riders.

) Amendments

constitutes the entire contract of insurance.

Can This Policy Change?

We may, from time to time, change this Policy by attaching legal docume
may change certain provisions of this Policy. When this happens we will sen
approved and signed by an authorized executive officer of our g
or to waive any of its provisions.

ed Riders and/or Amen

a new Policy, Ri r Amendment

Other Information You Should Have
We have the right to change, interpret, withdraw or add E d this Policy, as permitted by law.

This Policy will remain in effect as long as the jum i hén'due, subject to the renewal and termination
provisions of this Policy.

We are delivering this Policy in Kansas. This P as law.
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Introduction to Your Policy

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

What Are Defined Terms?

Certain capitalized words have special meanings. We have defined these words in Section 8: D

When we use the words "we," "us," and "our" in this document, we are referring to UnitedHe
Company. When we use the words "you" and "your," we are referring to people who are
term is defined in Section 8: Defined Terms.

How Do You Use This Document?

Review the Benefit limitations of this Policy by reading the attached Sch :
Covered Health Care Services and Section 2: Exclusions and Limitations. ! : al Provisions
available to you.

If there is a conflict between this Policy and any summati

Please be aware that your Physician is not responsible

How Do You Contact Us?

Call the telephone number listed on your ID ¢ ument you will find statements that encourage
you to contact us for more information.
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Your Responsibilities

Enrollment and Required Premiums

Benefits are available to you if you are enrolled for coverage under this Policy. Your enroliment optiens, and the
corresponding dates that coverage begins, are listed in Section 3: When Coverage Begins and P, ms. To be
enrolled and receive Benefits, all of the following apply:

. 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.

Be Aware the Policy Does Not Pay for All Health Care Services

This Policy does not pay for all health care services. Benefits are limite
Schedule of Benefits will tell you the portion you must pay for Covered He

Decide What Services You Should Recei

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

care you should or

Choose Your Physician

It is your responsibility to select the health ca
and other health care professionals and faciliti
information about the professionals' and faciliti
their services. These professionals and facilities
for the care they deliver.

Obtain Prior Autho

Some Covered Health Care Se

deliver your care. We arrange for Physicians
etwork. Our credentialing process confirms public
edentials, but does not assure the quality of
pers and entities that are solely responsible

ation. Physicians and other health care professionals who
uthorization. For detailed information on the Covered
refer to the Schedule of Benefits.

Pay Your S

You must meet an

a Co-payment and/or Co-insurance for most Covered Health Care
e of service or when billed by the Physician, provider or facility. Any

File Claims with Complete and Accurate Information

When you receive Covered Health Care Services from an out-of-Network provider, as a result of an Emergency or we
refer you to an out-of-Network provider you are responsible for requesting payment from us. You must file the claim in
a format that contains all of the information we require, as described in Section 5: How to File a Claim.
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Use Your Prior Health Care Coverage

If you have prior coverage that, as required by state law, extends benefits for a particular condition or a disability, we
will not pay Benefits for health care services for that condition or disability until the prior coverage ends. We will pay
Benefits as of the day your coverage begins under this Policy for all other Covered Health Care Services that are not

related to the condition or disability for which you have other coverage.

Q
S
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Our Responsibilities

Determine Benefits

We do not make decisions about the kind of care you should or should not receive. You and your previders must
make those treatment decisions.

We will determine the following:

. Interpret Benefits and the other terms, limitations and exclusions set out in this Poli
and any Riders and/or Amendments.

o Make factual determinations relating to Benefits.

We pay Benefits for Covered Health Care Services as describeg ; rvices and in
the Schedule of Benefits, unless the service is excluded in Sg ! imitati Is means we only
pay our portion of the cost of Covered Health Care Servicg care services you

Pay Network Providers

It is the responsibility of Network Physicians
Health Care Services from Network providers,

ayment from us. When you receive Covered
bmit a claim to us.

Review and Determin i rdance with our Reimbursement

Policies

We adjudicate clai e develop our reimbursement policy guidelines generally

in accordance wi ethodologies:

. As shown in iti urrent Procedural Terminology (CPT), a publication of the
American Medica he Centers for Medicare and Medicaid Services (CMS).

are applied to provider billings. We share our reimbursement policies with Physicians and
etwork through our provider website. Network Physicians and providers may not bill you for

our reimbursement policies does not reimburse (in whole or in part) for the service billed. You may get
copies of our reimbursement policies for yourself or to share with your out-of-Network Physician or provider at the
telephone number on your ID card.

We may apply a reimbursement methodology established by Optuminsight and/or a third party vendor, which is based
on CMS coding principles, to determine appropriate reimbursement levels for Emergency Health Care Services. The
methodology is usually based on elements reflecting the patient complexity, direct costs, and indirect costs of an
Emergency Health Care Service. If the methodology(ies) currently in use become no longer available, we will use a
comparable methodology(ies). We and Optuminsight are related companies through common ownership by
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UnitedHealth Group. Refer to our website at www.myuhc.com/exchange for information regarding the vendor that
provides the applicable methodology.

Offer Health Education Services to You

We may provide you with access to information about additional services that are available to you, such as disease
management programs, health education and patient advocacy. It is solely your decision wheth ke part in the
programs, but we recommend that you discuss them with your Physician.
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UnitedHealthcare Individual Exchange

UnitedHealthcare Insurance Company

Schedule of Benefits

Covered Health Care Services Schedule of Benefits

UHC Bronze Value ($0 Virtual Urgent Care, $5 Ti Rx

Referrals)
KS0002, $7,100

How Do You Access Benefits?

Selecting a Network Primary Care Physicia

You must select a Network Primary Care Physician, w ocated in \etwork Area, iorder to obtain Benefits. In
general health care terminology, a Primary Care Physicia eferred to as a PCP. A Network Primary

: ices and promote continuity of care. If you are
a Network Primary Care Physician who is
k Primary Care Physician for yourself or your

located in the Network Area, for that child. If yo
Enrolled Dependent child, one will be assigned.

e Network Area, and accepting new
in pediatrics (including pediatric subspecialties,
law) as the Network Primary Care Physician for

You may select any Network Primary Care Physic
patients. You may designate a ork Physician
based on the scope of that Pr
an Enrolled Dependent child.

sician by calling the telephone number shown on your ID card or by
permitted once per month. Changes submitted on or before the
y of the following month.

receive Covered Health Care Services from a UnitedHealthcare Individual Exchange
onfirm that your provider is a UnitedHealthcare Individual Exchange Network provider
er on your ID card or you can access a directory of providers at

ou should confirm that your provider is a UnitedHealthcare Individual Exchange

escribed 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
UnitedHealthcare Policy. As a result, they may bill you for the entire cost of the services you

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 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 on your ID card.

Amounts

r Covered Health Care Services per $7,100 per Covered Person, not to
igible to receive Benefits. The Annual exceed $14,200 for all Covered
Covered Health Care Services under the | Persons in a family.

in this Schedule of Benefits including

Care Services provided under the Outpatient
Prescription Drug 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 and the Pediatric Dental 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
days/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

per Covered Person, not to
eed $18,400 for all Covered
ersons in a family.

Out-of-Pocket Limit includes the
Deductible.

The maximum you pay per year for the Annual Deducti
Co-payments or Co-insurance. Once you rea
Pocket Limit, Benefits are payable at 100%
Amounts during the rest of that year. The Ou
applies to Covered Health Care Services unde
indicated in this Schedule of Benefits including

The Out-of-Pocket Limit appl
Services under the Policy as in

determined appé
table.

y of the following
reached, you still

he amount you pay (calculated as a set dollar amount) each time you receive certain
Covered Health 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 applicable Co-payment.
e The Allowed Amount or the Recognized Amount when applicable.
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Payment Term And Description

Amounts

Benefits table.

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

Co-insurance

Benefits table.

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

Schedule of Benefits Table

Covered Health Care
Service

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

he Allowed Amounts
are responsible for

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

Ambulance Services

Emergency Ambulance
Services

Ground Ambul.

determined as described
below under Allowed
Amounts in this Schedule of
Benefits.

50% Yes
Allowed Amounts for
ground and Air Ambulance
transport provided by an
out-of-Network provider will
be determined as described
below under Allowed
Yes Yes
Ground Ambulance:
50% Yes Yes
Air Ambulance:
50% Yes Yes

Clinical Trials
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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 Out-of-Pocket
Co-payment, Co- Limit?

insurance or Both.

Depending upon the
Covered Health Care
Service, Benefit limits are
the same as those stated
under the specific Benefit

Benefits.

category in this Schedule of

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

Dental Anesthesia

40%

Dental Services -
Accident Only

40%

Diabetes Services

Diabetes Self-
Management and
Educational Services

For Covered Persons with
Type 1 or Type 2 diabetes,
the following services are
offered at $0 cq e

e Retinal eye
limitedto 1 e
plan year.

ney functio
(including m
and urine)

This does not apply to
Covered Persons with pre-
diabetes or gestational
diabetes diagnosis.

red Health Care Service is provided,
ent and training/diabetic eye
those stated under each Covered

SBN25.1.2022.IEX.KS.BASE




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-
payment or Co-

Does the Amount
You Pay Apply to

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

insurance or Both.

Diabetes Self-
Management Supplies

Benefits for diabetes self-management supplies will be the same
those stated under Durable Medical Equipment (DME) and in the
Outpatient Prescription Drugs section.

Benefits for diabetes supplies will be the sa
Outpatient Prescription Drugs seciion

Durable Medical
Equipment (DME)

You must purchase or rent
the 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 out-of-Network Hospital
after you receive outpatient
Emergency Health Care
Services, you must notlfy us
within one busi
on the same da
admission if reas
possible. We ma
transfer you to a N&

Services,
provided as 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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amounts that exceed 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

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?

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%

Yes

Habilitative Services

Inpatient

Depending upo
Benefits will be t

Ith Care Service is provided,
der each Covered Health

Care Service cate Benefits.
Yes
Home Health Care
For the admini Yes
intravenous inf
must receive se
a provider we ide Yes
Hospice Care
Yes Yes
Yes Yes
Services
40% Yes Yes
Lab, X-Ray and
Diagnostics - Outpatient
Lab Testing - Outpatient: $20 per service at a Yes No
freestanding lab or in a
Physician's office
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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 What Is the Co- Does the Amount
Service payment or Co- You Pay Apply to
insurance You Pay? the

This May Include a Out-of-Pocket
Co-payment, Co- Limit?

insurance or Both.

$20 per service at a Yes
Physician office-based
lab

$125 per service at a Yes
Hospital-based lab

X-Ray and Other 40% at a freestanding
Diagnostic Testing - diagnostic center or in

Outpatient: a Physician's office
50% at an outpatient Yes
Hospital-based
diagnostic ce
Major Diagnostic and
Imaging - Outpatient
Yes
Yes
Manipulative
Yes
Inpatient (includes
Residential Treatment)
40% Yes Yes
Outpatient
40% for Intensive Yes Yes
Outpatient Program
40% for Partial
Hospitalization Yes Yes
40% for all other
outpatient services Yes Yes
including Intensive
Behavioral Therapy,
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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-
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?

Transcranial Magnetic
Stimulation,
Electroconvulsive
Therapy, and
Psychological Testing

Office Visit
40%

Necessary Medical
Supplies

Yes

Orthotics

Pharmaceutical Products
- Outpatient

Pharmaceutical Products

which, due to their traits (as
determined by us), are
administered or I
supervised by
provider or licen
health profession

Yes

Yes

Covered Health Care
Services provided by an
out-of-Network Physician in
certain Network facilities will
be determined as described
below under Allowed

Inpatient
40%
Outpatient

40% at a freestanding
center orin a
Physician's office

Yes

Yes

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 What Is the Co- Does the Amount
Service payment or Co- You Pay Apply to
insurance You Pay? the

This May Include a Out-of-Pocket
Co-payment, Co- Limit?

insurance or Both.

Amounts in this Schedule of | 50% at an outpatient
Benefits. Hospital-based center | Yes

Physician's Office
Services - Sickness and
Injury

Co-payment/Co-insurance $45 per visit for
and any deductible for the services provided by

following services also your Primary Care
apply when the Covered Physician
Health Care Service is o .
performed in a Physician’s g?oéigc:dss)tv:es Yes
office: Specialist
e Lab, radiology/X-rays o .
and other diagnostic 40% for servic Yes

provided by any

services described Network Physicia

under Lab, X-Ray and
Diagnostic -
Outpatient.

e  Major diagnostic and
nuclear medicine
described under Major

Imaging -

Outpatient

procedures described
under Surgery -
Outpatient.

Outpatient therapeutic
procedures described under
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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-
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?

Therapeutic Treatments -
Outpatient

Pregnancy - Maternity
Services

Preventive Care Services

Physician office services

Lab, X-ray or other
preventive tests

Breast pumps

Prosthetic Devices

Reconstructive
Procedures

ill be the same as those stated under each Covered Health
category in this Schedule of Benefits.

diagnoses of
Mental Health Care
and Substance-
Related and Addictive
Disorders.

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-
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?

Scopic Procedures -
Outpatient Diagnostic and
Therapeutic

Surgery - Outpatient

Telehealth

Temporomandibular Joint
Syndrome (TMJ)

Therapeutic Treatments -
Outpatient

Transplantatio

Transplantation
must be received

services required to
treat your condition in
an Urgent Care setting.

$75 per visit

Yes

No

Virtual Care Services

Benefits are available only
when services are delivered

Urgent Care
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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 What Is the Co- Does the Amount
Service payment or Co- You Pay Apply to
insurance You Pay? the

This May Include a Out-of-Pocket
Co-payment, Co- Limit?

insurance or Both.

through a Designated None Yes
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.

Allowed Amounts

e  For Network Benefits for Covered Healt
sharing obligations, you are not responsi
provider bills.

d by a Network provider, except for your cost
etween Allowed Amounts and the amount the

ed at certain Network facilities on a
ou are not responsible, and the out-of-Network
ment, Co-insurance or deductible which is based

e  For Covered Health Care Services that are
non-Emergency basis from out-of-Networ

e  For Covered Health Care Se illary Services received at certain Network facilities on a
non-Emergency basis from o jans who have not satisfied the notice and consent
criteria or fo 1 that arise at the time a non-Ancillary Service is

as been satisfied as described below, you are not responsible, and
or amounts in excess of your Co-payment, Co-insurance or

e Services that are Air Ambulance services provided by an out-of-Network provider,
nd the out-of-Network provider may not bill you, for amounts in excess of your
o-insurance or deductible which is based on the rates that would apply if the service
Network provider which is based on the Recognized Amount as defined in the Policy.

nefits, Allowed Amounts are based on the following:

e  When Covered Health Care Services are received from a Network provider, Allowed Amounts are our contracted
fee(s) with that provider.

¢  When Covered Health Care Services are received from an out-of-Network provider as arranged by us, including
when there is no Network provider who is reasonably accessible or available to provide Covered Health Care
Services, Allowed Amounts are an amount negotiated by us or an amount permitted by law. Please contact us if
you are billed for amounts in excess of your applicable Co-insurance, Co-payment or any deductible. We will not
pay excessive charges or amounts you are not legally obligated to pay.
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When Covered Health Care Services are received from an out-of-Network provider as described below,
Allowed Amounts are determined as follows:

For non-Emergency Covered Health Care Services received at certain Network facilities from out-of-Network
Physicians when such services are either Ancillary Services, or non-Ancillary Services that have not satisfied the
notice and consent criteria of section 2799B-2(d) of the Public Health Service Act with respect to a visit as defined by
the Secretary (including non-Ancillary Services that have satisfied the notice and consent criteri nforeseen,
urgent medical needs arise at the time the services are provided), the Allowed Amount is bas 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 out-of-Ne
e  The amount determined by Independent Dispute Resolution (IDR).

For the purpose of this provision, "certain Network facilities" are limited

and any other facility specified by the Secretary.

IMPORTANT NOTICE: For Ancillary Services, non-Ancilla
Ancillary Services for unforeseen or urgent medical need
and consent has been satisfied, you are not responsib
amounts in excess of your applicable Co-payment, Co
Amount as defined in the Policy.

ded for which notice
not bill you, for

For Emergency Health Care Services provi work provider, the Allowed Amount is based on
one of the following in the order listed below a

e  The reimbursement rate as determined by
e  The reimbursement rate as determined by st

e The initial payment mad reed to by the out-of-Network provider and us.

IMPORTANT NOTICE: You are not i -of-Network provider may not bill you, for amounts in
excess of your applicable Co-payment i

as determined by state law.
de by us, or the amount subsequently agreed to by the out-of-Network provider and us.

by Independent Dispute Resolution (IDR).

You'are not responsible, and an out-of-Network provider may not bill you, for amounts in
ent, Co-insurance or deductible which is based on the rates that would apply if the service
ork provider which is based on the Recognized Amount as defined in the Policy.

udes mileage, is a rate agreed upon by the out-of-Network provider or, unless a different amount is
required pplicable law, determined based upon the median amount negotiated with Network providers for the
same or similar service.

IMPORTANT NOTICE: Out-of-Network providers may bill you for any difference between the provider's billed charges
and the Allowed Amount described here.
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Provider Network

We arrange for health care providers to take part in a Network. Network providers are independent practitioners. They
are not our employees. It is your responsibility to choose your provider.

Our credentialing process confirms public information about the providers' licenses and other credentials, but does not
assure the quality of the services provided.

Before obtaining services you should always verify the Network status of a provider. A provid
You can verify the provider's status by calling the telephone number on your ID card. A dir
available by contacting us at www.myuhc.com/exchange or the telephone number on yo
If you receive a Covered Health Care Service from an out-of-Network provider and we
receipt of the Covered Health Care Service that the provider was a Network provider, eit
provider directory, or in a response to your request for such information (via telephone, elec
internet-based means), you may be eligible for cost sharing (Co-payment, Co-insurance and a
that would be no greater than if the service had been provided from a Network provider.

copy.

(non-renewal or expiration) of the provider's contract, you i igi i e from your current
provider under the same terms and conditions that woulg i i provider's contract

If you are currently undergoing a course of tr i )f-Network Physician or health care facility, you
may be eligible to receive transition of care Be i eriod is available for specific medical services
and for limited periods of time. If you have ques i ist ition of care reimbursement policy or would
like help to find out if you are eligible for transitio [ all the telephone number on your ID card.
Do not assume that a Network overed Health Care Services. Some Network
providers contract with us to i re Services, but not all Covered Health Care

chosen by us. If ya in d Health Care Services for which expertise is limited, we may
direct you to a Ne

th Care Services are received from out-of-Network providers. In this situation, your Network
tify us and, if we confirm that care is not available from a Network provider, we will work with you and
your Network Physician to coordinate care through an out-of-Network provider.
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Outpatient Prescription Drugs Schedule of Benefits

When Are Benefits Available for Prescription Drug Products?

