Navigate Individual Medical Policy

UnitedHealthcare Insurance Compan
185 Asylum Street
Hartford, Connecticut 06103-3408
1-800-357-1371

S

t and Consideration

We will pay Benefits as set forth in this Policy. This Policy is issued in exchange for and on the basis of
the statements made on your application and payment of the first Premium. It takes effect on the effective
date shown above. Coverage will remain in force until the first Premium due date, and for such further
periods for which Premium payment is received by us when due, subject to the renewal provision below.
Coverage will begin at 12:01 a.m. and end at 12:00 midnight in the time zone where you live.
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Guaranteed Renewable Subject to Listed Conditions

You may keep coverage in force by timely payment of the required Premiums under this Policy, except
that your coverage may end for events as described in Section 4: When Coverage Ends.

This Policy will renew on January 1 of each calendar year. On January 1st, we may mak

product. In
addition, we may make modifications at any time if the modification is directly relate State or Federal

On January 1 of each calendar year, we may change the rate table used for this Po

Premium will be based on the rate table in effect on that Premium's due date. Some o

At least 31 days' notice of any plan to take an action or make a cha
mailed to you at your last address as shown in our record

S3& 4
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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 o th|s Policy.
We issue this Policy based on the Policyholder's Application and payment of the required

This Policy includes:
. The Schedule of Benefits.
. The Policyholder's Application.

. Riders, including the Outpatient Prescription Drug Rider, the Pediatric Dental
the Pediatric Vision Care Services Rider.

. Amendments.

If you have any questions or requests about your plan, you can c
number on the back of your ID card or by calling us at 877-760-332

us by calling the teleph

Can This Policy Change?

We may, from time to time, change this Policy by at
Amendments that may change certain provisiong
new Policy, Rider or Amendment.

Other Information You Sh

We have the right to change, interpret, w or to end the Policy, as permitted by
law, without your approval.

The Policy will take effe
and ends at 12:00 midnigh
as long as the Premium is pai
this Policy.

olicyholder's location. This Policy will remain in effect
bject to the renewal and termination provisions of

ed healthcare decisions. myHealthcare Cost Estimator is an online tool designed to
formed decisions regarding treatment options, providers, and service locations.

t Estimator is available to UnitedHealthcare members at no additional cost. When you
rmation based on your individual plan, you'll have the knowledge to better understand

‘myuhc.com to get started with myHealthcare Cost Estimator or you can contact us by calling
877-760-3322.

Pre-Existing Conditions

Your coverage in this health plan is not limited based on medical conditions that are present on or before
your effective date. This means that your health care services will be covered from the effective date of
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your coverage in this health plan without a pre-existing condition restriction or a waiting period. But,
benefits for these health care services are subject to all the provisions of this health plan.

o
S

IEXPOL24.1.2018.MA 4




Introduction to Your Policy

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

Interpreters

UnitedHealthcare provides members, upon request, interpreter and translation servi
administrative procedures. These services are generally provided through the A

espanol (Spanish)
ATENCION: Si habla espariol (Spanish), hay servicios de asistencia de idiomas, sin ¢
disposicion. Llame al numero de teléfono gratuito que aparece en su tarjeta de identifica
Si no es miembro de UHC, llame al 888-383-9253.
portugués (Portuguese)

ATENCAO: Se voce fala portugués (Portuguese), contate o serwgo isténcia de idiom
Ligue gratuitamente para o nUmero encontrado no seu ca
Caso nao seja membro da UHC, I|gue para 888-383-9

th3r (Chin Ese}

FEERE ¢ AR (Chinese)
EFFIMRBeEEHE
MRETZUHCEE - 73
Kreydl ayisyen (Haitian Creole)

ATANSYON: Siw pale Kreydl ayisyen
lang pa w. Tanpri relegnimewo gratis ki
Si ou pa manm U

Viét (Vi ietnamese}

b benefisye sévis ki gratis pou ede w nan

e), quy vi s& ducc cung cdp dich vu tro gidp vé ngdn
& mét sau thé héi \[3n ciia quy vi.

fslandl & galll Sae bl Cilead S8 A Tabic( A adl Saad S 13) 4
.aj.uui_u)...]iumb_‘.b ):.d'l b“.J_-u.n.“ gl Ay Jlasil
.9253-383-888 Al )i Jﬁ Juail sUHC A Vpeine S5 5012

hmer)
HAN: WA SHASUNWMANSS (Khmer) ifuNE §WMANENWRARMS
MSNUHRY AgugIagighussnAnis imunsishiingumantuNuaIEnY
ibarsyREsiuSMANBn UHC 18 giaimiehinig 888-383-02534

francais (French)
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ATTENTION : Si|vous parlez francais (French), des services d'aide linguistique vous sont proposés
gratuitement. Veuillez appeler le numéro de téléphone gratuit figurant sur votre carte d'identification.
Sivous n'étes pas affilié(e) & UHC, veuillez appeler le 888-383-9253.

litaliana (ltalian)

ATTENZIOME: in caso la lingua parlata sia l'italiano (Italian), sono disponibili servizi
linguistica gratuiti. Per favore chiamate il numero di telefone verde indicato sulla
identificativa. Se non siete membri UHC, chiamate il numero 888-333-9253.

= (Korean)
ol T2 M (Korean)B AME SRS A2 A A9 HU|AE 2EE 0] E514
I PIAME =& g HEHER ZESHEAR.

UHC 2ol ot 2%, 888-383-9253 H 22 H sty A2,
ElAnvikd (Greek)

MPOZOXH : Av pihare EAdnvika (Greek), urdpyel Suped
kahéoeTs To Swpedv apiBpd mou Ba Ppeite oTnv KApTa
Av Bev gioTe péhoc Tng UHC, kahéoTs o 385-353-9

tessera

polsku (Polish)

UWAGA: JeZeli méwisz po polsku (Polish),
pod bezptatny numer telefonu podany
zadzwon pod numer 888-383-9253.

f&dl (Hindi)
DU M G- T 39 Tl (Hindi)

¥we ustugi ttumacza. Prosimy zadzwonic
. JeZeli nie jestes cztonkiem UHC,

* T 1 3[ceh IUciel B
aﬁl 3R 39 UHC HGH -8 <14 ©,
£88-383-9253 TR

o2l (Gujarati)

ujarati) ¢ll€dl €l dl w1u=l iNLS1Y HegeY
- . UL WO 52l [5321el SIS U w16 219-gl
02 U2 . oll U of &ld dl 888-383-9253 U 519 531,

§ have special meanings. We have defined these words in Section 8: Defined

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

nts in a safe place for your future reference. You can also get this Policy at www.myuhc.com.