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

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

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

If a Generic becomes available for a Brand-name Prescription Drug Product, the tier placem
Prescription Drug Product may change. Therefore, your Co-payment and/or Co-insurance may
longer have Benefits for that particular Brand-name Prescription Drug Product.

How Do Supply Limits Apply?

Prescription Drug Product up to the stated supply limit.

Note: Some products are subject to additional supply limi ; it ped. Supply limits
are subject, from time to time, to our review and chang i imi i per Prescription Order

guired to obtain prior authorization from us
determine whether the Prescription Drug

Product requires notification/prior authorization by contacting us at
or the telephone number on your ID card.

im on this basis, you may pay more because you did not obtain prior authorization from us
n Drug Product was dispensed. The amount you are reimbursed will be based on the
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
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.
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Does Step Therapy Apply?

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

You may find out whether a Prescription Drug Product is subject to step therapy requirements by
www.myuhc.com/exchange or the telephone number on your ID card.

Your Right to Request an Exception When a Medication is
Prescription Drug List (PDL)

When a Prescription Drug Product is not listed on the PDL, you or your representative ma
gain access to the excluded Prescription Drug Product. To make a request, contact us in wri
number on your ID card. We will notify you of our determination within 72 hours.

Please note, if your request for an exception is approved by us, you may
payment and/or Co-insurance based on the Prescription Drug Product
For example, if you have a 5-tier plan, then the 4th tier would be conside

Urgent Requests

If your request requires immediate action and a delay could ¢
to regain maximum function, call us as soon as possible.
24 hours.

External Review

alth, or the ability
termination within

If you are not satisfied with our determination
review. You or your representative may requ
set out in the determination letter or by calling
Organization (IRO) will notify you of our determi

Expedited External Review

If you are not satisfied with our, inati i uest and it involves an urgent situation, you or your
representative may request a
a written request to the address
24 hours.

What Do You F

You are responsi 3 ible stated in this Schedule of Benefits which is part of your Policy
before Benefits fo )
may not permit certs
Deductible.

pharmaceutical manufacturers or an affiliate to apply to your Annual
8t Share Preventive Care Medications are not subject to payment of the Annual

the applicable Co-payment and/or Co-insurance described in the Benefit Information
for paying a Co-payment and/or Co-insurance for PPACA Zero Cost Share Preventive

t or Co-insurance percentage you pay for a Prescription Drug Product will not exceed the
harge of the Prescription Drug Product.

e  Certain coupons or offers from pharmaceutical manufacturers or an affiliate.

e Any non-covered drug product. You are responsible for paying 100% of the cost (the amount the pharmacy
charges you) for any non-covered drug product. Our contracted rates (our Prescription Drug Charge) will not be
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

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.
P e  The Network Pharmacy's Usual and Custom

Co-insurance for the Prescription Drug Product.

Co-insurance for a Prescription Drug e  The Prescription Dru rge for that Prescription
Product at a Network Pharmacy is a Product.

percentage of the Prescription Drug

Charge.

Special Programs: We may have following:
certain programs in which you may
receive a reduced Co-payment and/or * The g
Co-insurance based on your actions N
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
www.myuhc.com/exchange or the
telephone number on your ID

s for paying a Co-payment and/or Co-
0 Cost Share Preventive Care

y supply of insulin products from
List at a Network Pharmacy for $0 cost
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Schedule of Benefits Information Table

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.

Prescription Drug Products supply limit:

=  Retail Network Pharmacy — 34 or 102 days
=  Mail Order Network Pharmacy —102 days
=  Specialty and Opioid Prescription Drug Products at a Network Pharmacy — 34

Ask your Physician to write your Prescription Order or Refill for a 102-day supply,
not 34-day supply with three refills.

You will be charged a Co-payment and/or Co-insurance based on the day supply dispens
be delivered for any Prescription Orders or Refills at any Network Pharmacy.

AMOUNTS SHOWN ARE YOUR COST RESPONSIBILITY AFTEF
BEEN MET

The amounts you are required to pay as shown below are b

Retail Network Pharm dail Org Network Pharmacy

34-Day Supply 02-Day Supply

Tier 1 None

Not subject to payment of t
Annual Deductible

Not subject to payment of the
Annual Deductible

Tier 2 $5 per Prescription Order or ion Order | $12.50 per Prescription Order

Refill. or Reéfill.

Not subject to payment of the
Annual Deductible.

Tier 3

40% of the Prescription Drug
per Prescription Order | Charge per Prescription Order

or Réfill.
Subject to payment of the Subject to payment of the
Annual Deductible. Annual Deductible.

45% of the Prescription Drug 45% of the Prescription Drug
Charge per Prescription Order | Charge per Prescription Order

or Refill. or Refill.
Subject to payment of the Subject to payment of the
Annual Deductible. Annual Deductible.

50% of the Prescription Drug 50% of the Prescription Drug
Charge per Prescription Order | Charge per Prescription Order

or Refill. or Refill.
ct to payment of the Subject to payment of the Subject to payment of the
ual Deductible. Annual Deductible. Annual Deductible.
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Pediatric Dental Care Services Schedule of Benefits

How do you Access Pediatric Dental Care Services?

Network Benefits

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

Dental Provider.
no event, will you

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

provider. We can provide help in referring you to a Network Dental Pro

We will make available to you a Directory of Network Dental Providers. Y
your identification (ID) card to determine which providers participaig,in the

Benefits are not available for Dental Care Services that are

Payment Information
Benefits:

f the negotiated contract fee between us and
Our negotiated rate with the provider is ordinarily

Benefits for Allowed Dental Amounts are deter;
the provider rather than a percentage of the
lower than the provider's billed charge.

A Network provider cannot charge you or us for
you agree to receive a service or supply that is n

Benefits

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

Limited™to mes per 12 months. Covered as a
separate Benefit only if no other service was done None
during the visit other than X-rays.
Periodic oral evaluation.

Limited oral evaluation - problem focused.

Teledentistry - synchronous - real time encounter.
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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 Procedure Codes, Benefit Description | Benefits

and Frequency Limitations? 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.

The following services are not subject to a frequency
limit.

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

only.

Intraoral - periapical radiogra
only.

None
Bitewings - two fi
Bitewings - four fil

None
3-D Photographic image - image capture only.
The following services are limited to two images per
calendar year. None

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

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

What Are the Procedure Codes, Benefit Description
and Frequency Limitations?

Benefits

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

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 Oral/facial photographic image obtained intra-orally
or extra-orally - image capture only.

None

Preventive Services - (Not subject to payment of the Annual Deductib

Dental Prophylaxis (Cleanings)

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

Prophylaxis

Fluoride Treatments

The following service is limited to three time
months.

Fluoride.

Sealants (Protective Coating)

The following services are li
months.

None

ilateral - per quadrant.

bilateral maxillary.

ond bilateral space maintainer -

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.

None
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Dental Amounts.

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

What Are the Procedure Codes, Benefit Description
and Frequency Limitations?

Benefits

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

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 - (Subject to payment of the Annual Deductible.)

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, primary or permanent.
Amalgams - two surfaces, primary or permanent.
Amalgams - three surfaces, primary or permanent.

Amalgams - four or more surfaces, primary or
permanent.

40%

Composite Resin Restorations (Tooth Colore

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

Resin-based composite - on
Resin-based composite - two s
Resin-based composite - three su

Resin-based con ite - four or more
involving inciset X erior.

Crowns/Inlays/O ; 0 f the Annual Deductible.)

The following servic

mic Substrate.
d to high noble metal.

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.

40%
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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 Procedure Codes, Benefit Description | Benefits

and Frequency Limitations? The Amount You Pay Which May Include a Co-
insurance or Co-Payment.

Crown - full cast predominately base metal.

Crown - full cast noble metal.

Crown - titanium and titanium alloys.

Prefabricated stainless steel crown - primary tooth.
Prefabricated stainless steel crown - permanent tooth.
The following services are not subject to a frequency
limit.

Inlay - metallic - one surface.

Inlay - metallic - two surfaces.

Inlay - metallic - three surfaces.

Re-cement inlay.
Re-cement crown.

The following service is not subject to a frequency limit.
Protective restoration.

The following service is limited to one time p
every 60 months.

Prefabricated porcelain crown - primary.
Core buildup, including any pi

The following service is not s
40%

40%

40%

limited to one time per tooth

ooth surface.

(Subject to payment of the Annual Deductible.)

The following service is not subject to a frequency limit.
Therapeutic pulpotomy (excluding final restoration). 40%

The following service is not subject to a frequency limit.

Partial pulpotomy for apexogenesis - permanent tooth 40%
with incomplete root development.
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Dental Amounts.

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

What Are the Procedure Codes, Benefit Description
and Frequency Limitations?

Benefits

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

The following services are not subject to a frequency
limit.

Pulpal therapy (resorbable filling) - anterior primary
tooth (excluding final restoration).

Pulpal therapy (resorbable filling) - posterior, primary
tooth (excluding final restoration).

40%

The following services are not subject to a frequency
limit.

Anterior root canal (excluding final restoration).
Bicuspid root canal (excluding final restoration).
Molar root canal (excluding final restoration).
Retreatment of previous root canal therapy - anterior.
Retreatment of previous root canal therapy - bicuspi
Retreatment of previous root canal therapy - molar.

The following services are not subject to a fi
limit.
Apexification/recalcification - initial visit.

Apexification/recalcification - interim medication
replacement.

Apexification/recalcification -

40%

The following service is not subj
Pulpal regeneration.

40%

each additional root.

tion - anterior.

or repair of root resorption - premolar.

Surgical exposure of root surface without apicoectomy
or repair of root resorption - molar.

40%

The following service is not subject to a frequency limit.

Root amputation - per root.

40%
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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 Procedure Codes, 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.

Hemisection (including any root removal), not including
root canal therapy.

40%

Periodontics - (Subject to payment of the Annual Deductible.)

The following services are not subject to a frequency
limit.

Gingivectomy or gingivoplasty - four or more teeth.
Gingivectomy or gingivoplasty - one to three teeth.

Gingivectomy or gingivoplasty - with restorative
procedures, per tooth.

40%

The following services are limited to one every 36
months.

Gingival flap procedure , four or more teeth.

Gingival flap procedure, including root planin
three contiguous teeth or tooth bounded sp
quadrant.

The following service is not subject to a freque
Clinical crown lengthening - hard tissue.

The following services are li
months.

Osseous surgery.

quadrant.
Bone replaceme

The following servi@
limit.

40%
40%
e graft - first tooth.
Free soft tissue graft - additional teeth.
The following services are limited to one time per
quadrant every 24 months.
Periodontal scaling and root planing - four or more teeth 40%

per quadrant.
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Dental Amounts.

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

What Are the Procedure Codes, Benefit Description
and Frequency Limitations?

Benefits

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

Periodontal scaling 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 to once
every twelve months.

Full mouth debridement to enable comprehensive
evaluation and diagnosis.

40%

The following service is limited to four times every 12
months in combination with prophylaxis.

Periodontal maintenance.

Removable Dentures - (Subject to payment of the A

The following services are limited to a frequency of O
every 60 months.

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

Immediate denture - mandibular.

Maxillary partial
resin denture b¢
materials, rests 3

denture - resin base
g materials, rests and teeth).

denture - resin base
aterials, rests and teeth).

rtial denture - cast metal
enture bases (including

ular partial denture - cast metal
resin denture bases (including
retentive/clasping materials, rests and teeth).

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

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

What Are the Procedure Codes, 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 cast
metal (including retentive/clasping materials, rests, and
teeth), mandibular.

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 - man
Repair broken complete denture base - maxilla
Replace missing or broken teeth - complete dent!
Repair resin denture base.
Repair resin partial denture b
Repair resin partial denture base -
Repair cast framework.
Repair cast pa
Repair cast partia

Repair or replace B materials -

per tooth.

ited to rebasing performed
er the initial insertion with a
one time per 12 months.

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).

40%
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Dental Amounts.

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

What Are the Procedure Codes, Benefit Description
and Frequency Limitations?

Benefits

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 frequency
limit.

Tissue conditioning (maxillary).

Tissue conditioning (mandibular).

Bridges (Fixed partial dentures) - (Subject to payme

The following services are not subject to a frequenc
limit.

Pontic - cast high noble metal.

Pontic - cast predominately base metal.
Pontic - cast noble metal.

Pontic - titanium and titanium alloys.

The following se
limit.

Retainer crown - porcelain fused to high noble metal.

40%
40%
- three surfaces.
Onlay - metallic - four or more surfaces.
The following services are limited to one time every 60
months.
Retainer crown - porcelain/ceramic. 40%
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Dental Amounts.

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

What Are the Procedure Codes, Benefit Description
and Frequency Limitations?

Benefits

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

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 predominately base metal.
Retainer crown - full cast noble metal.

The following service is not subject to a frequ,
Re-cement or re-bond fixed partial denture.

The following services are not subject to a fre
limit.

Core build up for retainer, including any pins.
Fixed partial denture repair
material failure.

posed root.

9.a frequency

ooth requiring elevation of
oval of bone and/or section

soft tissue.

tooth - completely bony with
plications.

Coronectomy - intentional partial tooth removal.

40%

The following service is not subject to a frequency limit.

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

40%

The following service is not subject to a frequency limit.
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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 Procedure Codes, Benefit Description
and Frequency Limitations?

Benefits

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

Surgical access of an unerupted tooth.

40%

The following services are not subject to a frequency
limit.

Alveoloplasty in conjunction with extractions - per
quadrant.

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

Alveoloplasty not in conjunction with extractions - per
quadrant.

Alveoloplasty not in conjunction with extractions - one to
three teeth or tooth spaces - per quadrant.

40%

The following service is not subject to a frequency limit,
Removal of lateral exostosis (maxilla or mandible).

The following services are not subject to a frequency
limit.

Incision and drainage of abscess.

Suture of recent small wounds up to 5 cm.
Collect - apply autologous product.

Bone replacement graft for rid
Buccall/labial frenectomy (fre

Lingual frenectomy (frenulectom
Excision of pericoronal gingiva.

40%

minutes.
eral anesthesia - first 15 minutes.

oderate (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.

40%
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Dental Amounts.

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

What Are the Procedure Codes, Benefit Description
and Frequency Limitations?

Benefits

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

Covered only when clinically Necessary.

Consultation (diagnostic service provided by a dentist or
Physician other than the practitioner providing

Occlusal guard - hard appliance, partial arch.

treatment). 40%
The following are limited to one guard every 12 months.
Occlusal guard - hard appliance, full arch.

Occlusal guard - soft appliance, full arch. 40%

Implant Procedures - (Subject to payment of the Annual Deg

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

Endosteal implant.
Surgical placement of interim implant body.
Eposteal implant.

Transosteal implant, including hardware.
Implant supported complete denture.
Implant supported partial denture.
Connecting bar implant or ab t supported.
Prefabricated abutment.

Custom abutment.

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.
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Dental Amounts.

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

What Are the Procedure Codes, Benefit Description
and Frequency Limitations?

Benefits

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

Abutment supported retainer for porcelain fused to
predominately base metal fixed partial denture.

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

Abutment supported retainer for cast high noble metal
fixed partial denture.

Abutment supported retainer for predominately base
metal fixed partial denture.

Abutment supported retainer for cast metal fixed partial
denture.

Implant supported retainer for ceramic fixed partial
denture.

Implant supported retainer for FPD - porcelain fused t
high noble alloys.

Implant supported retainer for metal FPD - high noble
alloys.

Implant/abutment supported fixed partial den
completely edentulous arch.

Implant/abutment supported fixed partial dentur
partially edentulous arch.

Implant maintenance proced

Scaling and debridement in th
inflammation or mucositis of a si

Implant suppo
predominantly b

Repair implant abutment.
Remove broken implant retaining screw.

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

Implant supported retainer - porcelain fused to
predominantly base alloys.
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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 Procedure Codes, Benefit Description | Benefits

and Frequency Limitations? The Amount You Pay Which May Include a Co-
insurance or Co-Payment.

Implant supported retainer for FPD - porcelain fused to
noble alloys.

Implant removal - there is no frequency limit.
Debridement peri-implant defect.
Debridement and osseous peri-implant defect.
Bone graft peri-implant defect.

Bone graft implant replacement.

Implant/abutment supported interim fixed denture for
edentulous arch - mandibular.

Implant/abutment supported interim fixed denture for
edentulous arch - maxillary.

Implant supported retainer - porcelain fused to titaniu
and titanium alloys.

Implant supported retainer for metal FPD -
predominantly base alloys.

Implant supported retainer for metal FPD - n

Implant supported retainer for metal FPD - tita
titanium alloys.

Implant index.
Semi-precision abutment -
Semi-precision attachment - pl

Abutment supported retainer - por:
titanium and titanium alloys.

Medically Necéessa L i to payment of the Annual Deductible.)

Benefits for comp i ati are approved by us, only in those instances that are related to an
or palate, Crouzon’s Syndrome, Treacher-Collins Syndrome, Pierre-
-facial hypertrophy; or other severe craniofacial deformities which result
alocclusion as determined by our dental consultants. Benefits are not available for
treatment for crowded dentitions (crooked teeth), excessive spacing between teeth,

J) conditions and/or having horizontal/vertical (overjet/overbite) discrepancies.

st be prior authorized.

monthly installments over the course of the entire orthodontic treatment plan, starting
hodontic bands or appliances are first placed, or on the date a one-step orthodontic

furnished by a Dental Provider in order to diagnose or correct misalignment of the teeth or the
vailable only when the service or supply is determined to be Medically Necessary.

The following services are not subject to a frequency
limitation as long as benefits have been prior 50%
authorized.

Limited orthodontic treatment of the primary dentition.

Limited orthodontic treatment of the transitional
dentition.
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Dental Amounts.

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

What Are the Procedure Codes, Benefit Description
and Frequency Limitations?

Benefits

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

Limited orthodontic treatment of the adolescent
dentition.

Interceptive orthodontic treatment of the primary
dentition.

Interceptive orthodontic treatment of the transitional
dentition.

Comprehensive orthodontic treatment of the transitional
dentition.

Comprehensive orthodontic treatment of the adolescent
dentition.

Removable appliance therapy.

Fixed appliance therapy.
Pre-orthodontic treatment visit.
Periodic orthodontic treatment visit.
Orthodontic retention.

Removal of fixed orthodontic appliances for
other than completion of treatment.

Repair of orthodontic appliance - maxillary.

Repair of orthodontic appliance - mandibular.
Re-cement or re-bond fixed
Re-cement or re-bond fixed re

Repair of fixed retainer, includes r
maxillary.

Repair of fixed
mandibular.
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Pediatric Vision Care Services Schedule of Benefits

How do you Access Pediatric Vision Care Services?

Network Benefits

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

etwork Vision
provider locator

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

Payment Information

Benefits for Vision Care Services are determined based on the negotia ntract fee between us a
Care Provider. Our negotiated rate with the Vision Care Provider is ordin
billed charge.

Annual Deductible

Unless otherwise stated in the Schedule of Benefits, Bene i isi i ovided under this

Benefit limits are calculated on a calendar year pecifically stated.

Vision Care Service Benefit - The Amount You Pay Based

on the Contracted Rate

Routine Vision Exam or None
Refraction only in lieu of a

Not subject to payment of the Annual
complete exam

Deductible.

Eyeglass Lens

40% per pair of eyeglass lenses.

Single Visio

Subject to payment of the Annual
Deductible.

40% per pair of eyeglass lenses.

Subject to payment of the Annual
Deductible.

40% per pair of eyeglass lenses.

Subject to payment of the Annual
Deductible.

Lenticular 40% per pair of eyeglass lenses.

Subject to payment of the Annual
Deductible.

Lens Extras

e Polycarbonate lenses Three times every 12 months. None

Not subject to payment of the Annual
Deductible.
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Vision Care Service What Is the Frequency of Benefit - The Amount You Pay Based

Service? on the Contracted Rate
e Standard scratch-resistant Three times every 12 months. None
coating Not subject to payment of the Annual
Deducti
Eyeglass Frames Three times every 12 months.

Limited to a one-year warranty.

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

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

Subject to payment o
Deductible.

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

e Eyeglass frames with a retail

cost of $200 - 250. Subject to payment of the Annual

Deductible.

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

40% per eyeglass frame.
Subject to payment of the Annual

Deductible.
Contact Lenses and Fitting
Evaluation
e Contact Lens Fitting & None

Evaluation Not subject to payment of the Annual
Deductible.
e Covered Co a 12 month supply. 40% per supply of contact lenses.

Formulary Subject to payment of the Annual

Deductible.

Limited to a 12 month supply. 40% per supply of contact lenses.

Subject to payment of the Annual
Deductible.

Once every 24 months.

rges at the time
of service. You may then obtain
reimbursement from us.
Reimbursement will be limited to
the amounts stated.

e Low vision testing None

SBN25.1.2022.IEX.KS.BASE 37



Vision Care Service What Is the Frequency of Benefit - The Amount You Pay Based
Service? on the Contracted Rate

Not subject to payment of the Annual
Deductible.

e Low vision therapy
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Section 1: Covered Health Care Services

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 Cover
if it is Medically Necessary. (See definitions of Medically Necessary and Covered Hea
Section 8: Defined Terms.)

o 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 4: When Coverage Ends 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 lliness, s ictive disorders,
disease or its symptoms does not mean that the procedure or tre is a ice under this
Policy.

This section describes Covered Health Care Services fo i i er to the attached
Schedule of Benefits for details about:

) The amount you must pay for these Covered Hea 3 ices’ (including any Annual Deductible, Co-
payment and/or Co-insurance).

o Any limit that applies to these Covered including visit, day and dollar limits on services).

. Any responsibility you ha

Please note that in listing s his includes," it is not our intent to limit the
description to that specific lis i limit a list of services or examples, we state specifically
that the list "is limited to.”

Emergency amb d ambulance service (either ground or Air Ambulance) to the
nearest Hospital € alth Care Services can be performed.

Non-Emergency ambula ) a licensed ambulance service (either ground or Air Ambulance, as we
‘ when the transport meets one of the following:

acute care facility to the closest Network Inpatient Rehabilitation Facility or Network sub-
re the required Covered Health Care Services can be delivered.

rt-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 recovery 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-term or long-term basis.

Clinical Trials
Routine patient care costs incurred while taking part in a qualifying clinical trial for the treatment of:
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. Cancer or other life-threatening disease or condition. For purposes of this Benefit, a life-threatening disease or
condition is one which is likely to cause death unless the course of the disease or condition is interrupted.

. Cardiovascular disease (cardiac/stroke) which is not life threatening, when we determine the clinical trial meets
the qualifying clinical trial criteria stated below.

. Surgical musculoskeletal disorders of the spine, hip and knees, which are not life threateni hen we
determine the clinical trial meets the qualifying clinical trial criteria stated below.

. Other diseases or disorders which are not life threatening, when we determine the cli
qualifying clinical trial criteria stated below.

Benefits include the reasonable and necessary items and services used to prevent, dia
arising from taking part in a qualifying clinical trial.

Benefits are available only when you are clinically eligible, as determined by the researcher, to
qualifying clinical trial.

Routine patient care costs for qualifying clinical trials include:

o Covered Health Care Services for which Benefits are typically provi
o Covered Health Care Services required solely for the follg

L] The provision of the Experimental or Investiga

L] The clinically appropriate monitoring of the

] The prevention of complications.
o Covered Health Care Services needed fi

Experimental or Investigational Servic
Routine costs for clinical trials do not include:
. The Experimental or Investigational Servic ptions to this are:

] Certain Category

the detection or treatment of such non-life-threatening disease or disorder. It meets any of
he bulleted list below.

ions) by one or more of the following:

ational Institutes of Health (NIH). (Includes National Cancer Institute (NCI).)
" Centers for Disease Control and Prevention (CDC).

. Agency for Healthcare Research and Quality (AHRQ).

" Centers for Medicare and Medicaid Services (CMS).

" A cooperative group or center of any of the entities described above or the Department of Defense
(DOD) or the Veterans Administration (VA).
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Dental Anesthesia
Administration of general anesthesia and faci

= A qualified non-governmental research entity identified in the guidelines issued by the National Institutes
of Health for center support grants.

= The Department of Veterans Affairs, the Department of Defense or the Department of Energy if the study
or investigation has been reviewed and approved through a system of peer review. The peer review
system is determined by the Secretary of Health and Human Services to meet both of jhe following

criteria:

. Comparable to the system of peer review of studies and investigations u the National
Institutes of Health.

‘. Ensures unbiased review of the highest scientific standards by qua

interest in the outcome of the review.

The study or investigation takes place under an investigational new drug application re
and Drug Administration.

The study or investigation is a drug trial that is exempt from havin
application.

The clinical trial must have a written protocol that describes a SC|ent|
approved by all relevant institutional review boards (/IRB
time, request documentation about the trial.

The subject or purpose of the trial must be the eva i i he definition of a
Covered Health Care Service and is not otherwi

The Covered Person is a child five years
The Covered Person is severely disabled.

The Covered Person has i that requires hospitalization or general anesthesia
when dental care is pro

The dental da i that first contact with a Physician or dentist happened within 72 hours of
the accident. [

age caused by accidental Injury must follow these time-frames:

ed within three months of the accident, or if not a Covered Person at the time of the accident,
within the fir, ree months of coverage under the Policy, unless extenuating circumstances exist (such as
italization or the presence of fixation wires from fracture care).

ental imaging services in connection with covered oral surgery if treatment begins within 30 days.

Treatment must be completed within 12 months of the accident, or if not a Covered Person at the time of the
accident, within the first 12 months of coverage under the Policy.

Benefits for treatment of accidental Injury are limited to the following:

Emergency exam.

Diagnostic X-rays.
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o Endodontic (root canal) treatment.

. Temporary splinting of teeth.

. Prefabricated post and core.

. Simple minimal restorative procedures (fillings).

o Extractions.

. Post-traumatic crowns if such are the only clinically acceptable treatment.
. Replacement of lost teeth due to Injury with implant, dentures or bridges.

Oral Surgical Services and Services for Accidental Injuries to Sound Natural Teeth, limite

o Surgical procedures of the jaw and gums.

) Removal of tumors and cysts of the jaws, cheeks, lips, tongue, roof and floor of the mouth.

. Removal of exostoses (bony growths) of the jaw and hard palat

o Treatment of fractures and dislocations of the jaw and facial bones.

) Surgical removal of impacted teeth.

. Treatment of Sound Natural Teeth caused by an A ent of Sound Natural

Teeth lost due to the Accidental Injury.

o Cylindrical endosseous dental implants, i imple subperiosteal implants and the associated
fixed and/or removable prosthetic applianc rgical resection of either benign or malignant lesions
(NOT including inflam ions).

Diabetes Services

Diabetes Self-Management and T Services

"Diabetes self-ma sment training an tional services" means instruction in an inpatient or outpatient setting
: diabetic management process and daily management of diabetic
therapy as a met ) ations and complications, when the instruction is provided in
accordance with a i ge Wi National Standards of Diabetes Self-Management Education
Program as develop 2tes Association. Diabetes self-management training and educational
services includes co
ered or licensed health care professional. Diabetes self-management training and

10t include programs with the primary purpose of weight reduction. Benefits also include

he legally blind, certain insulin pumps, and certain continuous glucose monitors are described
atient Prescription Drugs section. Certain continuous glucose monitors and insulin pumps are subject
to all the conditions of coverage stated under Durable Medical Equipment (DME).

Durable Medical Equipment (DME)

Benefits are provided for DME. If more than one item can meet your functional needs, Benefits are available only for
the item that meets the minimum specifications for your needs. If you purchase an item that exceeds these minimum
specifications, we will pay only the amount that we would have paid for the item that meets the minimum
specifications, and you will be responsible for paying any difference in cost.
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DME includes, but isn’t limited to:

J Canes.

. Cochlear implants and batteries for cochlear implants.
. Commode chairs.

. Continuous glucose monitors.

. Continuous passive motion devices.

. Continuous Positive Airway Pressure (CPAP) devices.
. Crutches.

. Hospital beds.

. Infusion pumps.
o Nebulizers.
o Oxygen equipment.

. Patient lifts.

. Pressure-reducing support surfaces.
o Suction pumps.

. Traction equipment.

. Walkers.

. Manual Wheelchairs.

Benefits are available for fitting, repairs and replac as described in Section 2: Exclusions and

These Benefits apply to extern
Covered Health Care Service for

, items that are fully implanted into the body are a
ble under the applicable medical/surgical Covered Health

Emergency
Services that are i ili i ment in an Emergency. Emergency Health Care Services must be

this Benefit, "habilitative services" means Skilled Care services that are part of a prescribed treatment
plan or maintenance program to help a person with a disabling condition to keep, learn or improve skills and
functioning for daily 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.
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o Occupational therapy.
. Speech therapy.
. Post-cochlear implant aural therapy.

. Cognitive therapy.

Benefits are provided for habilitative services for both inpatient services and outpatient therap
disabling condition when both of the following conditions are met:

you have a

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

The following are not habilitative services:

o Custodial Care.

. Respite care.

. Day care.

° Therapeutic recreation.

. Educational/vocational training.

o Residential Treatment.

. A service or treatment p tional goals.

ctical nurse and supervised by a registered nurse.

) Provided on a part-time, Intermittent Care schedule.
. Provided when Skilled Care is required.
. Provides each patient with a planned program of observation and treatment by a Physician, in accordance with

existing standards of medical practice for the Sickness or Injury requiring the Home Health Care.

We will determine if Benefits are available by reviewing both the skilled nature of the service and the need for
Physician-directed medical management.
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Private Duty Nursing

Private Duty Nursing services provided in the home when provided through a Home Health Agency and authorized in
advance by us. Your Physician must certify to us that Private Duty Nursing services are Medically Necessary for your
condition and not merely custodial in nature. Private Duty Nursing services may be provided if they are determined by
us to be more cost effective than can be provided in a Facility setting.

Hospice Care

Hospice care that is recommended by a Physician. Hospice care is an integrated program
support services for the terminally ill. It includes the following:

. Physical, psychological, social, spiritual and respite care for the terminally ill perso
. Short-term grief counseling for immediate family members while you are receiving hos
Benefits are available when you receive hospice care from a licensed hospice agency.

You can call us at the telephone number on your ID card for informatio ut our guidelines for hos

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

Benefits are available for:
. Supplies and non-Physician services received d
. Room and board in a Semi-private Room (a roo

o Physician services for radiologists, ane i i glogists and Emergent ER Services Physicians.
i iy sician Fees for Surgical and Medical Services.)

. We may approve a lower level-setting (su ility) in lieu of a Hospital through case
management as long as the services provi ices that are not primarily Custodial Care.

Benefits for an Inpatient Stay in i e manner when Emergency Health Care Services
received in a foreign country r

. You are 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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Lab, X-Ray and Diagnostic - Outpatient

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

o Lab and radiology/X-ray.

. Mammography.

Benefits include:

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

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

. Genetic Testing ordered by a Physician which results in available medical treatment opti
Counseling.

. Presumptive Drug Tests and Definitive Drug Tests.

Lab, X-ray and diagnostic services for preventive care are described unde ntive Care Services.

CT scans, PET scans, MRI, MRA, nuclear medicine and major g
Diagnostic and Imaging - Outpatient.

Major

Benefits do not include laboratory services performed b dependen d by Medicare.

Major Diagnostic and Imaging - Outpatient

Services for CT scans, PET scans, MRI, MRA, > ajor diagnostic services received on an
outpatient basis at a Hospital or Alternate Fa i i

Benefits include:
) The facility charge and the charge for sup

. Physician services for radi
are described under P

. Residential Treatment.

. Partial Hospitalization/Day Treatment/High Intensity Outpatient.
) Intensive Outpatient Program.

. Outpatient treatment.
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Inpatient treatment and Residential Treatment includes room and board in a Semi-private Room (a room with two or
more beds).

Services include the following:

° Diagnostic evaluations, assessment and treatment and/or procedures.

. Medication management.

) Individual, family, and group therapy.

o Crisis intervention.

. Mental Health Care Services for Autism Spectrum Disorder (including Intensive B

Applied Behavior Analysis (ABA)) that are the following:
] Focused on the treatment of core deficits of Autism Spectrum Disorder.

= Provided by a Board Certified Behavior Analyst (BCBA) or other qualified provider un
supervision.

= Focused on treating maladaptive/stereotypic behaviors that a
property, and impairment in daily functioning.

This section describes only the behavioral componen der. Medical

Necessary Medical Supplies

Medical supplies that are used with covered
the item/device (e.g., oxygen tubing or mask,

pump).

e supply is necessary for the effective use of
celchairs and prosthetics, or tubing for a delivery

Orthotics

Orthotic devices means rigid or, i-rigi i i estrict or eliminate motion of a weak or diseased
body part.

Orthotic braces, including neede races, braces that stabilize an injured body part and braces

to treat curvature of the spine are a

Benefits are availa except as described in Section 2: Exclusions and
Limitations.

Pharmaceutica

Pharmaceutical Prod are Services administered on an outpatient basis in a Hospital,
Alternate Facility, Ph

armaceutical Products which, due to their traits (as determined by us), are administered
alified provider or licensed/certified health professional. Depending on where the
inistered, Benefits will be provided for administration of the Pharmaceutical Product

it category in this Policy. Benefits for medication normally available by a prescription or
d as’described under the Outpatient Prescription Drugs section of this Policy.

armaceutical Products, including specialty Pharmaceutical Products, we may direct you to a
Entity. Such Dispensing Entities may include an outpatient pharmacy, specialty pharmacy,
provider, Hospital-affiliated pharmacy or hemophilia treatment center contracted pharmacy.

er are directed to a Designated Dispensing Entity and you/your provider choose not to get your
Pharmaceutical Product from a Designated Dispensing Entity, Benefits are not available for that Pharmaceutical
Product.

Certain Pharmaceutical Products are subject to step therapy requirements. This means that in order to receive
Benefits for such Pharmaceutical Products, you must use a different Pharmaceutical Product and/or prescription drug
product first. You may find out whether a particular Pharmaceutical Product is subject to step therapy requirements by
contacting us at www.myuhc.com/exchange or the telephone number on your ID card.
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We may have certain programs in which you may receive an enhanced Benefit 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 www.myuhc.com/exchange or the telephone number
on your ID card.

Physician Fees for Surgical and Medical Services

Physician fees for surgical procedures and other medical services received on an outpatient o ient basis in a
Hospital, 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
regardless of whether the Physician's office is freestanding, located in a clinic or located in a

Covered Health Care Services include medical education services that are provided in a Physici
appropriately licensed or registered health care professionals when both of the following are true:

. Education is required for a disease in which patient self-manage

a part of treatment.

of a trained heal

. There is a lack of knowledge regarding the disease which requires th
Covered Health Care Services include:
e  Genetic Counseling.

e  Allergy testing and injections.

e  Medical nutrition therapy provided by a licensed die
to treat a chronic illness or condition.

ist, working in coordination with a Physician,

e Remote Physiologic Monitoring services.

mass measurement is m

Covered Health Care Services fo d in a Physician's office are described under Preventive
Care Services.

radiology/X-ray or o i hether performed in or out of the Physician's office are described under
Lab, X-ray and Diag [ 2

y Services
de all maternity-related medical services for prenatal care, postnatal care, delivery and

enefits are available to all Covered Persons in the immediate family. Covered Health Care
tests and treatment.

r the mother and newborn child following a normal vaginal delivery.
. 96 hours for the mother and newborn child following a cesarean section delivery.

If the mother agrees, the attending provider may discharge the mother and/or the newborn child earlier than these
minimum time frames.

Benefits for Pregnancy include delivery and obstetrical expenses of the birth mother incurred at birth for a child who is
adopted within 90 days of birth by the Subscriber.
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Preventive Care Services

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

. Evidence-based items or services that have in effect a rating of "A" or "B" in the current r
the United States Preventive Services Task Force.

. Immunizations that have in effect a recommendation from the Advisory Committe
of the Centers for Disease Control and Prevention, including immunizations for
from birth to age six. Immunizations for Enrolled Dependent children from birth to

= Five doses of vaccine against diphtheria.
. Pertussis.
. Tetanus.
= Four doses (at least) of vaccine against polio and Haemophi
= Three doses of vaccine against Hepatitis B.
= Two doses of vaccine against measles, mump
. One dose of vaccine against varicella, and such g

o With respect to infants, children and adolescents, €
for in the comprehensive guidelines su i Resources and Services Administration.