Review the Benefit limitations of this Policy by reading the attached Schedule of Benefits along with
Section 1: Covered Health Care Services and Section 2: Exclusions and Limitations. Read Section 7:
General Legal Provisions to understand how this Policy and your Benefits work. Call us if you have
questions about the limits of the coverage available to you.

If there is a conflict between this Policy and any summaries provided to you, this Policy controls.
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Please be aware that your Physician is not responsible for knowing or communicating your Benefits.

If you are looking for more specific information about your Physician, the Massachusetts Board of
Registration in Medicine may have a profile. To see this profile, you can log on to
www.massmedboard.org.

How Do You Contact Us?

Call the telephone number listed on your identification (ID) card. Throughout the ent you wi
statements that encourage you to contact us for more information.

Q\/

S
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Your Responsibilities

Enrollment and Required Premiums

. Benefits are available to you once you are enrolled for coverage under this Poli
options, and the corresponding dates that coverage begins, are listed in Secti
Begins and Premiums. To be enrolled and receive Benefits, all of the follo

L] Your enrollment must be in accordance with the rules of this Policy,
rules.

= You must qualify as a Policyholder or a Dependent as those terms are defi
Defined Terms.

= You must pay Premium as required.

Care decisions are between you and y ot make decisions about the kind of care

you should or should not receive.

Choose Your Physician

It is your responsibility to s Is who will deliver your care. We arrange for
participate in a Network. Our credentialing
and facilities' licenses and other credentials,
se professionals and facilities are independent

r the care they deliver.

but does not assure the qua
practitioners and entities that

Obtain
Some Covere i prior authorization. Physicians and other health care
professionals etwork ‘are responsible for obtaining prior authorization. For detailed

information on . Services that require prior authorization, please refer to the

st of Excluded Services

ay the cost of all excluded services and items. Review Section 2: Exclusions and Limitations
to become familiar with this Policy's exclusions.

Show Your ID Card

You should show your ID card every time you request health care services. If you do not show your ID
card, the provider may fail to bill the correct entity for the services delivered.
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File Claims with Complete and Accurate Information

When you receive Covered Health Care Services from 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.

Use Your Prior Health Care Coverage

If you have prior coverage that, as required by state law, extends benefits for a
disability, we will not pay Benefits for health care services for that condition or di
coverage ends. We will pay Benefits as of the day your coverage begins under this
Covered Health Care Services that are not related to the condition or disability for whi
coverage.
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Our Responsibilities

Determine Benefits

We make administrative decisions regarding whether the Policy will pay for any portio
health care service you intend to receive or have received. Our decisions are for pa
We do not make decisions about the kind of care you should or should not receiv
providers must make those treatment decisions.

We have the final authority to do the following:

o Interpret Benefits and the other terms, limitations and exclusions set out in this P
Schedule of Benefits and any Riders and/or Amendments.

o Make factual determinations relating to Benefits.

We may assign this authority to other persons or entities that may p
Policy, such as claims processing. The identity of the servie
may be changed from time to time as we determine. |
those service providers.

Pay for Our Portion of the Cost

We pay Benefits for Covered Health Care Services @
Services and in the Schedule of Benefit
Limitations. This means we only pay ou
means that not all of the health care servi

n Section 1: Covered Health Care
excluded in Section 2: Exclusions and
overed Health Care Services. It also

e paid for (in full or in part) by this Policy.

Pay Network Providers

It is the responsibility of
Covered Health Care Se

ile for payment from us. When you receive
o not have to submit a claim to us.

Pay for Covered Hea
Provide
In accordand 3 uirements, we pay Benefits after we receive your request for

Policies
rsement policy guidelines, as we determine, in accordance with one or more of the

Medical Association, and/or the Centers for Medicare and Medicaid Services (CMS).
by generally recognized professionals or publications.
for Medicare.

determined by medical staff and outside medical consultants pursuant to other appropriate
sources or determinations that we accept.

Following evaluation and validation of certain provider billings (e.g., error, abuse and fraud reviews), our
reimbursement policies are applied to provider billings. We share our reimbursement policies with
Physicians and other providers in our Network through our provider website. Network Physicians and
providers may not bill you for the difference between their contract rate (as may be modified by our
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reimbursement policies) and the billed charge. However, out-of-Network providers may bill you for any
amounts we do not pay, including amounts that are denied because one of 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 by contactin at
www.myuhc.com or the telephone number on your ID card.

If specific Covered Health Care Services are not available from a Network provider,
for Benefits when Covered Health Care Services are received from out-of-Networ
situation, your Network Physician will notify us and, if we confirm that care is no
provider, we will work with you and your Network Physician to coordinate care th
provider. We will cover the out-of-Network Covered Health Care Service and you wi
to pay more than the amount which would be required for a similar Covered Health Ca
within our Network.

Offer Health Education Services to You

We may provide you with access to information about additional se
as disease management programs, health education and pati
whether to take part in the programs, but we recomme,
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Section 1: Covered Health Care Services

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

. The health care service, including supplies or Pharmaceutical Products, is
Care Service if it is Medically Necessary. (See definitions of Medically Ne
Health Care Service in Section 8: Defined Terms.)

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

conditions listed in Section 4: When Coverage Ends occur,

. The person who receives Covered Health Care Services is a
eligibility rules as determined by the Massachusetts Health Co

Remote Physiologic Monitoring. Benefit
person service under any applicable Be
Schedule of Benefits.

3 provided to the same extent as an in-
ection unless otherwise specified in the

This section describes Covered Health Car i efits are available. Please refer to the
attached Schedule of Benefits for details ab

. The amount you
Deductible, Co-pay

. Any limit that applies to Care Services (including visit, day and dollar limits
on services).

0 that specific list. When we do intend to limit a list of services or examples,
hat the list "is limited to."

ncertransportation by a licensed ambulance service (either ground or Air Ambulance)
ital where the required Emergency Health Care Services can be performed.

mbulance transportation by a licensed ambulance service (either ground or Air
e determine appropriate) between facilities only when the transport meets one of the

o From an out-of-Network Hospital to the closest Network Hospital when Covered Health Care
Services are required.