. With respect to women, such additional eenings as provided for in comprehensive
guidelines supported by the Health Reso ] inistration. Contraceptive devices, including
the insertion or removal of, and any Medic ONS, examinations, or procedures
associated with, the use of intrauterine devi i s, injectable contraceptives, and implanted hormonal

n and associated anesthesia.

. Pap smea breast tomosynthesis. Pap smears and mammograms may be
performed federal health care financing administration and performed by
American

Benefits defined und and Services Administration (HRSA) requirement include one breast

pump per Pregnancy dbirth. Breast pumps must be ordered by or provided by a Physician. You

ow to access Benefits for breast pumps by contacting us at www.myuhc.com/exchange
1 your ID card.

c re informa

f more than on » can meet your needs, Benefits are available only for the most cost-effective pump. We

will deter

e most cost-effective.

p should be purchased or rented (and the duration of any rental).

External prosthetic devices that replace a limb or a body part, limited to:

. Artificial arms, legs, feet and hands.
. Artificial face, eyes, ears and nose.
. Breast prosthesis as required by the Women's Health and Cancer Rights Act of 1998. Benefits include

mastectomy bras.
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Benefits are provided only for external prosthetic devices and do not include any device that is fully implanted into the
body. Internal prosthetics are a Covered Health Care Service for which Benefits are available under the applicable
medical/surgical Covered Health Care Service categories in this Policy.

If more than one prosthetic device can meet your functional needs, Benefits are available only for the prosthetic

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

The prosthetic device must be ordered or provided by, or under the direction of a Physicia

Benefits are available for fitting, repairs and replacement, except as described in Secti
Limitations, under Devices, Appliances and Prosthetics.

Reconstructive Procedures
Reconstructive procedures 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
Anomaly. The primary result of the procedure is not a chang
considered a reconstructive procedure.

Cosmetic Procedures are excluded from coverage. C
treatment of a Congenital Anomaly of a newborn child.
socially avoidant behavior as a result of an Inju

reconstruction of the non-affected breast to achi
Cancer Rights Act of 1998, including breast pros
all stages of a mastectomy, are provided in the sa
Health Care Service. You can
mastectomy-related services.

Exclusions include services provi
the surgical procedure is one of the

o Pulmonary rehabilitation therapy.

. Cardiac rehabilitation therapy.

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

Benefits can be denied or shortened when either of the following applies:

. You are not progressing in goal-directed rehabilitation services.

. 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 trea
language, voice, communication and auditory processing only when the disorder resul
Congenital Anomaly.

Scopic Procedures - Outpatient Diagnostic and Therapeutic

Alternate Facility or in a Physician's office.

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

val. Examples of diagnostiC scopic

. Colonoscopy.
. Sigmoidoscopy.
. Diagnostic endoscopy.

Please note that Benefits do not include surgical,sscopic p
Benefits for surgical scopic procedures are d

ch are for the purpose of performing surgery.
Outpatient.

Benefits include:
[ ]

Benefits that apply to certain p i i nder Preventive Care Services.

sis at a Hospital or Alternate Facility or in a Physician's
office.

es of surgical scopic procedures include:

and the charge for supplies and equipment.

es for radiologists, anesthesiologists and pathologists. (Benefits for other Physician services
under Physician Fees for Surgical and Medical Services.)

male sterilization and associated anesthesia.

Tissue transplants and cornea transplants when ordered by a Physician. Benefits are available for tissue and cornea
transplants when the transplant meets the definition of a Covered Health Care Service, and is not an Experimental or
Investigational or Unproven Service. You can call us at the telephone number on your ID card for information
regarding Benefits for tissue and cornea transplant services.
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Telehealth

Benefits are provided for services delivered via Telehealth/Telemedicine. Benefits for these services are provided to
the same extent as an in-person service under any applicable Benefit category in this section unless otherwise
specified in the Schedule of Benefits.

nter from one
ity or another
ude virtual care

Telehealth/Telemedicine - live, interactive audio with visual transmissions of a Physician-patient e
site to another using telecommunications technology. The site may be a CMS defined originati
location such as a Covered Person's home or place of work. Telehealth/Telemedicine does
services provided by a Designated Virtual Network Provider.

Temporomandibular Joint Syndrome (TMJ)

Benefits include charges for Covered Health Care Services to diagnose and treat temporo
craniomandibular disorders when treatment is needed for:

e  Accidental damage.

e Trauma.

e  Congenital Anomaly.
o  Developmental defect.
o  Pathology.

Benefits include services for diagnostic and surgical trg

Benefits for non-surgical treatment of tempor
splints that stabilize or reposition the jaw joint.

Benefits do not include charges that are incurre
movement or repositioning of the teeth, occlusal
or prosthetics (crowns, bridges, dentures, dental i

Therapeutic Treatment

Therapeutic treatments received
including:

. Dialysis (

al education services that are provided on an outpatient basis at a
appropriately licensed or registered health care professionals when both of the

or a disease in which patient self-management is a part of treatment.

>dge regarding the disease which requires the help of a trained health professional.

e and the charge for related supplies and equipment.

The facility
iCi ices for anesthesiologists, pathologists and radiologists. Benefits for other Physician services are
under Physician Fees for Surgical and Medical Services.

Transplantation Services

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

Examples of transplants for which Benefits are available include:
) Bone marrow/stem cell.
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o Heart.
o Heart/lung.

. Lung.

. Kidney.

o Kidney/pancreas.

o Liver.

o Liver/small intestine.
. Pancreas.

) Small intestine.

Donor costs related to transplantation are Covered Health Care Services and are payable through
recipient's coverage under this Policy, limited to donor:

. Identification.

. Evaluation.

. Organ removal.

. Direct follow-up care.

You can call us at the telephone number on your ID ca
Benefits for transplant services.

bout our specific’quidelines regarding

Urgent Care Center Services

Covered Health Care Services received at an
are provided in a Physician's office, Benefits are j i der Physician's Office Services - Sickness
and Injury.

Virtual Care Services
Virtual care for Covered Health i s the diagnosis and treatment of less serious medical

Benefits are ava livered through a Designated Virtual Network Provider. You can find a
Designated Virtua us at www.myuhc.com/exchange or the telephone number on your
ID card.
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Section 2: Exclusions and Limitations

How Do We Use Headings in this Section?

To help you find exclusions, we use headings (for example A. Alternative Treatments below). The
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

Where Are Benefit Limitations Shown?

When Benefits are limited within any of the Covered Healtk i i [ ection 1: Covered
Health Care Services, those limits are stated in the corregSpe
Schedule of Benefits. Limits may also apply to some @ : i nder more than one
Covered Health Care Service category. When this occu :
table. Please review all limits carefully, as we wij
supplies that exceed these Benefit limits.

any of the services, treatments, items or

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
Acupressure and acupu

Aromatherapy.
Hypnotism.
Massage {
Rolfing.

erapy, outdoor therapy, or similar programs.

N o o bk~ 0w b=

apy, dance therapy, animal assisted therapy and other forms of alternative treatment as
al Center for Complementary and Integrative Health (NCCIH) of the National Institutes of
1 does not apply to Manipulative Treatment and non-manipulative osteopathic care for
ided as described in Section 1: Covered Health Care Services.

h includes dental X-rays and other imaging studies, supplies and appliances and all related

expenses, i ing hospitalizations and anesthesia).

does not apply to accident-related dental services for which Benefits are provided as described
tal Services - Accident Only in Section 1: Covered Health Care Services.

This exclusion 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.
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= The direct treatment of cancer or cleft palate.

L] Dental anesthesia for which Benefits are provided as described under Dental Anesthesia in Section 1:
Covered Health Care Services.

Dental care that is required to treat the effects of a medical condition, but that is not necessa
the medical condition, is excluded. Examples include treatment of tooth decay or cavities r
mouth after radiation treatment or as a result of medication.

to directly treat

Endodontics, periodontal surgery and restorative treatment are excluded.

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

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

This exclusion does not apply to preventive care for which Benefj e provided under the Un

related dental services for which Benefits are provided’a ib& - Accident Only in
Section 1: Covered Health Care Services.

Dental braces (orthodontics).

Treatment of congenitally missing, malp ary teeth, even if part of a Congenital Anomaly.

Pharmacological agent(s) inserted into suppress pathogenic microbiota.

Devices, Appliances and Prosthetics
1. Devices used as safety items or to help pe ed activities.

2. Orthotic appliances th
braces, including over-
and cranial banding that m
provided as described under
Covered Hegalth Care Services.

amples include foot orthotics and some types of
sion does not apply to cranial molding helmets
xclusion does not apply to braces for which Benefits are
ent (DME), Orthotics, and Diabetes Services in Section 1:

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

Powered and non-powered exoskeleton devices.
Wigs.

10. Powered Wheelchairs.
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Drugs

Exclusions listed directly below apply to Benefits and services described in Section 1: Covered Health Care Services.
These exclusions do not apply to outpatient prescription drug products for which Benefits are available as described in
the Outpatient Prescription Drugs section of this Policy.

1. Prescription drug products for outpatient use that are filled by a prescription order or refill. S e Outpatient

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

3. Non-injectable medications given in a Physician's office. This exclusion does not appl
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, except as described in the Outpatient

designee.

This exclusion does not apply if you have a life-threg likely to cause

death within one year of the request for treatmen of condition, under
such circumstances, Benefits may be available ‘ i the extent provided in
Section 1: Covered Health Care Services.

(having essentially the same efficacy a
Such determinations may be made up t

8. A Pharmaceutical Product that contains ( i hich is (are) a modified version of and

9. A Pharmaceutical Pro
essentially the same effic
purpose of this exclusion a
it is highly similar to a referenc
differences jfijierms of safety an

file) to another covered Pharmaceutical Product. For the

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

10. Certain Phatma g ere are therapeutically equivalent (having essentially the same
efficacy and & C alternatives available, unless otherwise required by law or approved by us.

xcluded. The fact that an Experimental or Investigational or Unproven Service, treatment,
al regimen is the only available treatment for a particular condition will not result in Benefits if
ered to be Experimental or Investigational or Unproven in the treatment of that particular

oes not apply to a drug that has been prescribed for the treatment of cancer but has not been
approved by the FDA for the treatment of cancer if, the drug is recognized for the treatment of cancer in one of the
standard reference compendia or in substantially accepted peer-reviewed medical literature. Upon our request, your
Physician must submit documentation supporting the use of the drug for the treatment of cancer.

There are no Benefits for any drug that the FDA has determined its use to be contraindicated. Additionally, there are
no Benefits for any drug that is not approved for any indication by the FDA.
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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 1: Covered Health Care Services.

Foot Care
1. Routine foot care. Examples include
Ll Cutting or removal of corns and calluses.
. Nail trimming, nail cutting, or nail debridement.
= Hygienic and preventive maintenance foot care including cleaning and so ying skin

creams in order to maintain skin tone.

This exclusion does not apply to preventive foot care due to conditions associated wi
or peripheral vascular disease.

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

4, Foot orthotics, orthopedic shoes, inserts, modifications, and footwe
Services in Section 1: Covered Health Care Services.

5. Arch supports.

Medical Supplies and Equipment

1. Prescribed or non-prescribed medical supplies a plies. Examples include:

= Compression stockings except a ” Reconstructive Procedures.
= Ace bandages.

= Gauze and dressings.

Ll Items routinely found in the home.

] Ostomy Supplies

. Urinary catheters.

e use of DME or prosthetic devices for which Benefits are
le Medical Equipment (DME) and Prosthetic Devices in Section 1:

sed with DME as described under Durable Medical Equipment (DME) in Section 1:
Services.

scribed publicly available devices, software applications and/or monitors that can be used

Nutrition

d group nutritional counseling, including non-specific disease nutritional education such as general
g ing habits, calorie control or dietary preferences. This exclusion does not apply to preventive care for
which Benefits are provided under the United States Preventive Services Task Force requirement under
Preventive Care Services in Section 1: Covered Health Care Services or nutritional counseling as described
under Physician’s Office Services — Sickness and Injury in Section 1: Covered Health Care Services. This
exclusion also does not apply to medical or behavioral/mental health related nutritional education services that
are provided as part of treatment for a disease by appropriately licensed or registered health care professionals
when both of the following are true:

. Nutritional education is required for a disease in which patient self-management is a part of treatment.
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= 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 1: Covered Health Care Services.

3. Nutritional or dietary supplements, except as required by law. This exclusion includes, b
those nutritional formulas and dietary supplements that can be purchased over-the-co
not require either a written prescription or dispensing by a licensed pharmacist, or ¢ i ing high
dose or mega quantities of vitamins, minerals or elements and other nutrition-ba
supplements and electrolytes.

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

Personal Care, Comfort or Convenience

1. Television.

2 Telephone.

3 Beauty/barber service.

4. Guest service.

5 Supplies, equipment and similar incidental se ‘and supplies f xamples include:

. Air conditioners, air purifiers and filters and'¢
= Batteries and battery chargers.

= Breast pumps. This exclusion do

mps for which Benefits are provided under the
Health Resources and Services A i

irement.
. Car seats.
= Chairs, bath chair,

. Saunas.
" Stair lifts and stair glides.
" Strollers.

. Safety equipment.
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- Treadmills.
. Vehicle modifications such as van lifts.
= Video players.

= Whirlpools.

Physical Appearance

1. Cosmetic Procedures when not determined to be Medically Necessary. See the defj
Terms. Examples include:

= Membership costs and fees for health clubs and gyms. This exclusion does
provided as described under the heading Are Incentives Available to You? in
Provisions.

L] Pharmacological regimens, nutritional procedures or treatments.

= Scar or tattoo removal or revision procedures (such as sa
abrasion procedures).

= Skin abrasion procedures performed as a treatme

on under the male
provided as

= Liposuction or removal of fat deposits considerg
breast and nipple. This exclusion does not ag
described under Reconstructive Procedu

. Treatment for skin wrinkles or any treatme
. Treatment for spider veins.

= Sclerotherapy treatment of veins.

. Hair removal or replacement by an

. Abdominoplasty.
] Blepharoplasty.
] Body contouring,
. Brow lift.

Calf implants.

| implants for chest masculinization.

" Skin resurfacing.

2. Replacement of an existing breast implant if the earlier breast implant was performed as a Cosmetic
Procedure. Note: Replacement of an existing breast implant is considered reconstructive if the first breast
implant followed mastectomy. See Reconstructive Procedures in Section 1: Covered Health Care Services.

3. Treatment of benign gynecomastia (abnormal breast enlargement in males).
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4. Physical conditioning programs such as athletic training, body-building, exercise, fithess, or flexibility.

5. Weight loss programs whether or not they are under medical supervision. Weight loss programs for medical
reasons are also excluded.

Procedures and Treatments
1. Removal of hanging skin on any part of the body. Examples include plastic surgery proc

called

2.

3.

4,

7. Upper and lower jawbone surgery, orthognathic
reconstructive jaw surgery when there is a faciz
impairment.
Surgical treatment of obesity.
Stand-alone multi-disciplinary tobacco aese are programs that usually include health
care providers specializing in tobacco ce 2 a psychologist, social worker or other
licensed or certified professionals. The pr [ ensive psychological support, behavior
modification techniques and medications to i

10.  Breast reduction and au i j d to be a Cosmetic Procedure. This exclusion

impairment or to coverag 's Health and Cancer Rights Act of 1998 for which Benefits
are described under Recon ] ection 1: Covered Health Care Services.

( pvider. Services which are self-directed to a Freestanding Facility or a diagnostic Hospital-
es ordered by a Physician or other provider who is an employee or representative of a
diagnostic Hospital-based Facility, when that Physician or other provider:

based Facility. Se
Freestanding Faci

Ived in your medical care prior to ordering the service, or

ved in your medical care after the service is received.

This exclusi es not apply to mammography.

care services and related expenses for infertility treatments, including assisted reproductive technology,
regardless of the reason for the treatment. This exclusion does not apply to services performed for the
diagnosis, treatment, and correction of the underlying cause of infertility as described under Physician’s Office
Services — Sickness and Injury in Section 1: Covered Health Care Services.

2. The following services related to a Gestational Carrier or Surrogate:

. All costs related to reproductive techniques including:
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= Assisted reproductive technology.

= Artificial insemination.
- Intrauterine insemination.
= Obtaining and transferring embryo(s).

Health care services including:

= Inpatient or outpatient prenatal care and/or preventive care.

= Screenings and/or diagnostic testing.

. Delivery and post-natal care.

= The exclusion for the health care services listed above does not apply when the

Surrogate is a Covered Person. This exclusion does not apply to Benefits as desc
— Maternity Services in Section 1: Covered Health Care Services.

All fees including:

] Screening, hiring and compensation of a Gestational Carrier o
fees.

. Surrogate insurance premiums.
L] Travel or transportation fees.
Costs of donor eggs and donor sperm.

Storage and retrieval of all reproductive
tissue.

de eggs, sperm, testicular tissue and ovarian

The reversal of voluntary sterilization.

Health care services a
This exclusion does not ar Pregnancy, ectopic Pregnancy, or missed abortion

re medical benefits under a workers’ compensation law, this Policy will not pay those
would have been payable in absence of that settlement.

accidental bodily injuries arising out of a motor vehicle accident to the extent the
der a medical expense payment provision of an automobile insurance policy.

during active military duty.

ervices for organ and tissue transplants, except those described under Transplantation Services
gery — Outpatient Services in Section 1: Covered Health Care Services.

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

Health care services for transplants involving animal organs.

Transplant services not received from a designated provider.
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Travel
1. Health care services provided in a foreign country, unless required as Emergency Health Care Services.

2. Travel or transportation expenses, even though prescribed by a Physician. Some travel expenses related to
Covered Health Care Services received from a Designated Provider or other Network provider may be paid
back as determined by us. This exclusion does not apply to ambulance transportation for w Benefits are
provided as described under Ambulance Services in Section 1: Covered Health Care Se

Types of Care, Supportive Services, and Housing

1. Custodial Care or maintenance care.
2. Domiciliary care.
3. Respite care. This exclusion does not apply to respite care for which Benefits are provi described u

Hospice Care in Section 1: Covered Health Care Services.
Rest cures.

Services of personal care aides.

Services in a Long-term Acute Care Facility (LTAC).
Independent living services.

Assisted living services.

© © N o o &

Educational counseling, testing, and support se i i i ition, and school-based

with Disabilities Education Act.