. To the closest Network Hospital that provides the required Covered Health Care Services that were
not available at the original Hospital.
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o From a short-term acute care facility to the closest Network long-term acute care facility (LTAC),
Network Inpatient Rehabilitation Facility, or other Network sub-acute facility where the required
Covered Health Care Services can be delivered.

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

L] "Long-term acute care facility (LTAC)" means a facility or Hospital that pr:
people with complex medical needs requiring long-term Hospital stay i
setting.
= "Short-term acute care facility" means a facility or Hospital that provi e with

medical needs requiring short-term Hospital stay in an acute or critical
recovery following a surgery, care following sudden Sickness, Injury, or fl
Sickness.

ediate care on short-ter

L] "Sub-acute facility" means a facility that provides int
term basis.

2. Cellular and Gene Therapy

Cellular Therapy and Gene Therapy received on an i
outpatient basis at an Alternate Facility or in a Physi

Benefits for CAR-T therapy for malignancies are antation Services.

3. Clinical Trials
Routine patient care costs incurred whil i fying clinical trial for the treatment of:
) Cancer or other life-threatening dis ition. rposes of this Benefit, a life-threatening

disease or condition is one which is r s the course of the disease or
condition is interrupted.

. Cardiovascular di
clinical trial meets ini iteri ted below.

, hip and knees, which are not life threatening, when
ing clinical trial criteria stated below.

. Surgical musculoskele
we determine the clinical

Ith Care Services required solely for the following:

rovision of the Experimental or Investigational Service(s) or item.

e clinically appropriate monitoring of the effects of the service or item, or
The prevention of complications.

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

Routine costs for clinical trials do not include:

. The Experimental or Investigational Service(s) or item. The only exceptions to this are:
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. Certain Category B devices.

. Certain promising interventions for patients with terminal illnesses.
Ll Other items and services that meet specified criteria in accordance with our medical and
drug policies.
. Items and services provided solely to meet data collection and analysis needs

used in the direct clinical management of the patient.

. A service that clearly does not meet widely accepted and established sta
particular diagnosis.

. Items and services provided by the research sponsors free of charge for any per
the trial.

With respect to cancer or other life-threatening diseases or condifi
I, Phase Il, Phase lll, or Phase IV clinical trial. It takes place in re
treatment of cancer or other life-threatening disease or condition. It
the bulleted list below.

With respect to cardiovascular disease, musculoskelg

) Federally funded trials. The study
funding through in-kind contributi

oved or funded (which may include
ot the following:

= National Institutes of Health | Cancer Institute (NCI).)

Defense (DOD) o

alified non-gover | research entity identified in the guidelines issued by the

center support grants.

airs, the Department of Defense or the Department of
igation has been reviewed and approved through a system of
meet both of the following criteria:

parable to the system of peer review of studies and investigations used by the
onal Institutes of Health.

es unbiased review of the highest scientific standards by qualified individuals
have no interest in the outcome of the review.

dy or investigation is a drug trial that is exempt from having such an investigational new
rug application.

. The clinical trial must have a written protocol that describes a scientifically sound study. It must
have been approved by all relevant institutional review boards (/RBs) before you are enrolled in the
trial. We may, at any time, request documentation about the trial.

IEXPOL24.1.2018.MA 15



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

4. Congenital Heart Disease (CHD) Surgeries

CHD surgeries which are ordered by a Physician. CHD surgical procedures include sur
conditions such as:

o Coarctation of the aorta.

o Aortic stenosis.

. Tetralogy of Fallot.

. Transposition of the great vessels.

. Hypoplastic left or right heart syndrome.

interventional cardiac catheterization.

You can call us at the telephone number on yo
regarding Benefits for CHD services.

5. Diabetes Services
Diabetes Self-Management and Traini

Outpatient self-management training for th
therapy services. Services must be ordered

registered health care pro onals.
Benefits also include me s) and preventive foot care for diabetes.

sts and urinary protein/microalbumin and lipid

ous glucose monitors for the management and treatment of
eds. An insulin pump is subject to all the conditions of
jedical Equipment (DME), Orthotics and Supplies.

rnished by a podiatrist, orthotist, prosthetist or pedorthist.

blood glucose meters including continuous glucose monitors, insulin syringes with

, insulin and insulin pens are described under the Outpatient Prescription Drug Rider.

6. Durable Medical Equipment (DME), Orthotics and Supplies

Benefits are provided for DME and certain orthotics and supplies. 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
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that we would have paid for the item that meets the minimum specifications, and you will be responsible
for paying any difference in cost.

Additionally, benefits are provided for DME when Medically Necessary and provided in conjunction with a
Physician-approved eligible home health care services plan as described under Home He

DME and Supplies

Examples of DME and supplies include:

L] Equipment to help mobility, such as a standard wheelchair.
L] A standard Hospital-type bed.

] Oxygen and the rental of equipment to administer oxygen (including tubing;
masks).

] Negative pressure wound therapy pumps (wound v

= Mechanical equipment needed for the treatment of lon
(except that air-conditioners, humidifiers, de idifi

. Burn garments.

. Insulin pumps and all related need

] External cochlear devices and system ochlear implantation are provided
under the applicable medic i gategories in this Policy.

Benefits include lymphedema sto
Cancer Rights Act of 1998.

quired by the Women's Health and

r lack of speech directly due to Sickness or
vailable only after completing a required
three-month rental

Orthotics

Y external DME. Unless otherwise excluded, items that are fully implanted into the
ealth Care Service for which Benefits are available under the applicable
2d Health Care Service categories in this Policy.

Care Services - Outpatient

quired to stabilize or begin treatment in an Emergency. Emergency Health Care
eceived on an outpatient basis at a Hospital or Alternate Facility.

/or begin treatment. This includes placement in an observation bed to monitor your condition
(rather than being admitted to a Hospital for an Inpatient Stay).

In an Emergency, you have the option to call 911 (or the local equivalent). You will not be denied
coverage for medical and transportation services incurred when Emergency Health Care Services are
provided as a result of accessing services by dialing 911. Benefits are paid for Emergency Health Care
Services, even if the services are provided by an out-of-Network provider.
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8. Enteral Nutrition

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

9. Fertility Preservation for latrogenic Infertility

Benefits are available for fertility preservation for medical reasons that cause irrever,
chemotherapy, radiation treatment, and bilateral oophorectomy due to cancer. S
following procedures, when provided by or under the care or supervision of a P

. Collection of sperm.