10.  Vocational counseling, testing and sup i i ( job training, placement services, and work
hardening programs (programs designe ork or to prepare a person for specific work).

11.  Transitional Living services (including reco

Vision and Hearing

1. Cost and fitting charge
correction of Injury or illne
contact lenses or scleral she
abrasion, ke

cept for treatment by an ophthalmologist after
cular degeneration). This exclusion does not apply to
eutically treat an injury or disease (such as corneal

ervices and supplies that do not meet the definition of a Covered Health Care Service. Covered
are Services are those health services, including services, 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.

= Described as a Covered Health Care Service in this Policy under Section 1: Covered Health Care

Services and in the Schedule of Benefits.
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12.
13.
14.
15.
16.
17.
18.

= Not otherwise excluded in this Policy under Section 2: Exclusions and Limitations.

Physical, psychiatric or psychological exams, testing, all forms of vaccinations and immunizations or treatments
that are otherwise covered under this Policy when:

L] Required only for school, sports or camp, travel, career or employment, insurance, marriage or adoption.

= Related to judicial or administrative proceedings or orders. This exclusion does not to services that

are determined to be Medically Necessary.

L] Conducted for purposes of medical research. This exclusion does not apply
Services provided during a clinical trial for which Benefits are provided as
in Section 1: Covered Health Care Services.

. Required to get or maintain a license of any type.

Health care services received as a result of war or any act of war, whether declared or u
during service in the armed forces of any country. This exclusion does not apply if you are

your coverage under this Policy ended.

Health care services when a charge would not ordi
including services of volunteers.

In the event an out-of-Network provider waives,

d/or deductible are waived.
Charges in excess of the Allowed Amo in excess of any specified limitation.
Long term storage:
. Long term storage services are not

. This includes, but4

usually only require short term storage which is generally
n charges for the infertility treatment.

Autopsy, i y us at our expense.

Foreign languag S i tation services offered by or required to be provided by a Network
or out-of-Net

es related to that non-Covered Health Care Service are also excluded. This exclusion
ices we would otherwise determine to be Covered Health Care Services if the service
at arise from the non-Covered Health Care Service.

isting disease and that affects or modifies the prognosis of the original disease or
les of a "complication" are bleeding or infections, following a Cosmetic Procedure, that require

sue typing for paternity testing are not a covered service.

Specimen Provenance testing are not a covered service.

Services or supplies for teaching, vocational, or self-training purposes, except as listed in the benefit plan.
Telephone consultations (except telehealth) or for failure to keep a scheduled appointment.

Stand-by availability of a medical practitioner when no treatment is rendered.

Services or supplies that are provided prior to the effective date or after the termination date of this Policy.
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19. Payment to blood donor.

20. Charges for completion of insurance claim forms.
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Section 3: When Coverage Begins and Premiums

How Do You Enroll?

Eligible Persons must complete enroliment and make the required Premium payment, as determin
Insurance Marketplace. We will not provide Benefits for health care services that you receive bef;
date of coverage.

by the Health
ur effective

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 or Inpatient Rehabilitation Facility on the day your co
e  You receive Covered Health Care Services on or after your first day of coverage related to

e  You receive Covered Health Care Services in accordance with the s of this Policy.

These Benefits are subject to your previous carrier's obligations under st

You should notify us of your hospitalization within 48 hours of the_d
possible. Network Benefits are available only if you receive Cg i ork providers.

Who Is Eligible for Coverage?

The Health Insurance Marketplace determines who is'e e to enroll

Eligible Person
Eligible Person refers to a person who meets ili blished by the Health Insurance Marketplace.

Dependent

Dependent generally refers to the
person as an Enrolled Dependent.
Defined Terms.

d children. When a Dependent enrolls, we refer to that
of Dependent and Enrolled Dependent, see Section 8:

Dependents of a unless the Eligible Person is also covered under the Policy.

the period of time when Eligible Persons can enroll themselves and their Dependents,
surance Marketplace.

date’determined by the Health Insurance Marketplace and identified in this Policy if we
nroliment materials and the required Premium.

rance Marketplace.

Adding New Dependents
Policyholders may enroll Dependents only as determined by the Health Insurance Marketplace.

The Policyholder must notify Health Insurance Marketplace of a new Dependent to be added to this Policy. The
effective date of the Dependent's coverage must follow Health Insurance Marketplace rules. Additional Premium may
also be required, and it will be calculated from the date determined by Health Insurance Marketplace.
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NOTE. Subject to a determination of Health Insurance Marketplace, an eligible child born to you or your spouse will
be covered from the time of birth until the 31st day after its birth. The newborn child will be covered from the time of its
birth for loss due to Injury and Sickness, including loss from complications of birth, premature birth, medically
diagnosed congenital defect(s), and birth abnormalities.

Premiums

All Premiums are payable on a monthly basis, by the Policyholder. The first Premium is due a able on the
effective date of this Policy. Subsequent Premiums are due and payable no later than the fi of the month
thereafter that this Policy is in effect.

We will also accept Premium payments from the following third parties:
¢ Ryan White HIV/AIDS Program under title XXVI of the Public Health Service Act.
e Indian tribes, tribal organizations or urban Indian organizations.

e Local, State and Federal Government programs, including grantee
payments on their behalf consistent with the program's statutory a

Each Premium is to be paid by you, or a third party identified above, witho
behalf of any other third party including, but not limited to, any hg
sponsored organization.

Premiums shall not be pro-rated based upon your effecti ium shall be charged

for the entire month in which your coverage becomes g

Misstatement of Age or Tobacco Use

If your age or tobacco use status has been mij be adjusted based on the relationship of the
Premium paid to the Premium that should hav [ he correct age or tobacco use status.

If you change your residence, you must notify Hea arketplace of your new residence. Your Premium
inni ined by Health Insurance Marketplace. If the
change in residence results in Service Area, this Policy will terminate as

described in Section 4: When C

Grace Period

A grace period 0 e payment of any Premium, during which time coverage under this
Policy shall conti 1 eived within this 31-day grace period, coverage may be canceled
after the 31st day @ d liable for the cost of services received during the grace period. In

on the receipt of the full Premium due from you by the end of the grace period.

for any claims during the grace period, and the full Premium is not paid by the end of the

If you are receivin
the Patient Prot

’Advance Payment of Tax Credit, as allowed under section 36B of title 26, as provided for by
and Affordable Care Act (PPACA), you will have a three-month grace period during which you

first mo e grace period. You are responsible for paying the grace period Premium. Prior to the last day of the
three-month grace period, we must receive all Premiums due for those three months. No claims will be paid beyond
the first month of the grace period until all Premiums are paid for the full three-month grace period.

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.
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Section 4: When Coverage Ends

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

receiving medical treatment on that date.

When your coverage ends, we will still pay claims for Covered Health Care Services tha [ the date
your coverage ended. However, once your coverage ends, we will not pay claims for a
received after that date (even if the medical condition that is being treated occurred befo
ended).

processed or 30 days from the last payment, whichever is latest, in the m

This Policy may also terminate due to changes in the actuarial va
Policy terminates for this reason, a new Policy, if available,

You may keep coverage in force by timely payment of the
subsequent coverage you have with us.

This Policy will renew on January 1 of each calendar ye
occur:

o  We refuse to renew all policies issued o
state where you then live, as explained u

y, after we give you 90 days prior written notice, that we will terminate this Policy
scontinue offering and refuse to renew all policies issued on this form, with the same type
s, for all residents of the state where you reside.

on the date you are no longer eligible to be a Policyholder or an Enrolled Dependent, as
Health Insurance Marketplace. Please refer to Section 8: Defined Terms for definitions of the terms

” o« ”

Policyholder,” "Dependent" and "Enrolled Dependent.”

“Eligible Person,
e We Receive Notice to End Coverage

Your coverage ends on the date determined by the Health Insurance Marketplace rules if we receive notice from the
Health Insurance Marketplace instructing us to end your coverage.

Your coverage ends on the date determined by the Health Insurance Marketplace rules if we receive notice from you
instructing us to end your coverage.
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You may cancel this Policy at any time by written notice delivered or mailed to us. In the event of cancellation or
death, the earned premium shall be prorated and the unearned portion of any premium paid will be promptly returned.
Claims incurred prior to the effective date of cancellation will be paid according to the terms of this Policy.

Other Events Ending Your Coverage

When any of the following happen, we will provide written notice to the Policyholder that covera
date we identify in the notice:

ended on the

o  Failure to Pay
You fail to pay the required Premium.
e  Fraud or Intentional Misrepresentation of a Material Fact

We will provide at least 30 days advance required notice to the Policyholder that coverag
we identify in the notice because you committed an act, practice, or omission that constitute
intentional misrepresentation of a material fact. Examples include
relating to another person's eligibility or status as a Dependent. Y notice

= Local, State and Fede

Coverage for a Disabl
Coverage for an unmarried Enrolled disabled will not end just because the child has reached

e  The Enrolled\Depe ild i pport him/herself because of mental, developmental, or physical
disability.

proof of the child's disability and dependency within 31 days of our request as described above,
ild will end.

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 Health Insurance Marketplace.
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Section 5: 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 bil
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.

ou for any
e and to pay

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, you are responsible for requesting payment from
claim in a format that contains all of the information we require, as described below.

Notice of Claim

You should submit a request for payment of Benefits within 90 days after
information to us within one year of the date of service, Benefits for that hea i i ied or reduced,
as determined by us. This time limit does not apply if you are Ig
Stay, the date of service is the date your Inpatient Stay end

Claim Forms and Proof of Loss

We do not require that you complete and submit a cla
with all of the information listed directly below under Reqt

can provide proof of loss by furnishing us

Required Information

When you request payment of Benefits from us ith all of the following information:
o The Policyholder's name and address.
. The patient's name and

. The number stated on

g either that you are, or you are not, enrolled for coverage under any other health plan or
prolled for other coverage you must include the name of the other carrier(s).

ient Prescription Drug Benefits, your claims should be submitted to:

Department

Payment of Claims
Time for Payment of Claim

Benefits will be paid as soon as we receive all of the required information listed above.

Assignment of Benefits
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You may not assign your Benefits under this Policy or any cause of action related to your Benefits under this Policy to
an out-of-Network provider without our consent. When an assignment is not obtained, we will send the reimbursement
directly to the Policyholder for reimbursement to an out-of-Network provider. We may, as we determine, pay an out-of-
Network provider directly for services rendered to you. In the case of any such assignment of Benefits or payment to
an out-of-Network provider, we have the right to offset Benefits to be paid to the provider by any amounts that the
provider owes us.

d the out-of-
d warrant the

When you assign your Benefits under this Policy to an out-of-Network provider with our conse
Network provider submits a claim for payment, you and the out-of-Network provider repres
following:

e The Covered Health Care Services were actually provided.
e  The Covered Health Care Services were medically appropriate.

e Allowed Amounts due to an out-of-Network provider for Covered Health Care Services tha

Payment of Benefits under the Policy shall be in cash or cash equivale
determine to be adequate. Where Benefits are payable directly to a provi
the forgiveness in whole or in part of the amount the provider owe ake payments
where we have taken an assignment of the other plans' recov
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Section 6: Questions, Complaints and Appeals

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.

t plan. You may

You may call during regwlar-local business hours, Monday through Friday-, with question
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.

e  Provider directories.

You may also complete a Member Services Request Form from myuhc.com
instructions.

What if You Have a Complaint?
A complaint is an expression of dissatisfaction.
You may write to us to file a complaint about quality of se of care that you received.
You may write a letter or complete a Member from myuhc.com.
To send your complaint to us, our address is:
UnitedHealthcare Appeals & Complaints
PO Box 6111

Mail Stop CA-0197
Cypress, CA 90630

We will notify you of our decision reg
acknowledge receiptywithin 5 business

If someone othe i itti omplaint on your behalf, you must authorize the representative in
writing.

ost-service Claims
Post-servi e cl filed for payment of Benefits after medical care has been received.

Pre-service reque
medical care.

r Benefits are requests that require prior authorization or benefit confirmation prior to receiving

How t uest 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 verbally (Urgent only) or 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.

Your request for an appeal should include:
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. 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 the name of the prescription drug.

. Any documentation or other written information to support your request for claim payme

If someone other than yourself is submitting the complaint on your behalf, you must authorj
writing.

Medical Appeal UnitedHealthcare Appeals and Grievan
PO Box 6111

Mail Stop CA-0197

Cypress, CA 90630

Prescription Drug Appeal OptumRXx
c/o Appeals Coordina

PO Box 2975
Mission, KS 6620

Appeal Process

A qualified individual who was not involved in the decig i ¢ i ecide the appeal. If your
appeal is related to clinical matters, the review will be dane
expertise in the field, who was not involved in th
take part in the appeal process. By submittin
medical claim information. Upon request and
documents, records and other information relat
than 24 months. If any new or additional eviden ated by us during the determination of the
appeal, we will provide it to you free of charge pri esponse to the adverse benefit

determination.

e may consult with, or ask medical experts to
to this referral and the sharing of needed
e the right to reasonable access to copies of all

Appeals Determinati
You will be provided written or ele decision on your appeal as follows:

Appeal Type Response Time from Receipt of Request

Post-service claim 60 calendar days

have failed to strictly adhere to all internal appeal procedure requirements as prescribed
ou shall be deemed to have exhausted the internal claims and appeal process regardless of
tantial compliance with the appeal procedure or any error we committed was minimal.

any such rights, and how to access those rights, will be provided in our decision letter to you.

whether we assert
Instructions rega

als that Require Immediate Action

Your appeal may require urgent action if a delay in treatment could increase the risk to your health, or the ability to
regain maximum function, or cause severe pain. In these urgent situations:

. The appeal does not need to be submitted in writing. You or your Physician should call us as soon as possible.

. We will provide you with a written or electronic determination within 72 hours receipt of your request for review
of the determination, taking into account the seriousness of your condition, or as expeditiously as your medical
condition or circumstances require.
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The appeal process for urgent situations does not apply to prescheduled treatments, therapies or surgeries.

External Review Program

If, after exhausting your internal appeals, you are not satisfied with the determination made by us, or if we fail to
respond to your appeal in accordance with applicable regulations regarding timing, you or your représentative may file
for a standard external review with the Kansas Insurance Commissioner or an expedited extern ew, in urgent
situations as defined below, by sending a written request to the Kansas Insurance Commissi ithin 120 calendar
days of receipt of a final adverse decision. You can reach the Kansas Insurance Departme, e following address
and phone numbers:

Kansas Insurance Department
1300 SW Arrowhead Road
Topeka, KS 66604
(800) 432-2484 (in Kansas only)

785-296-3071 (Out-of-State ca
https://insurance.kansas.gov/co

If one of the above conditions is met, you may request an external review i ipations based
upon any of the following:

) Clinical reasons.
. The exclusions for Experimental or Investigationg
. As otherwise required by applicable law.

An external review request should include all o

° The service that was de

Organization (ERO). The Kansas Insurance Department
has entered into agreements with thre ave agreed to perform such reviews. There are two types

of external revie ailable:

Kansas Insurance Commissioner.

by Kansas Insurance Commissioner to the ERO.

not complete; or if the request for external review is not accepted.

Preliminary determination by the Commissioner shall be made to determine whether the individual for whom the
request was submitted meets the following:

. Is or was covered under the Policy at the time the health care service or procedure was requested or provided or,
in the case of a retrospective review, was covered at the time the health care service was provided.

e The health care service that is the subject for the adverse decision reasonably appears to be a Covered Health
Care Service:
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= Has exhausted the applicable internal appeals process.

=  Has provided all the information and forms required by the Commissioner that are necessary to process the
request.

If the request for external review is accepted, the Kansas Insurance Commissioner will assign an ERO to conduct
such review. The Commissioner shall notify you, your treating Physician, your representative, and gShin writing that
the request has been accepted for external review and provide the name, address, and telephg mber of the ERO
who has been assigned to conduct the external review. If the request for external review is n plete, you or your

complete. If the request for external review is not accepted, the Commissioner shall notj
Physician, your representative, and us in writing of the reasons for its noncompliance.

documents include:

) All relevant medical records.

. All other documents relied upon by us.

. All other information or evidence that you or your ed. If there is any information or evidence
you or your Physician wish to submit tha ided, you may include this information with
your external review request. We will i ents forwarded to the ERO.

In reaching a decision, the ERO will review the e bound by any decisions or conclusions

reached by us. The ERO will provide written not
30 business days after it receives the request for

If we receive a Final External
the Benefit claim at issue accordi
remedies. If the Final External Revie
Benefits for the health care service or

ination, we will provide coverage or payment for
itions of the Policy, and any applicable law regarding plan
our determination, we will not be obligated to provide

Expedited Exte

An ted externa similar to a standard external review. The main difference between the two is that the
i ertain portions of the review process are much shorter for the expedited external review,
may file an expedited external review before completing the internal appeals process.

bal request for an expedited external review, separately or at the same time you have
d internal appeal, if you receive either of the following:

it determination of a claim or appeal that involves a medical condition for which the time frame
an expedited internal appeal would either jeopardize:

or health of the individual.

individual’s ability to regain maximum function.

In addition, you must have filed a request for an expedited internal appeal.
. A final appeal decision, that either:

= Involves a medical condition where the timeframe for completion of a standard external review would
either jeopardize the life or health of the individual or jeopardize the individual’s ability to regain
maximum function.
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= Concerns an admission, availability of care, continued stay, or health care service, procedure or product
for which the individual received emergency care services, but has not been discharged from a facility.

Immediately upon receipt of the request, a preliminary determination shall be completed by the Kansas Insurance
Commissioner whether the individual meets both of the following:

. Is or was covered under the Policy at the time the health care service or procedure was re d or provided.

. The health care service that is the subject for the adverse decision reasonably appears
Care Service.

Upon a determination that a request is eligible for expedited external review, the Kans
assign an ERO in the same manner utilized to assign standard external reviews to ER

documents are available and the ERO considers them appropriate, mu
documents considered in a standard external review.

The decision of the ERO shall be binding on you and u S
district court at the request of either you or us. T, i istrict court shall be de novo.

You may call us at the telephone number on information regarding external review rights, or if
making a verbal request for an expedited exte
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Section 7: General Legal 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:

. 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, di unt identified as a member responsibility, including Co-payments, Co-
insurance, hat exceeds the Allowed Amount, when applicable.

tives to Providers?
rs through various types of contractual arrangements. Some of these arrangements may

ancial 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
where a bundled payment is made, an additional Co-payment and/or Co-insurance may no equired if such
follow-up services are included in the bundled payment. You may receive some Covere
that are not considered part of the inclusive bundled payment and those Covered Hea
be subject to the applicable Co-payment and/or Co-insurance as described in your

We use various payment methods to pay specific Network providers. From time to tim
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 managg

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 fitness 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

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.

applicable dedud
passed onto you,

€ may assign thi hority to other persons or entities that provide services in regard to the administration of this

Policy.

In ce ances, for purposes of overall cost savings or efficiency, we may offer Benefits for services that
would ot 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.

Amendments to this Policy

To the extent permitted by law, we have the right to change, interpret, withdraw or add Benefits or this Policy.

federal statutes
nimum requirements

Any provision of this Policy which, on its effective date, is in conflict with the requirements of st
or regulations (of the jurisdiction in which this Policy is delivered) is amended to conform to
of such statutes and regulations.

No other change may be made to this Policy unless it is made by an Amendment or Ri
one of our officers and consistent with applicable notice requirements. All of the following

. Amendments and Riders to this Policy are effective upon renewal, except as otherwise
. No agent has the authority to change this Policy or to waive any of its provisions.

. No one has authority to make any oral changes or amendments

How Do We Use Information and Records?
We may use your individually identifiable health information ag

. To administer this Policy and pay claims.
. To identify procedures, products, or services t
. As otherwise permitted or required by law

for Benefits. We will keep this information
confidential. We may also use de-identified da oses, including research, as permitted by law.

More detail about how we may use or disclose

By accepting Benefits under this Policy, you auth on or institution that has provided services

to you to furnish us with all information or copies o i services provided to you, including provider
billing and provider payment r is information at any reasonable time. This
applies to all Covered Person her or not they have signed the Policyholder's
enrollment form. We agree that s i rds will be considered confidential.

. Required by

and our related entities may use and transfer the information gathered
ied format for commercial purposes, including research and analytic purposes. Please
Practices.

During and after the {

edical records or billing statements you may contact your health care provider.
sonable fees to cover their costs for providing records or completing requested forms.

rms’or records from us, we also may charge you reasonable fees to cover costs for
providing the records.

itted by law, we will designate other persons or entities to request records or information from
orrel to release those records as needed. Our designees have the same rights to this information as

Do We Require Examination of Covered Persons?

In the event of a question or dispute regarding your right to Benefits, we may require that a Network Physician of our
choice examine you at our expense.
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Is Workers' Compensation Affected?

Benefits provided under this Policy do not substitute for and do not affect any requirements for coverage by workers'
compensation insurance.

When Do We Receive Refunds of Overpayments?

We have the right to correct Benefit payments that have been made in error. Providers and/or
responsibility to return any overpayments to us. We have the responsibility to make additio
underpayments have been made.

Please note that we shall not request a refund or offset against a claim more than 18
except in cases of fraud or misrepresentation by the provider.

Is There a Limitation of Action?

such an action against us.

Time Limit on Certain Defenses

After two years from the effective date of this Policy,
applicant in the enrollment application for such Policy
received after the expiration of such two-year pegiod.

What Is the Entire Policy?

This Policy, the Schedule of Benefits, the Polic
entire Policy.
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Section 8: Defined Terms

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

. As reported by generally recognized professionals or publications.
o As used for Medicare.
o As determined by medical staff and outside medical consultants

determination that we accept.

Alternate Facility - a health care facility that is not a Hospital. It prowvi
outpatient basis, as permitted by law:

o Surgical services.

. Emergency Health Care Services.

. Rehabilitative, laboratory, diagnostic or therapeuti¢

It may also provide Mental Health Care Servi ed and Addictive Disorders Services on an

outpatient or inpatient basis.

Amendment - any attached written description isions to the Policy. It is effective only when
signed by us. It is subject to all conditions, limitat i Policy, except for those that are
specifically amended.

Ancillary Services - items a
the following:

. Related to emergency medi hology, radiology and neonatology;
. Provided byas itali ensivists;

laboratory services, unless such items and services are excluded
termined by the Secretary;

al of the Allowed Amount or the Recognized Amount when applicable, you must pay for
es per year before we will begin paying for Benefits. It does not include any amount that
ecognized Amounts when applicable. The Schedule of Benefits will tell you if your plan
ual Deductible and how it applies.

rder - a condition marked by enduring problems communicating and interacting with others,
repetitive behavior, interests or activities, and as listed in the current edition of the

right to payment for Covered Health Care Services that are available under this Policy.

Chemotherapy - charges incurred for the treatment of disease by chemical or biological antineoplastic agents or
related supportive care regimens administered orally, intravenously or by injection. The chemical or biological
antineoplastic agents or related supportive care regimens may be administered during a doctor's visit, home health
care visit, or at an outpatient facility.

Co-insurance - the charge, stated as a percentage of the Allowed Amount or the Recognized Amount when
applicable, that you are required to pay for certain Covered Health Care Services.
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Congenital Anomaly - a physical developmental defect that is present at the time of birth, and that is identified within
the first twelve months of birth.

Co-payment - the charge, stated as a set dollar amount, that you are required to pay for certain Covered Health Care
Services.

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

. The Co-payment.
. The Allowed Amount or the Recognized Amount when applicable.

Cosmetic Procedures - procedures or services that change or improve appearance
physiological function.

Covered Health Care Service(s) - health care services, including supplies or Pharmaceutic
determine to be all of the following:

. Provided for the purpose of preventing, evaluating, diagnosing or
substance-related and addictive disorders, condition, disease or

o Medically Necessary.

. Described as a Covered Health Care Service in this Pali re Services and

in the Schedule of Benefits.

. Not excluded in this Policy under Section 2: Exc

Custodial Care - services that are any of the

. Non health-related services such as hel
transferring and ambulating.

. Health-related services that can safely and
provided for the primary
as opposed to improvi

d by trained non-medical personnel and are
ds of the patient or maintaining a level of function,

. A natural ch
. A stepchild.

ger eligible as a Dependent on the last day of the year following the date the child reaches age
rovided in Section 4: When Coverage Ends under Coverage for a Disabled Dependent Child.

The Po er must reimburse us for any Benefits paid during a time a child did not satisfy these conditions.

Designated Dispensing Entity - a pharmacy or other provider that has entered into an agreement with us, or with an
organization contracting on our behalf, to provide Pharmaceutical Products for the treatment of specified diseases or
conditions. Not all Network pharmacies or Network providers are Designated Dispensing Entities.

Designated Provider - a provider and/or facility that:

. Has entered into an agreement with us, or with an organization contracting on our behalf, to provide Covered
Health Care Service for the treatment of specific diseases or conditions; or
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. We have identified through our designation programs as a Designated Provider. Such designation may apply to
specific treatments, conditions and/or procedures.

A Designated Provider may or may not be located within your Service Area. Not all Network Hospitals or Network
Physicians are Designated Providers.

You can find out if your provider is a Designated Provider by contacting us at www.myuhc.com/e ge or the
telephone number on your ID card.

Designated Virtual Network Provider - a provider or facility that has entered into an agre
organization contracting on our behalf, to deliver Covered Health Care Services through li
technology or audio only.

Dialysis - the process in which waste products are removed from the body by diffusion fro
another through a semi-permeable membrane. There are two types of renal dialysis procedu
usage: hemodialysis and peritoneal dialysis.

Durable Medical Equipment (DME) - medical equipment that is all of thg following:

. Ordered or provided by a Physician for outpatient use primarily in

. Used for medical purposes.

. Not consumable or disposable except as needed for th

. Not of use to a person in the absence of a disease

. Serves a medical purpose for the treatment of 3

. Primarily used within the home.

Eligible Person - a person who meets the el ireme letermined by the Health Insurance Marketplace.

. Serious dyg ion of any bodily

Emergency Hea es - with re

. An appropri exam (as required under section 1867 of the Social Security Act or as would
be required u section applied to an Independent Freestanding Emergency

cy Department, as applicable, including ancillary services routinely available to the
t to evaluate such Emergency, and

am and treatment, to the extent they are within the capabilities of the staff and facilities
or an Independent Freestanding Emergency Department, as applicable, as are

ctiol 1867 of the Social Security Act, or as would be required under such section if such

an Independent Freestanding Emergency Department, to stabilize the patient (regardless of
f the Hospital in which such further exam or treatment is provided). For the purpose of this

ency Health Care Services include items and services otherwise covered under the Policy when
provided by an out-of-Network provider or facility (regardless of the department of the Hospital in which the
items and services are provided) after the patient is stabilized and as part of outpatient observation, or an
Inpatient Stay or outpatient stay that is connected to the original Emergency, unless each of the following
conditions are met:
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a) The attending Emergency Physician or treating provider determines the patient is able to travel using
nonmedical transportation or non-Emergency medical transportation to an available Network provider or
facility located within a reasonable distance taking into consideration the patient's medical condition.

b) The provider furnishing the additional items and services satisfies notice and consent criteria in
accordance with applicable law.

c) The patient is in such a condition to receive information as stated in b) above and vide informed
consent in accordance with applicable law.

d) The provider or facility satisfies any additional requirements or prohibitions
law.

e) Any other conditions as specified by the Secretary.

The above conditions do not apply to unforeseen or urgent medical needs that arise at
provided regardless of whether notice and consent criteria has been satisfied.

Enrolled Dependent - a Dependent who is properly enrolled under this
Experimental or Investigational Service(s) - medical, surgical, diagnos
related and addlctlve dlsorders or other health ccare services, technologles
are determlned to be any of the foIIowmg

1. Not approved by the U.S. Food and Drug Adminis r the proposed use

= Elsevier Gold Standard's Clinical P

=  DRUGDEX System by Micromedex
rating of class |, class lla, or class llb;

dications section;

es section and has a strength recommendation

=  National Comprehensive Cancer Netwo plogics compendium category of evidence 1,
2A, or 2B.

2. Subject to review and

approved under the Hum ption are not Experimental or Investigational.)

definition of a Phase |, Il, or lll clinical trial set forth in the
tually subject to FDA oversight.

3. The subject of an ongoing cli
FDA regulatigns, regardless of

4. Only obtai

Exceptions:

or the given indication, within research settings.

. Clinical trials ilable as described under Clinical Trials in Section 1: Covered Health

Care Services.

ine, consider an otherwise Experimental or Investigational Service to be a Covered
or that Sickness or condition if:

icipant in a qualifying clinical trial, as described under Clinical Trials in Section 1:
are Services; and

ice has significant potential as an effective treatment for that Sickness or condition.

Freestanding Facility - an outpatient, diagnostic or ambulatory center or independent laboratory which performs
services and submits claims separately from a Hospital.

Functional or Physical Impairment - a Functional or Physical or Physiological Impairment which causes deviation
from the normal function of a tissue or organ. This results in a significantly limited, impaired, or delayed capacity to
move, coordinate actions, or perform physical activities and is exhibited by difficulties in one or more of the following
areas:
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o physical and motor tasks;
° independent movement;
. performing basic life functions.

Genetic Counseling - counseling by a qualified clinician that includes:

o Identifying your potential risks for suspected genetic disorders;

. An individualized discussion about the benefits, risks and limitations of Genetic Testi
informed decisions about Genetic Testing; and

. Interpretation of the Genetic Testing results in order to guide health decisions.

Certified genetic counselors, medical geneticists and physicians with a professional society's
have completed advanced training in genetics are considered qualified clinicians when Covere
for Genetic Testing require Genetic Counseling.

Genetic Testing - exam of blood or other tissue for changes in genes ¢
risk for developing a specific disease or disorder, or provide information
diseases, including cancer.

Gestational Carrier - a female who becomes pregnant by ha 4 [ in her uterus for
the purpose of carrying the fetus to term for another perso : : de the egg and is
therefore not biologically related to the child.

Habilitative Services - Skilled Care services that are
if Benefits are available by reviewing both the ce and the need for Physician-directed medical

management. Therapies provided for the pur, ing or conditioning in the absence of a disabling
condition are not considered habilitative servic

Habilitative services are limited to:
. Physical therapy.
. Occupational therapy.
. Speech therapy.
. Post-cochlear implant aural th

o Cognitive tk

components, and technology used for amplification may be analog
or digital. (Semi-imp earing Aids and bone-anchored Hearing Aids are classified by the U.S.
Food and Drug Adm

de hearing system ecause their function is to bring sound more effectively into the ear of a person with

Provided i r home by a registered nurse, or provided by either a home health aide or licensed practical
pervised by a registered nurse.

o Provided on a part-time, Intermittent Care schedule.
. Provided when Skilled Care is required.
. Provides each patient with a planned program of observation and treatment by a Physician, in accordance with

existing standards of medical practice for the Injury or Sickness requiring the Home Health Care.

Hospice Care - an integrated, structured, multi-disciplinary program of palliative care for covered members facing the
last six months of life due to a Terminal lliness.
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Hospital - an institution that is operated as required by law and that meets both of the following:

. It is mainly 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.

. 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 nursin , convalescent

home or similar institution.
Hospital-based Facility - an outpatient facility that performs services and submits clai

Independent Freestanding Emergency Department - a health care facility that:

. Is geographically separate and distinct and licensed separately from a Hospital under e state law;

. Provides Emergency Health Care Services.

Infusion Therapy - means treatment by placing therapeutic agents int
medications and nutrients.

Inpatient Rehabilitation Facility - any of the following that i i re services

° A long term acute rehabilitation center,
. A Hospital, or

. A special unit of a Hospital designated

Intensive Behavioral Therapy (IBT) - outpatien : vices that aim to reinforce adaptive
behaviors, reduce maladaptive behaviors and im ional age appropriate skills in people with
Autism Spectrum Disorders. Th avior Analysis (ABA).

. For Mental Health Care Se be freestanding or Hospital-based and provides services for
. isorders Services, the program provides nine to nineteen hours per
week of st ¢ and six to nineteen hours for adolescents, consisting primarily of

counseling @

irs each day for periods of 21 days or less.

ertain circumstances when the need for more care is finite and predictable.

oint problems. Body parts are moved either by hands or by a small instrument to:

Restore or improve motion.

. Reduce pain.

o Increase function.

Medically Necessary - health care services, that are all of the following as determined by us or our designee.

o In accordance with Generally Accepted Standards of Medical Practice.
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. Clinically appropriate, in terms of type, frequency, extent, service site and duration, and considered effective for
your Sickness, Injury, Mental lliness, substance-related and addictive disorders, disease or its symptoms.

o 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 at least as likely to produce
equivalent therapeutic or diagnostic results as to the diagnosis or treatment of your Sickne jury, disease or
symptoms.

Generally Accepted Standards of Medical Practice are standards that are based on credibl
published in peer-reviewed medical literature generally recognized by the relevant medi
primarily on controlled clinical trials, or, if not available, observational studies from mor:
suggest a causal relationship between the service or treatment and health outcomes.

recommendations, the choice of expert and the determination of when
determined by us.

We develop and maintain clinical policies that describe the Genera
scientific evidence, prevailing medical standards and clinical g i regarding

Mental Health Care Services - services for {
categories that are listed in the current edition

ent of those mental health or psychiatric
ification of Diseases section on Mental and

Behavioral Disorders or the Diagnostic and Stat Disorders published by the American
Psychiatric Association. The fact that a condition ion of the International Classification of
Diseases section on Mental and Behavioral Disor: [ tatistical Manual of Mental Disorders
published by the American Ps ic Association hat treatment for the condition is a Covered Health

Care Service.

Mental Health/Substance-Relat i ers Delegate - the organization or individual, designated
by us, that provides or arranges Me s and Substance-Related and Addictive Disorders
Services.

Mental lliness - thos ic diagnostic categories that are listed in the current edition of the

International Clas ental and Behavioral Disorders or Diagnostic and Statistical
Manual of Mental D , rican Psychiatric Association. The fact that a condition is listed in
the current edition ofithe jeation of Diseases section on Mental and Behavioral Disorders or
Diagnostic and Statis I of MentaFDisorders published by the American Psychiatric Association does not

ondition is a Covered Health Care Service.

es - medical supplies that are used in the home with covered DME are covered when the
ifective use of the item/device (e.g., batteries for power wheelchairs and prosthetics, or

describe a provider of health care services, this means a provider that has a participation

er directly or indirectly) with us or with our affiliate to participate in our Network. This does not
who have agreed to discount their charges for Covered Health Care Services. Our affiliates
iated with us through common ownership or control with us or with our ultimate corporate parent,
indirect subsidiaries.

A provider may enter into an agreement to provide only certain Covered Health Care Services, but not all Covered
Health Care Services, or to be a Network provider for only some of our products. In this case, the provider will be a
Network provider for the Covered Health Care Services and products included in the participation agreement and an
out-of-Network provider for other Covered Health Care Services and products. The participation status of providers
will change from time to time.
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Network Area — the Service Area, supplemented by any additional providers we include as Network Area providers.
Contact us at www.myuhc.com/exchange or the telephone number on your ID card for additional information on the
Network Area.

Network Benefits - the description of how Benefits are paid for Covered Health Care Services provided by Network
providers. The Schedule of Benefits will tell you if your plan offers Network Benefits and how Netwask Benefits apply.

or our designee, which is based on when the Pharmaceutical Product is reviewed and
strategies are implemented.

Other Health Care Provider - Any podiatrist, dentist, psychologist, chiropractor, optometri
acts within the scope of his or her license will be considered on the same basis as a Physician®
describe a provider as a Physician does not mean that Benefits for services from that provider a
under the Policy.

Out-of-Network Benefits - the description of how Benefits are paid for
out-of-Network providers. The Schedule of Benefits will tell you if your pla
Out-of-Network Benefits apply.

Out-of-Pocket Limit - the maximum amount you pay every
of-Pocket Limit applies.

Partial Hospitalization/Day Treatment/High Intensi

Pharmaceutical Product(s) - U.S. Food and
products administered in connection with a C

Physician - any Doctor of Medicine or Doctor

Please Note: Any podiatrist, dentist, psychologist
scope of his or her license will be considered on t

Policy - the entire agreement
. This Policy.
Schedule of,

entire agreement that is issued to the Policyholder.

ho is not a Dependent) to whom this Policy is issued.

ations associated with Pregnancy.

Premium - the periodic fee required for each Policyholder and each Enrolled Dependent, in accordance with the
terms of this Policy.

Presumptive Drug Test - qualitative test to determine the presence or absence of drugs or a drug class with results
indicating a negative or positive result.