. Cryo-preservation of sperm.

o Ovarian stimulation, retrieval of eggs and fertilization.
. Oocyte cryo-preservation.

. Embryo cryo-preservation.

Benefits for medications related to the treatment of ferti ibed under
your Outpatient Prescription Drug Rider or under P, [ [ is section.

Benefits are not available for long-term

10. Habilitative Services

For purposes of this Benefit, "habilitative s
prescribed treatment plan or maintenance p
learn or improve skills an ioning for dail
both the skilled nature o
Therapies provided for the eing or conditioning in the absence of a disabling
condition are not considered

a person with a disabling condition to keep,
decide if Benefits are available by reviewing

Habilitative sesvi

ed for habilitative services for both inpatient services and outpatient therapy when you
ndition when both of the following conditions are met:

icensed speech-language pathologist.

= Licensed audiologist.

= Licensed occupational therapist.
. Licensed physical therapist.

= Physician.
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. Treatment must be proven and not Experimental or Investigational.

The following are not habilitative services:

o Custodial Care.

. Respite care.

. Day care.

. Therapeutic recreation.

. Educational/Vocational training.

. Residential Treatment.

. A service or treatment plan that does not help you meet fun
. Services solely educational in nature.

. Educational services otherwise paid under state or fede

We may require the following be provided:
. Medical records.
. Other necessary data to allow us to prove

When the treating provider expects that c
progress we may request additional me

will be required to allow you to achieve

Habilitative services provided in your ho
Home Health Care. Habilitative services p
provided as described under this section.

Agency are provided as described under
her than by a Home Health Agency are

rt of habilitative services, are described
lies and Prosthetic Devices.

Benefits for DME and pro
under Durable Medical

11. Hearing Aids

sound whic i plete deafness). These are electronic amplifying devices
designed to Brig o the ear. These consist of a microphone, amplifier and
receiver.

. A written prescription or other order.

If more than one type of hearing aid can meet your functional needs, Benefits are available only for the
hearing aid that meets the minimum specifications for your needs. If you purchase a hearing aid that
exceeds these minimum specifications, we will pay only the amount that we would have paid for the
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hearing aid that meets the minimum specifications, and you will be responsible for paying any difference
in cost.

Benefits do not include bone anchored hearing aids. Bone anchored hearing aids are a Covered Health

. Craniofacial anomalies whose abnormal or absent ear canals prevent the us
hearing aid.

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

12. Home Health Care
Services received from a Home Health Agency that are all of the following:

) Ordered by a Physician.

. Provided in your home by a registered nurse, or provided by € home health aidegor licensed

practical nurse and supervised by a registered nur.

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

. Physical, occupational and speech therapy?

° Medical social work.
. Nutritional counseling.
° Home health aide services.

. Medical supplies.
. Durable Medical

We will determine if Benefi ing both the skilled nature of the service and the need

sounseling for immediate family members while you are receiving hospice care.
hen you receive hospice care from a licensed hospice agency.

ephone number on your ID card for information about our guidelines for hospice

. Supplies and non-Physician services received during the Inpatient Stay.
. Room and board in a Semi-private Room (a room with two or more beds).
. Physician services for radiologists, anesthesiologists, pathologists and Emergency room

Physicians. (Benefits for other Physician services are described under Physician Fees for Surgical
and Medical Services.)
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o Voluntary termination of pregnancy (abortion).

. Sterilization procedure for a female Covered Person when performed as the primary procedure for
family planning reasons.

. Anesthesia services that are related to covered surgery. This includes those servi
furnished for you by a Physician other than the attending Physician; or by a certi
nurse anesthetist.

o Radiation and x-ray therapy that is furnished for you by a Physician. This i
therapy using isotopes, radium, radon, or other ionizing radiation; and x-ra
when used in place of surgery.

15. Infertility Services

Services for the treatment of infertility when provided by or under,
limited to the following procedures.

care or supervision of a

. Ovulation induction (or controlled ovarian stimulatio
. Insemination procedures (artificial insemination

. Assisted Reproductive Technologies (ART

= In vitro fertilization (IVF).
L] Gamete intrafallopian transf
L] Zygote intrafallopian trans

o Intracytoplasmic Sperm Injection ( f male factor infertility.
. Assisted hatching.
. Cryo-preservation

. Sperm, egg and/or
inseminated eggs, to

processing, and banking of sperm or
not payable by the donor's insurer.

eive prior to achieving that pregnancy will be included in the calculation of the
period, as applicable.

not related to voluntary sterilization or to failed reversal of voluntary sterilization.

rove coverage for infertility services when the member has been diagnosed with

e of this Benefit, "therapeutic donor insemination" means insemination with a donor sperm
the purpose of conceiving a child.

16. 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:

. Lab and radiology/X-ray.
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o Mammography - a baseline mammogram for women between the ages of 35 and 40 and a
mammogram on an annual basis for women 40 years of age and older.

. Cervical cancer screening - an annual cytologic screening for women 18 years of age and older.

. Laboratory tests for the treatment of diabetes, including hemoglobin, or HbA1c, te
protein/microalbumin and lipid profiles.

Benefits include:

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

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

Physician

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

. Presumptive Drug Tests and Definitive Drug Tests.
Lab, X-ray and diagnostic services for preventive care age

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

on an outpatient basis at a Hospital or A
Benefits include:

) ici i i i i nd pathologists. (Benefits for other Physician

. Biologica s. For the purposes of this Benefit, "biologically-based mental
disorders' chlzophre 1a, schizoaffective disorder, major depressive disorder, bipolar

a and other psychotic disorders, obsessive-compulsive disorder, panic disorder,

mentia, affective disorders, eating disorders, post-traumatic stress disorder, and

ically-based Mental lliness of Dependent children under 19 years of age when the

are Provider, pediatrician, or licensed mental health professional treating the child has
ented that the Mental lliness substantially interferes with or substantially limits the
functioning and social interactions of the child or is evidenced by conduct including, but not limited

to:
= An inability to attend school as a result of the disorder.
= The need to hospitalize the child as a result of the disorder.
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Ll A pattern of conduct or behavior caused by the disorder which poses a serious danger to the
child or others.

L] Benefits for Mental Health Care Services that would otherwise terminate due to a Dependent
child having reached 19 years of age may be continued for an Enrolled Depe t child who
is engaged in an ongoing course of treatment beyond age 19 until that cou treatment is

completed.

. Any other Mental lliness or mental health disorder not described above.