Primary Care Physician - a Physician who has a majority of his or her practice in general pediatrics, general
obstetrics/gynecology, internal medicine, family practice or general medicine.
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Private Duty Nursing - A provision of continuous Skilled Care from Registered Nurses (RNs) or Licensed Practical
Nurses (LPNSs) 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 Issuer - a health insurance issuer that offers a Qualified Health Plan in ance with a
certification from Health Insurance Marketplace.

Recognized Amount - the amount which Co-payment, Co-Insurance and applicable de
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 o
Physicians, when such services are either Ancillary Services, or non-Ancillary Services that
notice and consent criteria of section 2799B-2(d) of the Public Servige Act. For the purpose of
"certain Network facilities" are limited to a hospital (as defined in 1
outpatient department, a critical access hospital (as defined in 1861
ambulatory surgical center described in section 7833(i)(1)(A) of the So i her facility
specified by the Secretary.

The amount is based on one of the following in the order lig
1) An All Payer Model Agreement if adopted,
2) State law, or

3) The lesser of the qualifying payment a
provider or facility.

The Recognized Amount for Air Ambulance se
on the lesser of the qualifying payment amount
Ambulance service provider.

-of-Network provider will be calculated based
icable law or the amount billed by the Air

Note: Covered Health Care mount to determine your cost sharing may be
higher or lower than if cost are Services were determined based upon an
Allowed Amount.

e services that help you keep, get back, or improve skills and functioning for daily living
ed because you were sick, hurt, or disabled.

ed to a chronic and/or acute health iliness or condition. The plan of treatment will provide
gress will be tracked by one or more Remote Physiologic Monitoring devices. Remote

ring may not be used while the patient is inpatient at a Hospital or other facility. Use of multiple

devices e coordinated by one Physician.

Residential Treatment - treatment in a facility established and operated as required by law, which provides Mental
Health Care Services or Substance-Related and Addictive Disorders Services. It must meet all of the following
requirements:

3 Provides a program of treatment under the active participation and direction of a Physician.
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o 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.

Ll Medication provision/assistance.

= Counseling.

] Referral and orientation to specialized community resources.

A Residential Treatment facility that qualifies as a Hospital is considered a Hospital.

Rider - any attached written description of additional Covered Health Care Services not des
Covered Health Care Services provided by a Rider may be subject to payment of additional P
effective only when signed by us and are subject to all conditions, limitations and exclusions of th
those that are specifically amended in the Rider.

sudden Sickness, Injury, or flare-up of a chro

Sickness - physical iliness, disease or Pregna
substance-related and addictive disorders.

following are true:

. Must be delivered or sup ical or professional medical personnel in order to obtain the
specified medical outcome,

Ordered by a Physician.

Requires cli

Not Custodial Care, afely and“effectively be performed by trained non-medical personnel.

ospital or nursing facility that is licensed and operated as required by law. This does not
rest, the aged, treatment of substance-related and addictive disorders services, or for

nd addictive disorders that are listed in the current edition of the International Classification of
n on Mental and Behavioral Disorders or Diagnostic and Statistical Manual of Mental Disorders
published by the American Psychiatric Association. The fact that a disorder is listed in the current edition of the
International Classification of Diseases section on Mental and Behavioral Disorders or Diagnostic and Statistical
Manual of Mental Disorders published by the American Psychiatric Association does not mean that treatment of the
disorder is a Covered Health Care Service.

Surrogate - a female who becomes pregnant usually by artificial insemination or transfer of a fertilized egg (embryo)
for the purpose of carrying the fetus for another person.

POL25.1.2022.IEX.KS.BASE 60



Telehealth/Telemedicine - live, interactive audio with visual transmissions of a Physician-patient encounter from one
site to another using telecommunications technology. The site may be 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 ar
of conditions and symptoms characterized by pain and dysfunction to the temporomandibular joi
muscles that control jaw movement. Symptoms often include pain or tenderness to the tempo
neck, back, or shoulder, limited jaw mobility, or audible sounds with jaw movement.

collective group
/or surrounding
dibular joint, ear,

Terminal lliness - in the context of hospice means a life expectancy, certified by two P
less.

S or

Transitional Living - Mental Health Care Services and Substance-Related and Addictive
provided through facilities, group homes and supervised apartments which provide 24-hour s
those defined in the American Society of Addiction Medicine (ASAM) Criteria, and are either:

help you with recovery. Please note: these living
recovery residences).

Unproven Service(s) - services, including medj
(FDA) approval, that are not determined to b
not determined to have a beneficial effect on
from well-designed randomized controlled trials
medical literature. These include:

of the medical or behavioral health condition or
insufficient and inadequate clinical evidence

studies.
We have a proces v : i w clinical evidence with respect to certain health care services.
From time to time, : ies that describe the clinical evidence available with respect to
specific health care F and drug policies are subject to change without prior notice. You can

view these policies at

e may, as we determine, consider an otherwise Unproven Service to be a Covered

at Sickness or condition. Prior to such a consideration, we must first establish that
vidence to conclude that, even though unproven, the service has significant potential as an
for that Sickness or condition.

t requires prompt attention to avoid adverse consequences, but does not pose an immediate

reat 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

sudden or severe symptoms. Urgent Care facilities are a location, distinct from a hospital Emergency Department, an
office or a clinic.
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Section 9: Coordination 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 pl
benefits to you. The language in this section is from model laws drafted by the National Associatj
Commissioner s (NAIC) and represents standard industry practice for coordinating benefits.

that provides
Insurance

When Does Coordination of Benefits Apply?

This Coordination of Benefits (COB) provision applies when a person has health care ¢
Plan. Plan is defined below.

¢ Primary Plan. The Plan that pays first is called the Primary Plan. The Primary Plan must pay

e Secondary Plan. The Plan that pays after the Primary Plan is the Se
reduce the benefits it pays so that payments from all Plans d ble Expense.
Allowable Expense is defined below.

Definitions
For purposes of this section, terms are defined as foll0

A. Plan. A Plan is any of the following that prevides be
treatment. If separate contracts are us
separate contracts are considered part
contracts.

ces for medical, pharmacy or dental care or
d coverage for members of a group, the
there is no COB among those separate

1. h maintenance organization (HMO)

Medicare or any rmitted by law; non-group insurance contracts
issued on or after : roup coverage through closed panel plans issued on or
after January 1, 2014°

rage insurance or other fixed indemnity coverage;
disease or specified accident coverage; benefits for non-medical
ies; Medicare supplement policies; Medicaid policies; or coverage

eans, in a COB provision, the part of the contract providing the health care benefits to
ion applies and which may be reduced because of the benefits of other plans. Any other
viding health care benefits is separate from This Plan. A contract may apply one COB
efits, such as dental benefits, coordinating only with similar benefits, and may apply

o coordinate other benefits.

Determination Rules. The order of benefit determination rules determine whether This Plan
or Secondary Plan when the person has health care coverage under more than one Plan.

is primary, it determines payment for its benefits first before those of any other Plan without
ny other Plan's benefits. When This Plan is secondary, it determines its benefits after those of
an and may reduce the benefits it pays so that all Plan benefits do not exceed 100% of the total
Allowable Expense.

D. Allowable Expense. Allowable Expense is a health care expense, including deductibles, co-insurance and co-
payments, that is covered at least in part by any Plan covering the person. When a Plan provides benefits in
the form of services, the reasonable cash value of each service will be considered an Allowable Expense and a
benefit paid. An expense that is not covered by any Plan covering the person is not an Allowable Expense. In
addition, any expense that a provider by law or according to contractual agreement is prohibited from charging
a Covered Person is not an Allowable Expense.
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The following 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 baS|s of usual
and customary fees or relative value schedule reimbursement methodology or other
reimbursement methodology, any amount in excess of the highest reimbursement
benefit is not an Allowable Expense.

nt for a specific

3. If a person is covered by two (2) or more plans that provide benefits or servj
fees, or if one plan calculates its benefits or services on the basis of usua
another plan provides its benefits or services on the basis of negotiated fee
the highest of the fees is not an allowable expense.

referral by a panel member.

F. Custodial Parent. Custodial Parent is the parent
court decree, is the parent with whom the child dar year excluding any
temporary visitation.

What Are the Rules for Deter

When a person is covered by two or more Pla
follows:

of Benefit Payments?
ning the order of benefit payments are as

A. The Primary Plan pays or provides its bene
benefits under any other

B. (1) Except as provided
is consistent with K.A.R. i unless the provisions of both Plans state that the complying
plan is primary.

ip in a group that is designed to supplement a part of a

at this supplementary coverage shall be in excess of any other parts
These types of situations include major medical coverages that are
superimpose i urgical benefits and insurance type coverages that are written in
connection 3 0 provide out-of-network benefits.

the'person as a dependent is the Secondary Plan. However, if the person is a Medicare
and, as a result of federal law, Medicare is secondary to the Plan covering the person as a

e); then the order of benefits between the two Plans is reversed so that the Plan covering the
as an employee, member, policyholder, subscriber or retiree is the Secondary Plan and the other
an is the Primary Plan.

2. Dependent 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)  Ifa 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)  If a court 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 stody without specifying

parent has responsibility for the health care exp or health care coverage of the
dependent child, the provisions of subpaia order of
benefits.

(4) Ifthere is no court decree alloc it care expenses or

b)  The Plan cov i v t's spouse.

al Parent.

d) ent's spouse
c) i eplan 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
verage 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,
as a result, the Plans do not agree on the order of benefits, this rule is ignored. This rule does not
apply if the rule labeled 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 Pgimary Plan. The

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 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 any
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 Informatio

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 need
persons for the purpose of applying these rules and determining benefits pa
covering the person claiming benefits.

We need not tell, or get the consent of, any person to do th
give us any facts we need to apply those rules and dete
information we need to apply these rules and determi

ovide us the
enefits will be denied.

Payments Made

A payment made under another Plan may inc ould have been paid under This Plan. If it does,
we may pay that amount to the organization th hat amount will then be treated as though it
were a benefit paid under This Plan. We will not again. The term "payment made" includes
providing benefits in the form of services, in whic eans reasonable cash value of the benefits
provided in the form of services.

Does This Plan Have

ould have paid under this COB provision, we may recover
the excess from one or more of the p r for whom we have paid; or any other person or

benefits provided in the form of services. We will not recover any

payments you rec ery suit or subrogation agreement.

How Are Bene
If Thi is seconda 2dicare, then Benefits payable under This Plan will be based on Medicare's reduced
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Section 10: Outpatient Prescription Drugs

This section of the policy provides Network Benefits for Prescription Drug Products.

Because this section is part of a legal document, we want to give you information about the docu
you understand it. Certain capitalized words have special meanings. We have defined these w
in Section 8: Defined Terms or in this section under the heading Defined Terms for Outpatie

that will help
either the Policy

When we use the words "we," "us," and "our" in this document, we are referring to Unite
Company. When we use the words "you" and "your" we are referring to people who ar
is defined in the Policy in Section 8: Defined Terms.

this Policy.

Introduction

Coverage Policies and Guidelines

Our Individual and Family Plan Pharmacy Management nmi makes tier pla€ement changes on our
behalf. The IPMC places FDA-approved Prescription Drug D tiers by considering a number of factors
including clinical and economic information. Cli de review of the place in therapy or use as
afety or effectiveness of the Prescription Drug
ments should apply. Economic factors may
nd evaluations of the cost effectiveness of

Product, as well as if certain supply limits or pri
include the Prescription Drug Product's total cos
the Prescription Drug Product.

Some Prescription Drug Produ
therefore, a Prescription Dru

ing specific conditions as compared to others;
s according to the condition for which the

We may, from time to time, change
generally will happen up to monthly.

cription Drug Product among the tiers. These changes
ppen without prior notice to you. In the event that a
taking moves to a higher tier or is removed from the PDL, we will

e. When that happens you may pay more or less for a Prescription
Drug Product, dep
number on your ID -date er placement

When conS|der|ng a J
§ a general population. Whether a particular Prescription Drug Product is appropriate for
made by you and your prescribing Physician.

ription Drug Product may be determined by accessing your Benefits for Prescription
s at www.myuhc.com/exchange or the telephone number on your ID card. The tier to

er show your ID card at the time you obtain your Prescription Drug Product at a Network Pharmacy or
you must provide the Network Pharmacy with identifying information that can be verified by us during regular business
hours.

If you don't show your ID card or provide verifiable information at a Network Pharmacy, you must pay the Usual and
Customary Charge for the Prescription Drug Product at the pharmacy.

You may seek reimbursement from us as described in the Policy in Section 5: How to File a Claim. When you submit
a claim on this basis, you may pay more because you did not verify your eligibility when the Prescription Drug Product
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was dispensed. The amount you are reimbursed will be based on the Prescription Drug Charge, less the required Co-
payment and/or Co-insurance, and any deductible that applies.

Submit your claim to:
OptumRx Claims Department
PO Box 650540
Dallas, TX 75265-0540

Designated Pharmacies

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

When Do We Limit Selection of Pharmacies?

Network Pharmacy that will provide and coordinate all future ices. its wi d only if you use
the chosen Network Pharmacy. If you don't make a choice i , we will choose a

At various times, we may send mailings or pr
that communicate a variety of messages, incl
Products. These communications may include
product at a discount. In some instances, non-U
communications and offers. Only you and your P
non-prescription Drug regimen i propriate for y

ons to you, your Physician, or your pharmacy
Prescription and non-prescription Drug

you determine, to purchase the described
pay support and/or provide content for these
ether a change in your Prescription and/or

Special Programs

We may have certain programs in
adherence/compliance to medication

n enhanced Benefit based on your actions such as
, and/or taking part in health management programs. You

ered or administered directly by us or through a third party vendor. If we receive any funds
r in conjunction with making the discount or incentive programs available to you, we will use
r costs of providing you access to the programs.

Benefits are available for Prescription Drug Products at a Network Pharmacy and are subject to Co-payments and/or
Co-insurance and/or any applicable deductible or other payments that vary depending on which of the tiers of the
Prescription Drug List the Prescription Drug Product is placed. Refer to the Outpatient Prescription Drugs Schedule of
Benefits for applicable Co-payments, Co-insurance and/or any applicable deductible requirements.

Benefits for Prescription Drug Products are available when the Prescription Drug Product meets the definition of a
Covered Health Care Service.

Specialty Prescription Drug Products
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Benefits are provided for Specialty Prescription Drug Products.

Please see Defined Terms for Outpatient Prescription Drugs for a full description of Specialty Prescription Drug
Products.

The Outpatient Prescription Drugs Schedule of Benefits will tell you how Specialty Prescription Drug Product supply
limits apply.

Prescription Drug Products from a Retail Network Pharmacy
Benefits are provided for Prescription Drug Products dispensed by a retail Network Phar
The Outpatient Prescription Drug Schedule of Benefits will tell you how retail Network

Depending upon your plan design, this section may offer limited Network Pharmacy provi
your pharmacy is a Network Pharmacy by calling the telephone number on your ID card or y:
of Network Pharmacies online at www.myuhc.com/exchange.

Prescription Drug Products from a Mail Order Network Pharmacy

Benefits are provided for certain Prescription Drug Products dispensed

apply.
Please contact us at www.myuhc.com/exchange or the telg

provided for your Prescription Drug Product and for info
through a mail order Network Pharmacy.

PPACA and Preventive Care Medications

Under the Patient Protection and Affordable
to you at no cost, both prescription and over-t
Care Medications. These preventive medicatio
insurance, or deductible when:

A), certain preventive medications are available
se are called PPACA Zero Cost Share Preventive
to you, without charging a Co-payment, Co-

e Prescribed by a Physician;
e  Your age and/or conditi
e  The medication is filled at a

Contact us at or call the number on
Care Medication.

for paying any applicable Co-payment, Co-insurance, or deductible for Prescription Drug
Zero Cost Share Medications unless required by state or federal law.

Prescription Drugs Exclusions
Exclusions from coverage listed in the Policy also apply to this section. In addition, the exclusions listed below apply.

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

1. Outpatient Prescription Drug Products obtained from an out-of-Network Pharmacy.
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11.

12.

19.

20.

Coverage for Prescription Drug Products for the amount dispensed (days' supply or quantity limit) which
exceeds the supply limit.

Coverage for Prescription Drug Products for the amount dispensed (days' supply or quantity limit) which is less
than the minimum supply limit.

Prescription Drug Products dispensed outside the United States.

Drugs which are prescribed, dispensed or intended for use during an Inpatient Stay.

Experimental or Investigational or Unproven Services and medications; medication

reference compendia or in substantially accepted peer-reviewed medical literature. Upon
Physician must submit documentation supporting the use of the Prescription Drug Product

/ t of, or in the course
of, employment for which benefits are available i or other similar laws,

Any product dispensed for the purpos i or weight loss.

A Pharmaceutical Product for which Be

r Policy. This includes certain forms of
vaccines/immunizations. This exclusion i

General vitamins, except

= Prenatal vitamins.

Products not placed on a tier of the Prescription Drug List at the time the Prescription Order
sed. We have developed a process for reviewing Benefits for a Prescription Drug Product that
able tier of the Prescription Drug List, but that has been prescribed as a Medically Necessary
information about this process, call the telephone number on your ID card.

ed Drugs that do not contain at least one ingredient that has been approved by the U.S. Food and
Drug Administration (FDA) and requires a Prescription Order or Refill. Compounded Drugs that contain a non-
FDA approved bulk chemical. Compounded Drugs that are available as a similar commercially available
Prescription Drug Product. (Compounded Drugs that contain at least one ingredient that requires a Prescription
Order or Refill are placed on Tier 4.)

Drugs available over-the-counter that do not require a Prescription Order or Refill by federal or state law before
being dispensed, unless we have designated the over-the-counter medication as eligible for coverage as if it
were a Prescription Drug Product and it is obtained with a Prescription Order or Refill from a Physician.
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21.

22.

23.

24.

25.

26.

27.
28.

32.

Prescription Drug Products that are available in over-the-counter form or made up of components that are
available in over-the-counter form or equivalent. Certain Prescription Drug Products that we have determined
are Therapeutically Equivalent to an over-the-counter drug or supplement. 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. This exclusion does not apply to over-the-counter drugs used for
tobacco cessation.

Certain New Prescription Drug Products and/or new dosage forms until the date they ar;
on a tier by our IPMC.

ewed and placed

Growth hormone for children with familial short stature (short stature based upon
diagnosed medical condition).

decide at any time to reinstate Benefits for a Prescription Drug P
provision.