All services must be provided by or under the direction of a behavioral health pro
licensed and qualified by law and acting within the scope of their licensure.

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

o Residential Treatment.

. Partial Hospitalization/Day Treatment/High Intensity O
. Intensive Outpatient Treatment.
. Outpatient treatment.

Inpatient treatment and Residential Treatment i
with two or more beds).

ard in a Semi-private Room (a room

Services include the following:
. Diagnostic evaluations, assessme procedures.
. Medication management.
) Individual, family, a roup therapy.
o Crisis intervention®

o Mental Health Care S rum Disorders (including Intensive Behavioral

BA)) that are the following:

scribes only the behavioral component of treatment for Autism Spectrum Disorders.
1t of Autism Spectrum Disorders is a Covered Health Care Service for which

olescents under the age of 19: The services listed above include, but are not limited
ioral Services (including behavior management monitoring and behavior management

amily Support and Training, Therapeutic Mentoring Services, Mobile Crisis Intervention,
re Coordination, Community-Based Acute Treatment for Children and Adolescents and
Intensive Community-Based Treatment for Children and Adolescents.

The Mental Health/Substance-Related and Addictive Disorders Designee provides administrative services
for all levels of care.

Please note that (1) authorization is not required for covered Substance Use Disorder Treatment
including Acute Treatment Services and Clinical Stabilization Services for a total of up to 14 days and (2)
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prior authorization is not required for Substance Use Disorder Treatment if the provider is certified or
licensed by the Department of Public Health and (3) this also includes early intervention services for
Substance Use Disorder Treatment, outpatient services, including medically assisted therapies; intensive
outpatient and partial hospitalization services, residential or inpatient services, and medicallyasmanaged
intensive inpatient services.

We encourage you to contact the Mental Health/Substance-Related and Addictive Di
assistance in locating a provider and coordination of care.

rs Designee for

19. Obesity - Weight Loss Surgery

Surgical treatment of obesity when provided by or under the direction of a Physician
following criteria is met:

. You have a body mass index (BMI) of greater than 40.

o You have a body mass index (BMI) of greater than 35 with icating coexisting medic
conditions or diseases (such as sleep apnea or diabetes) dire lated to, or made worse by,
obesity.

20. Ostomy Supplies

Benefits for ostomy supplies are limited to the fo
. Pouches, face plates and belts.

o Irrigation sleeves, bags and osto
) Skin barriers.

. Urinary catheters.

in Pharmaceutical Products, including Specialty Pharmaceutical Products, we may
ignated Dispensing Entity. Such Designated Dispensing Entities may include an

r provider 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
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subject to step therapy requirements by contacting us at www.myuhc.com or the telephone number on
your ID card.

Certain Specialty Pharmaceutical Products are eligible for coupons or offers from pharmaceutical

redeem a coupon from a pharmaceutical manufacturer or affiliate, your Co-payment
may vary. Please contact www.myuhc.com or the telephone number on your ID ¢
of Specialty Pharmaceutical Drug Products. If you choose not to participate, yo
or Co-insurance as described in the Schedule of Benefits.

management programs. You may access information on these pro
www.myuhc.com or the telephone number on your ID card.

Physician fees for surgical procedures and other 3
basis in a Hospital, Skilled Nursing Facility, Inpz
Physician house calls.

ent or inpatient
Facility, or for

23. Physician's Office Services

Services provided in a Physician's office i catment of a Sickness or Injury. Benefits
are provided regardless of whether the Physici ice i anding, located in a clinic or located in a
Hospital.

Covered Health Care Servi i i rvices that are provided in a Physician's

2 use of intravenous immunoglobulin therapy. Benefits for intravenous
nerapy are described under Pharmaceutical Products - Outpatient.

are Services for preventive care provided in a Physician's office are described under
Services.

T scans, PET scans, MRI, MRA, nuclear medicine and major diagnostic services are
described under Major Diagnostic and Imaging - Outpatient.

When a test is performed or a sample is drawn in the Physician's office, Benefits for the analysis or
testing of a lab, radiology/X-ray or other diagnostic service, whether performed in or out of the Physician's
office, are described under Lab, X-ray and Diagnostic - Outpatient.
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24. Pregnancy - Maternity Services

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

Both before and during a Pregnancy, Benefits include the services of a genetic counselor,
or referred by a Physician. These Benefits are available to all Covered Persons in the i
Covered Health Care Services include related tests and treatment.

provided

Childbirth classes. We will reimburse you up to $90 for one childbirth course for
mother and up to $45 for each refresher childbirth course. Upon completion of th
a copy of the policy of completion with dates attended, as well as a copy of the can

To file a claim, you must: fill out a claim form; attach your original itemized paid receipt( mail the

claim to us at:
UnitedHealthcare

PO Box 740800

Atlanta, GA 30

For a claim form or help to file a claim, you can contg
card. You will not be reimbursed for this amount ug
delivery occurs before the course ends.

S at the on your ID
S you comp

We will pay Benefits for an Inpatient Stay of at least

If the mother agrees, the attending provide
than these minimum time frames. If dischar ese minimum time frames, Benefits
i isit, parent education, assistance and

training in breast or bott

The first home visit must b ed nurse, Physician, or certified nurse midwife; and
any subsequent home visit d i iR necessary be provided by a licensed health care
provider.

Please note ion attending Physician includes attending obstetrician,
pediatrician @ ing the mother and newly born child.

Benefits are a ning tests when provided to the newborn child prior to

g test to detect hearing thresholds of 30 decibels or greater in the speech
in either ear.

etabolic screening at birth.

on that is furnished by a Physician.

ation Genetic Testing (PGT) and Related Services

enetic Testing (PGT) performed to identify and to prevent genetic medical conditions
sed onto offspring. To be eligible for Benefits the following must be met:

T must be ordered by a Physician after Genetic Counseling.

. The genetic medical condition, if passed onto offspring, would result in significant health problems
or severe disability and be caused by a single gene (detectable by PGT-M) or structural changes of
a parents’ chromosome (detectable by PGT-SR).

o Benefits are limited to PGT for the specific genetic disorder and the following related services when
provided by or under the supervision of a Physician:
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= Ovulation induction (or controlled ovarian stimulation).
= Egg retrieval, fertilization and embryo culture.

Ll Embryo biopsy.

= Embryo transfer.
= Cryo-preservation and short-term embryo storage (less than one year

Benefits are not available for long-term storage costs (greater than one year).

26. Preventive Care Services

. Evidence-based items or services that have in effect a rating o

or a Primary Care Provider, which may bé
annual preventive visit.

or residents of the commonwealth; and (ii)
are 19 years of age and older that have in

. Immunizations for: (i) routine chil
immunizations for residents of th
effect a recommendation from the
for Disease Control and Prevention

Services Adminis
purposes of this Ben
an Enrolled Dependen
including physical exam,

ices" means Physician's office services rendered to
irth through the attainment of six years of age,
, Sensory screening, neuropsychiatric evaluation

o With re al preventive care and screenings as provided for in
orted by the Health Resources and Services Administration (HRSA)

aintenance of breastfeeding. Contact us at www.myuhc.com or the telephone
number on your ID card, or ask your Primary Care Provider, if you have any questions
or need assistance locating a provider for these services.

One breast pump per Pregnancy in conjunction with childbirth. Breast pumps must be
ordered by or provided by a Physician. You can find more information on how to
access Benefits for breast pumps by contacting us at www.myuhc.com or the
telephone number on your ID card.

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

- Which pump is the most cost effective.
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- Whether the pump should be purchased or rented (and the duration of
any rental).

- Timing of purchase or rental.

. Fitness Benefit. We will reimburse you for your costs for monthly membership fee ree
consecutive months of one family or individual health club membership at a qu ealth club
during a calendar year. You can claim this fithess benefit once each calenda
benefit applies for fees paid to: qualified health clubs which must include b
treadmills, bikes, elliptical machines) and strength training (i.e. free weigh
exercise equipment. Examples of qualified health clubs include (but are not
YWCA, LA Fitness, Bally’s, Life Time Fitness, Boost Fitness, Best Fitness and
Centers. Please note that non-qualified health club memberships are not eligible
reimbursement.

. Weight Loss Program Benefit. We will reimburse you for y
participation in qualified weight loss program(s) each calend
program is a hospital-based weight loss program or a_non-hos

designated by us. You can claim this one-twelve- e each
calendar year for any combination of member: r dependent
children). Examples of qualified weight loss pfog ): The Weight
Watchers Traditional, Weight Watchers a programs ine and hospital-

file a claim, you must: fill o i ; your original itemized paid receipt(s); and
mail the claim to us at:

= For a claim fo you can call us at the telephone number shown on
your ID card.

as required by the Women's Health and Cancer Rights Act of 1998. Benefits
omy bras. Benefits for lymphedema stockings for the arm are provided as

ody. Internal prosthetics are a Covered Health Care Service for which Benefits are
applicable medical/surgical Covered Health Care Service categories in this Policy.

ce that meets the minimum specifications for your needs. If you purchase a prosthetic
exceeds these minimum specifications, we will pay only the amount that we would have paid
for the prosthetic that meets the 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 Physician.

Benefits are available for repairs and replacement, except as described in Section 2: Exclusions and
Limitations, under Devices, Appliances and Prosthetics.
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Augmentative communication devices. An “augmentative communication device” is one that assists in
restoring speech. It is needed when a member is unable to communicate due to an accident, lliness, or
disease such as amyotrophic lateral sclerosis (ALS).

28. Reconstructive Procedures
Reconstructive procedures when the primary purpose of the procedure is either of th

. Treatment of a medical condition.

. Improvement or restoration of physiologic function.

the procedure is not a changed or improved physical appearanc

Cosmetic Procedures are excluded from coverage. Procedures th
Anomaly without improving or restoring physiologic function a

by the Women's Health and Cancer Righ ~ g breast prostheses and treatment of
complications, are provided in the sam e level as those for any other Covered
Health Care Service. You can call us at on your ID card for more information about
Benefits for mastectomy-related services.

. Physical therapy.

Occupational therapy.

st be performed by a Physician or by a licensed therapy provider. Benefits

ervices provided in a Physician's office or on an outpatient basis at a Hospital or
ehabilitative services provided in your home by a Home Health Agency are provided
as described r Home Health Care. Rehabilitative services provided in your home other than by a
Haome Heal ency are provided as described under this section.

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.
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For outpatient rehabilitative services for speech therapy we will pay Benefits for the treatment of disorders
of speech, language, voice, communication and auditory processing only when the disorder results from
Injury, stroke, cancer or Congenital Anomaly.

30. Scopic Procedures - Outpatient Diagnostic and Therapeutic

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

Diagnostic scopic procedures are those for visualization, biopsy and polyp remo
diagnostic scopic procedures include:

. Colonoscopy.
o Sigmoidoscopy.
. Diagnostic endoscopy.

Please note that Benefits do not include surgical scopic procedures are for the purposg of

performing surgery. Benefits for surgical scopic procedures
Benefits include:
[ ]

ogists and pathologists. (Benefits for other Physician
ician Fees for Surgical and Medical Services.)

Skilled Care services that are not primarily Custodial Care.

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

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

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

. Arthroscopy.
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. Laparoscopy.

. Bronchoscopy.

. Hysteroscopy.

o Routine circumcision.

o Voluntary termination of pregnancy (abortion).

. Sterilization procedure for a female member when performed as the prim

planning reasons.

. Anesthesia services that are related to covered surgery. This includes those se
furnished for you by a Physician other than the attending Physician; or by a certifie
nurse anesthetist.

Examples of surgical procedures performed in a Physician's offic
and cast application.

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

o Physician services for radiologists, anest i ists. for other Physician
services are described under Physician O [

Diagnosis: Exam, radiographs and applica

Non-surgical treatment including:

lint therapy. (This also includes measuring,

ment has not resolved the symptoms.

jon is moderate or severe.

. Open or closed reduction of dislocations.

. Benefits for surgical services also include FDA-approved TMJ prosthetic replacements when all
other treatment has failed.
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34. Therapeutic Treatments - Outpatient

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

o Dialysis (both hemodialysis and peritoneal dialysis) furnished for you by a Hospital;
community health center; or by a free-standing dialysis facility; or by a Physicia
also includes home dialysis when it is furnished under the direction of a cove
home dialysis coverage includes: non-durable medical supplies (such as di
solution, tubing, and drugs that are needed during dialysis); the cost to in
equipment in your home; and the cost to maintain or to fix the dialysis equip

coverage

. Intravenous chemotherapy or other intravenous infusion therapy.