A Prescription Drug Product that contains (an) active ingg i ifi ion of and
s may be made
up to monthly. We may decide at any time to reins i i uct that was

Certain Prescription Drug Products for which the : ally Equivalent alternatives available, unless
otherwise required by law or approved byas. Such i may be made up to monthly. We may

decide at any time to reinstate Benefit i Product that was previously excluded under this
provision.

Dental products, including but not limited
A Prescription Drug Product with either:
. An approved biosj

" A biosimilar and [ covered Prescription Drug Product.

For the purpose of this excl
both of the following:

iological Prescription Drug Product approved based on

Drug Products that are FDA approved as a package with a device or application, including
nsors and/or embedded drug sensors.
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Defined Terms for Outpatient Prescription Drugs

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 Physjgian will be
classified as Brand-name by us.

Chemically Equivalent - when Prescription Drug Products contain the same active ingredie

Compounded Drugs - is a customized Prescription Drug Product prepared by a pharm
specific ingredients to meet the unique needs of an individual patient. These drugs ca
chemical also referred to as U.S. Food and Drug Administration (FDA) approved active p

Designated Pharmacy - a pharmacy that has entered into an agreement with us or with an
on our behalf, to provide specific Prescription Drug Products. This may include Specialty Presc
Not all Network Pharmacies are Designated Pharmacies.

Generic - a Prescription Drug Product: (1) that is Chemically Equivale
as a Generic product based on available data resources. This includes d
drugs as either brand or generic based on a number of factors. Not all prod

placing Prescription Drug Products into specific tiers.

List of Zero Cost Share Medications - a list that ide ption Drug Products on the Prescription
Drug List (PDL) that are available at zero cost share (no G may find the List of Zero Cost Share

Network Pharmacy - a pharmacy that has:

. Entered into an agreement with us or an
Products to Covered Persons.

. Agreed to accept specifi i ing Prescription Drug Products.
. Been designated by us
A Network Pharmacy may be a:
o Retail Netwo
. Specialty
Mail Order

er or Refill from a Physician and that are payable at 100% of the Prescription Drug Charge
any Co-payment, Co-insurance or Annual Deductible) as required by applicable law under any

. 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.

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.
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Prescription Drug Charge - the rate we have agreed to pay our Network Pharmacies for a Prescription Drug Product
dispensed at a Network Pharmacy. The rate includes any applicable dispensing fee and sales tax.

Prescription Drug List (PDL) - a list that places into tiers medications or products that have been approved by the
U.S. Food and Drug Administration (FDA). This list is subject to our review and change from time to time. You may
find out to which tier a particular Prescription Drug Product has been placed by contacting us at
www.myuhc.com/exchange or the telephone number on your ID card.

Prescription Drug Product - a medication or product that has been approved by the U.S. Fi
Administration (FDA) and that can, under federal or state law, be dispensed only accordin
Refill. A Prescription Drug Product includes a medication that is appropriate for self-admi
a non-skilled caregiver. For the purpose of Benefits under the Policy, this definition incl

. Inhalers (with spacers).
. Insulin.
. Certain vaccines/immunizations administered at a Network Phar V.
. The following diabetic supplies:
" standard insulin syringes with needles;
" blood-testing strips - glucose;
" urine-testing strips - glucose;
] ketone-testing strips;
" certain insulin pumps;
" certain continuous glucose moni
" lancets and lancet devices; and
" glucose meters.

Prescription Order or Refill - t
care provider whose scope of

directive to disp iption Drug Product issued by a duly licensed health

Products that are generally high cost, self-administered
sses. You may access a complete list of Specialty
com/exchange or the telephone number on your ID card.

t a pharmacy charges individuals for a Prescription Drug Product
g,agreed to by the pharmacy and any third party. This fee includes any
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Section 11: Pediatric Dental Care Services

How Do You Use This Document?

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

What Are Defined Terms?

Because this section is part of a legal document, we want to give you information about
you understand it. Certain capitalized words have special meanings. We have defined the
in Section 8: Defined Terms or in this section under the heading Defined Terms for Pediatric

When we use the words "we," "us," and "our" in this document, we are referring to UnitedHealthc
Company. When we use the words "you" and "your" we are referring to
is defined in the Policy in Section 8: Defined Terms.

What Are Covered Dental Care Services?
You are eligible for Benefits for Covered Dental Care Services e Services are

calendar days of the exam. If re i provide us with dental x-rays, study models or
ses of benefit determination.

We will determine if the propose
The estimate of Benefits payable

ervice and will estimate the amount of payment.
Provider and will be subject to all terms, conditions and
ively treated by a less costly, clinically acceptable

situations that can be effectively treated by a less costly, dental appropriate alternative procedure will
be given a Benefit based on the least costly procedure.

D. Not excluded as described in Pediatric Dental Exclusions below.

Benefits
Benefit limits are calculated on a calendar year basis unless otherwise specifically stated.
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Pediatric Dental Exclusions
Benefits are not provided under this section for the following:

1.
2.

10.

1.
12.

13.

18.

19.
20.
21.
22.
23.
24.

Dental Care Services received from an out-of-Network Dental Provider.

Any Dental Service or Procedure not listed as a Covered Dental Service in this section unde
Benefits for Pediatric Dental Care Services.

Dental Care Services that are not Necessary.
Hospitalization or other facility charges unless Medically Necessary.

Any Dental Procedure performed solely for cosmetic/aesthetic reasons. (Cosmeti
procedures that improve physical appearance.)

Reconstructive surgery, regardless of whether or not the surgery is related to a dental di
Congenital Anomaly, when the primary purpose is to improve physiological functioning of t
the body.

Any Dental Procedure not directly related with dental disease.

Injury, or
Ived

Any Dental Procedure not performed in a dental setting.

Procedures that are considered to be Experimental or

procedure is considered to be Experimental or InV
condition.

Drugs/medications, received with or wi i nless they are dispensed and used in the dental
office during the patient visit.

benign lesions, except excisional removal.
of hard or soft tissue, including excision.

Replacement of complet vable partial dentures or crowns and implants, implant
irectly related to provider error. This type of replacement is
nt is Necessary because of patient non-compliance, the

including Dental Care Services for dental conditions arising prior to the date individual
e Policy ends.

d by a provider with the same legal residence as you or who is a member of your family,

rvices are not covered outside of the United States.

Fixed or removable prosthodontic restoration procedures for complete oral rehabilitation or reconstruction.
Procedures related to the reconstruction of a patient's correct vertical dimension of occlusion (VDO).
Billing for incision and drainage if the involved abscessed tooth is removed on the same date of service.
Placement of fixed partial dentures solely for the purpose of achieving periodontal stability.

Acupuncture; acupressure and other forms of alternative treatment, whether or not used as anesthesia.
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25. Orthodontic coverage does not include the installation of a space maintainer, any treatment related to treatment
of the temporomandibular joint, any surgical procedure to correct a malocclusion, replacement of lost or broken
retainers and/or habit appliances, and any fixed or removable interceptive orthodontic appliances previously
submitted for payment under the plan.

26. Services that exceed the frequency limitations as identified in this section.

Defined Terms for Pediatric Dental Care Services
The following definitions are in addition to those listed in Section 8: Defined Terms of the

Allowed Dental Amounts - Allowed Dental Amounts for Covered Dental Care Service
effect, are our contracted fee(s) for Covered Dental Care Services with that provider.

Covered Dental Care Service - a Dental Care Service or Dental Procedure for which Benefi
this section.

Dental Provider - any dentist or dental practitioner who is duly licensed
which treatment is received to provide Dental Care Services, perform
surgery.

Dental Care Service or Dental Procedures - dental care or tre
Person while the Policy is in effect, provided such care or tre

. Provided in the most cost-efficient man

Service.

. Consistent in type, frequency and duration i ically based guidelines of national clinical,
research, or health care coverage organiza agencies that are accepted by us.

. Consistent with the dia

. Required for reasons oth i f the Covered Person or his or her Dental Provider.

. Demonstrated through prevai | literature to be either:
= Safea nosing the condition or sickness for which their use is proposed; or

pecific research protocol that meets standards equivalent to those defined by the
Institutes of Health.

ion, the term life threatening is used to describe dental diseases or sicknesses or
ly than not to cause death within one year of the date of the request for treatment.)

rovider has performed or prescribed a procedure or treatment or the fact that it may be the
icular dental disease does not mean that it is a Necessary Covered Dental Care Service as
he definition of Necessary used in this section relates only to Benefits under this section and
which a Dental Provider engaged in the practice of dentistry may define necessary.

defined in this secti
differs from the
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Section 12: Pediatric Vision Care Services

How Do You Use This Document?

This section of the policy provides Benefits for Vision Care Services, as described below, for Covergd Persons under
the age of 19. Benefits under this section will end on the last day of the month the Covered Pers ches the age of
19.

What Are Defined Terms?

Because this section is part of a legal document, we want to give you information about
you understand it. Certain capitalized words have special meanings. We have defined the
in Section 8: Defined Terms or in this section under the heading Defined Terms for Pediatric

When we use the words "we," "us," and "our" in this document, we are referring to UnitedHealthc
Company. When we use the words "you" and "your" we are referring to people who are Covered Pe
is defined in the Policy in Section 8: Defined Terms.

Benefits for Pediatric Vision Care Services

What Are the Benefit Descriptions?

Benefits

Benefit limits are calculated on a calendar year specifically stated.

Frequency of Service Limits

Benefits are provided for the Vision Care Servic
payments and Co-insurance stated under each

ject to Frequency of Service limits and Co-
chedule of Benefits.

Routine Vision Exam

A routine vision exam of the e care in your area, including:

. A patient history that includ ient medical/eye history, and current medications.

and focusing.

ashes, and outside of the eye.

ular testing - far and near (how well eyes work as a team).
odation - how well you see up close (for example, reading).
hen indicated - test pressure in eye (glaucoma check).

Ophthalmoscopic exam of the inside of the eye.

o Visual field testing.

) Color vision testing.

. Diagnosis/prognosis.

o Specific recommendations.
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Post exam procedures will be performed only when materials are required.
Or, in lieu of a complete exam, Retinoscopy (when applicable) - objective refraction to determine lens power of
corrective lenses and subjective refraction to determine lens power of corrective lenses.

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

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

If you purchase Eyeglass Lenses and Eyeglass Frames at the same time from the same
Network Vision Care Provider, only one Co-payment will apply to those Eyeglass Lenses an
together.

Eyeglass Frames

A structure that contains eyeglass lenses, holding the lenses in front of t
nose.

You are eligible to choose only one of either eyeglasses (Eyeg

eglass Lenses and Eyeglass Frames
together.

Contact Lenses

You are eligible to choose on i enses and/or Eyeglass Frames) or Contact
Lenses. If you choose more th isi
Service.

Necessary Contact Lenses

Contact lenses are any of the following:

° Keratoconus.

. Aniridia.

° Post-traumatic disorders.
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Low Vision

Benefits are available to Covered Persons who have severe visual problems that cannot be corrected with regular
lenses and only when a Vision Care Provider has determined a need for and has prescribed the service. Such
determination will be made by the Vision Care Provider and not by us.

Benefits include:

. Low vision testing: Complete low vision analysis and diagnosis which includes:
= A comprehensive exam of visual functions.
= The prescription of corrective eyewear or vision aids where indicated.
= Any related follow-up care.

o Low vision therapy: Subsequent low vision therapy if prescribed.

Pediatric Vision Exclusions

Except as may be specifically provided in this section under the headin
Benefits are not provided under this section for the following:

its for Pediatric Vision C.

1. Medical or surgical treatment for eye disease which requi
are available as stated in the Policy.

2. Vision Care Services received from a non-Unitedk

3. Non-prescription items (e.g. Plano lenses).

4, Optional Lens Extras not listed in this secti Benefits for Pediatric Vision Care Services.

5. Missed appointment charges.

6. Applicable sales tax charged on Vision

7.

8. Corrective surgical proce adial Keratotomy (RK) and Photo-refractive
Keratectomy (PRK).

9. Contact lenses if an eyeg nses are received in the same calendar year.

are received in the same calendar year.

e a Claim applies to Vision Care Services provided under this section, except that when
ust provide us with all of the information identified below.

Vision Care Services

erson's identification number from the ID card.
o Covered Person's date of birth.
Send the above information to us:
By mail:
Claims Department

P.O. Box 30978
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Salt Lake City, UT 84130
By facsimile (fax):
248-733-6060

Defined Terms for Pediatric Vision Care Services
The following definitions are in addition to those listed in Section 8: Defined Terms of the Poli

Covered Contact Lens Formulary - a selection of available contact lenses that may be
UnitedHealthcare Vision Network Vision Care Provider on a covered-in-full basis, subj
applicable Co-payment.

UnitedHealthcare Vision Networks - any optometrist, ophthalmologist, optician or other pe
who provides Vision Care Services for which Benefits are available under the Policy.

Care Services.

Vision Care Service - any service or item listed in this section under the
Services.
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Section 13: Consolidated Appropriations Act Summary
The Policy complies with the applicable provisions of the Consolidated Appropriations Act (the “Act”) (P.L. 116-260).

No Surprises Act

Balance Billing
Under the Act, the No Surprises Act prohibits balance billing by out-of-Network providers i

. When Ancillary Services are received at certain Network facilities on a non-Eme
Network Physicians.

In these instances, the out-of-Network provider may not bill S i cable Co-payment,
Co-insurance or deductible (cost share). Your cost share rovided by a

For the purpose of this Summary, "certain Network facilit 0 a hospital (as defined in 1861(e) of the
Social Security Act), a hospital outpatient depa : ospital (as defined in 1861(mm)(1) of the
Social Security Act), an ambulatory surgical i on 1833(i)(1)(A) of the Social Security Act, and
any other facility specified by the Secretary.

e currently receiving treatment for Covered Health Care Services from a provider whose
Network to out-of-Network during such treatment due to termination (non-renewal or
ontract, you may be eligible to request continued care from your current provider under
that would have applied prior to termination of the provider's contract for specified
provision does not apply to provider contract terminations for failure to meet

or for fraud. If you would like help to find out if you are eligible for continuity of care
telephone number on your ID card.

orrectly by us prior to receipt of the Covered Health Care Service that the provider was a Network
provider, either through our database, our provider directory, or in our response to your request for such information
(via telephone, electronic, web-based or internet-based means), you may be eligible for cost sharing that would be no
greater than if the service had been provided from a Network provider.
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Language Assistance Services
1-877-265-9199, TTY 711

identificacion de su plan de salud.

Chinese: B 1% Il 55 F1 28 3 S B AL I A . SRR
il ID R EL FRS S,

Vietnamese: Dich vu dich thuéat va thong dich
quy vi can tro giup, vui long goi sb & trén hé
chwong trinh strc khée cua quy vi.

Korean: 'H Y A H| 29} T HAL+= H]
A, AEd AT E= 05 ZAHIDT

FAFYUY. =20] o 3al
JHl 2~ S 2 At A L.

AT sex il 5 daa il Gl jd 655 :Arabic

appeler le numéro ci-dessus ou le numéro de services aux membres figurant
pce maladie.

: g Panstwo bezptatnie skorzystac z ustugi ttumaczenia pisemnego lub ustnego.
Jesli potrzebujg Panstwo pomocy, nalezy zadzwonié pod numer podany powyzej lub numer
ustug dla cztonkéw podany na karcie identyfikacyjnej cztonka planu ubezpieczenia

zdrowotnego.
'JJ United
Healthcare



German: Ubersetzungsdienste und Dolmetscher stehen lhnen kostenlos zur Verfiigung. Wenn Sie
Hilfe bendtigen, rufen Sie bitte die oben genannte Nummer oder die Nummer des
Mitgliederservices auf lhrer Versichertenkarte an.

Gujarati: 2iAle AL i LN dHIZL U2 (965 GUEDH 89, o7l A Heed] or32
BURel €12 Y2 DAUAL AHIRL GEA el OS] $18 U2l A, AAZAL <512 U2 514 532U,

ajuda, ligue para o numero acima ou para o nimero de Atendi
cartdo de identificacdo do plano de saude.

Japanese: BIERY—EALBRY—EAEZFIHTEET,
RETSV ID h—FOAVN—H—EABS(CES

Hindi: SIaTe HaT0 3T HTUT oM forg 4
AFYTHRAT &, AT FIAT AAT TATEST
qET 9T FiA A

Q\JQQ&S{)MQM&JD)@M@)@_M\?&
o8 ol 2 DS 550 028 7 )3 (5 yide Claad (alis jlads

Ambharic: PTCFI® A749

ANAPT AL NAD- €PC @ ¢ P NCEP AL NAD- PANAT ATAIF &M C
£ L

Italian: Sono ¢ izi di traduzione e interpreti. Se hai bisogno di aiuto,
chiama il nume assistenza presente sulla tua tessera sanitaria.
Pennsylvania Du schwetzscht un Druwwel hoscht fer Englisch verschtehe,

ge fer dich helfe unni as es dich ennich eppes koschte zeelt. Wann du Hilf
rauchscht, ruf die aymer drowwe uff odder die Nummer fer Member Services as uf dei Health

PlanID C

hdzaad bee hadiinééh bee dka'anida’awo'i d6d ata’ dahalne'it'ad
ika'adoowot ninizingo, t'add shoodi hddahdi ndmboo biki’ dgii doodagc

!JJ gg;ﬁ%ﬁcare@



Notice of nhon-discrimination

The company complies with applicable federal civil rights laws and does not discriminate,

exclude people, or treat them differently based on race, color, national origin ,disability,
or sex, including sex characteristics, including intersex traits; pregnancy or
conditions; sexual orientation; gender identity, and sex stereotypes.

If you believe you were treated unfairly because of your race, color, n
disability, or sex, you can send a grievance to our Civil Rights Coordinat

Mail: Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O.Box 30608, Salt Lake City, UTAH 84

Email: UHC_Civil_Rights@uhc.com

If you need help with your complaint, please ca
numberonyour health planID card (TTY/RT &

You can also file a complaint with the U.S. Dt
Online:
Phone:

services, please call toll-free 1-877-265-9199 or the toll-free number
anIDcard (TTY/RTT711).

ouneedth

This Is available at https://www.uhc.com/legal/nondiscrimination-and-
language-assistance-notices.

!JJ gg;ﬁ%ﬁcare@
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mailto:UHC_Civil_Rights%40uhc.com?subject=
https://www.hhs.gov/civil-rights/filing-a-complaint/index.html
https://www.uhc.com/legal/nondiscrimination-and-language-assistance-notices
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