. Radiation oncology.

ician. This includes: radia
nd x-ray therapy for can

. Radiation and x-ray therapy that is furnished for you by a
therapy using isotopes, radium, radon, or other ionizing radi
when used in place of surgery.

ror

. Drug therapy for cancer (chemotherapy).

Covered Health Care Services include medical ed on services;tha outpatient
basis at a Hospital or Alternate Facility by apprq are professionals

when both of the following are true:
. Education is required for a diseas anagement is a part of treatment.

. There is a lack of knowledge rega
professional.

requires the help of a trained health

Benefits include:

The facility charge

Organ and y i R-T cell therapy for malignancies, when ordered by a
Physician. Be ila ts when the transplant meets the definition of a Covered
Health Care ntal or Investigational or Unproven Service.

uding CAR-T cell therapy for malignancies and bone marrow transplants for
1s with breast cancer that has progressed to metastatic disease.

. Liver.

. Liver/small intestine.
. Pancreas.

. Small intestine.
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. Cornea.

Benefits are available for human leukocyte antigen testing or histocompatibility locus antigen testing,
including testing for A, B, or DR antigens or any combination thereof, necessary to establish bone marrow
transplant donor suitability.

Donor costs related to transplantation are Covered Health Care Services and are pay.
organ recipient's coverage under the Policy, limited to donor:

. Identification.

. Evaluation.

) Organ removal.

. Direct follow-up care.

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

about our specific gui

36. Urgent Care Center Services

Covered Health Care Services received at an Urgept Ca urgent health
care needs are provided in a Physician's office, B
Office Services - Sickness and Injury.

37. Urinary Catheters

Benefits for external, indwelling, and int ers for incontinence or retention.
Benefits include related urologic supplies
. Urinary drainage bag and insertion tr:
o Anchoring device.

. Irrigation tubing set.
38. Virtual Care Services

medical conditier 3 i munication of medical information in real-time between the
patient and a ialist, outside of a medical facility (for example, from home
or from work).

urgent, on-demand health care delivered through live audio with video or audio
pent of acute but non-emergency medical needs.

Il medical conditions can be treated through virtual care. The Designated Virtual
ill identify any condition for which treatment by in-person Physician contact is needed.

Additional Benefits Required By Massachusetts Law

39. Abortion and Abortion-Related Services

Benefits include Covered Health Care Services for abortion and abortion-related services, including
preabortion and follow-up services.
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40. Autism Spectrum Disorder Treatment

Benefits are provided for therapy services provided by a licensed or certified speech therapist,
occupational therapist or physical therapist for the treatment of Autism Spectrum Disorders.

Coverage is not provided for services related to Autism Spectrum Disorders provided un
individualized education program (IEP), including any services provided under an IEP re delivered
by school personnel or any services provided under an IEP purchased from a contr

For purposes of this section, the following defined terms apply:

Autism services provider - a person, entity or group that provides treatment of Auti
Disorders;

Asperger’s disorder and pervasive developmental disorders not

Board certified behavior analyst - a behavior analyst credentialed b
board as a board certified behavior analyst;

Habilitative or rehabilitative care - professional, counsg

functioning of an individual;

Pharmacy care - medications prescribed i : AYSi and health-related services deemed
medically necessary to determine the n i the medications, to the same extent that
pharmacy care is provided by the contra

Psychiatric care - direct or consultative se i hiatrist licensed in the state in which
the psychiatrist practices;

Psychological care - direc i by a psychologist licensed in the state in

plementation and evaluation of environmental modifications,
, to produce socially significant improvement in human

ith one of the autism spectrum disorders by a licensed Physician or a licensed
es the care to be Medically Necessary: habilitative or rehabilitative care;

ention Services

ssary early intervention services provided to children younger than three years of age and
certified early intervention specialists in accordance with applicable certification requirements
and as defined in the early intervention operational standards established by the Massachusetts
Department of Public Health. Such services must be provided by certified early intervention specialists
who are working in early intervention programs approved by the Massachusetts Department of Public
Health.
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42. HIV-Associated Lipodystrophy Treatment

Coverage for medical or drug treatments to correct or repair disturbances of body composition caused by
HIV associated lipodystrophy syndrome to the same extent as Benefits would be provided for the

treatment of other conditions including, but not limited to, reconstructive surgery, such as n assisted
lipectomy, other restorative procedures and dermal injections or fillers for reversal of faci
syndrome. A statement from a treating provider that the treatment is necessary for co
ameliorating the effects of HIV associated lipodystrophy syndrome is required.

Hormone replacement therapy services for peri- and post-menopausal women and o
contraceptive services. For purposes of this Benefit, "outpatient contraceptive services'

related to the use of contraceptive methods to prevent pregnanc
Federal Food and Drug Administration (FDA).This includes over- -th
emergency contraceptlon Beneflts are not subject to dedu

contraceptive drug, device or other product withod
grievance process.

44. Hypodermic Needles and S

would be provided for the ions, including evaluation, diagnostic testing, and long-
term antibiotic treatment wh n who has made a thorough evaluation of the
patient's symptoms diagnostic nse to treatment. Patient care services provided for
i ied solely because such services may be

r investigational in nature if Benefits are generally provided for
other than chronic lyme disease.

ervices for the diagnosis and treatment of speech, hearing and language

y a Physician or by a licensed therapy provider, including a licensed speech-

a licensed audiologist acting within the scope of his or her license. This includes
and tests furnished for you by a covered provider. Benefits under this section
ices provided in a Physician's office or on an outpatient basis at a Hospital or

¢ treatment and management, preventive and restorative dentistry to ensure good health and
adequate dental structures for orthodontic treatment or prosthetic management therapy, speech therapy,
audiology, and nutrition services. Services must be provided by or under the direction of a Physician or
surgeon who certifies that the services are medically necessary and consequent to the treatment of the
cleft lip or palate or both.

IEXPOL24.1.2018.MA 35



48. Wigs

Scalp hair prostheses (wigs). This coverage is provided only when hair loss is due to: chemotherapy;
radiation therapy; infections; burns; traumatic injury; congenital baldness; and medical conditions

resulting in alopecia areata or alopecia totalis (capitus). %
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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 b
headings group services, treatments, items, or supplies that fall into a similar catego
under the headings. A heading does not create, define, change, limit or expand a
exclusions in this section apply to you.

usion. All

We Do Not Pay Benefits for Exclusions

We will not pay Benefits for any of the services, treatments, items or supplies described
even if either 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 thi
except as may be specifically provided for in Section
to this Policy.

Where Are Benefit Limitations Shown?

When Benefits are limited within any of t
1: Covered Health Care Services, those
Service category in the Schedule of Ben
Services that fall under more than one Co
limits are also stated in the Schedule of Be
Benefits for any of the services, treatments,

pply to some Covered Health Care
ice category. When this occurs, those

all limits carefully, as we will not pay
xceed these Benefit limits.

Please note that in listi
limit the description to j intend to limit a list of services or examples,

SIC therapy, dance therapy, animal-assisted therapy, and other forms of alternative
defined by the National Center for Complementary and Integrative Health (NCCIH) of
Institutes of Health. This exclusion does not apply to Manipulative Treatment and non-
e osteopathic care for which Benefits are provided as described in Section 1: Covered

B. Dental
Except for those Benefits under the Pediatric Dental Services Rider of this Policy.

1. Dental care (which includes dental X-rays, supplies and appliances and all related expenses,
including hospitalizations and anesthesia).
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This exclusion does not apply to dental care (oral exam, X-rays, 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.
L] Prior to the initiation of immunosuppressive drugs.
= The direct treatment of acute traumatic Injury, cancer or cleft palate

Treatment of Cleft Lip or Palate or Both in Section 1: Covered Hea

Facility and anesthesia charges are covered when you have a serious medi
requires that you be admitted to a Hospital as an inpatient or to a surgical day

cavities resulting from dry mouth after radiation treatment o
Endodontics, periodontal surgery and restorative tre

2. Preventive care, diagnosis, treatment of or rel

include:
= Removal, restoration and replacerr
removal of complete bony impacted
. Medical or surgical treatme
L] Services to improve dental
This exclusion does not apply to pr enefits are provided under the United
States Preventive Services Task Fort alth Resources and Services

Administration (HRSA) requirement.

oes not apply to cleft lip/palate - related dental
cribed under Treatment of Cleft Lip or Palate or

ces and Prosthetics
safety items or to help performance in sports-related activities.

ing helmets and cranial banding that meet clinical criteria. This exclusion does not
es for which Benefits are provided as described under Durable Medical Equipment

wing items are excluded, even if prescribed by a Physician:

= Blood pressure cuff/monitor.

Ll Enuresis alarm.

Ll Non-wearable external defibrillator.
L] Trusses.
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8.

D. Drugs

1.
2.

10.

. Ultrasonic nebulizers.

Devices and computers to help in communication and speech except for dedicated speech
generating devices and tracheo-esophageal voice devices for which Benefits are provided as
described under Durable Medical Equipment (DME), Orthotics and Supplies in Secti : Covered
Health Care Services.

Oral appliances for snoring.

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

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

Powered and non-powered exoskeleton devices.

Prescription drug products for outpatient use that arggfiiie

Self-administered or self-infused medications. S tions which,
due to their traits (as determined by us), mu i

Non-injectable medications given
injectable medications that are req

Certain New Phar age forms until the date as determined by us
1st of the following calendar year.

threatening Sickness or condition (one that is likely

ally equivalent (having essentially the same efficacy and adverse effect profile) to
2harmaceutical Product. Such determinations may be made up to six times during

utical Product with an approved biosimilar or a biosimilar and therapeutically
aving essentially the same efficacy and adverse effect profile) to another covered

ceutical Product approved based on showing that it is highly similar to a reference product
ological Pharmaceutical Product) and has no clinically meaningful differences in terms of
safety and effectiveness from the reference product. Such determinations may be made up to six
times per calendar year.

Certain Pharmaceutical Products for which there are therapeutically equivalent (having essentially
the same efficacy and adverse effect profile) alternatives available, unless otherwise required by
law or approved by us. Such determinations may be made up to six times during a calendar year.
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11.  Certain Pharmaceutical Products that have not been prescribed by a Specialist.

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

E. Experimental or Investigational or Unproven Services

Experimental or Investigational and Unproven Services and all services related to E
Investigational and Unproven Services are excluded. The fact that an Experimen
Unproven Service, treatment, device or pharmacological regimen is the only av
particular condition will not result in Benefits if the procedure is considered to be
Investigational or Unproven in the treatment of that particular condition.

This exclusion does not apply to Covered Health Care Services provided during a clinica
Benefits are provided as described under Clinical Trials in Section 1: Covered Health Care

F. Foot Care

1. Routine foot care. Examples include:
= Cutting or removal of corns and calluses
= Nail trimming, nail cutting, or nail deb
. Hygienic and preventive maintena

This exclusion does not apply to i C e to conditions associated with metabolic,
neurologic, or peripheral vascular

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

Shoes. This exclu Ided shoes inserts for which Benefits are
provided as descri i ices i tion 1: Covered Health Care Services.

Shoe orthotics.

osable supplies necessary for the effective use of DME or prosthetic devices for which
nefits are provided as described under Durable Medical Equipment (DME), Orthotics and
Supplies and Prosthetic Devices in Section 1: Covered Health Care Services. This exception
does not apply to supplies for the administration of medical food products.

= Diabetic supplies for which Benefits are provided as described under Diabetes Services in
Section 1: Covered Health Care Services.

= Ostomy supplies for which Benefits are provided as described under Ostomy Supplies in
Section 1: Covered Health Care Services.
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Ll Urinary catheters and related urologic supplies for which Benefits are provided as described
under Urinary Catheters in Section 1: Covered Health Care Services.

2. Tubings and masks except when used with DME as described under Durable Medical Equipment
(DME), Orthotics and Supplies in Section 1: Covered Health Care Services.

3. Prescribed or non-prescribed publicly available devices, software applications a
can be used for non-medical purposes.

monitors that

4, Repair or replacement of DME or orthotics due to misuse, malicious dam
replace lost or stolen items.

H. Mental Health Care and Substance-Related and Addictive Disor

In addition to all other exclusions listed in this Section 2: Exclusions and Limitations, the e
directly below apply to services described under Mental Health C
Addictive Disorders Services in Section 1: Covered Health Care

1. Services performed in connection with conditions not classifie
International Classification of Diseases section o
and Statistical Manual of the American Psychiat

disorders within the current edition of the D
Psychiatric Association.

3. Services that are solely educatio ise paid under state or federal law for purely
educational purposes.

5. Outside of an ass ifi ich the provider is not obligated to provide
clinical rationale a iti Diagnostic and Statistical Manual of the

residences).

k Force requirement. This exclusion also does not apply to medical or
ental health related nutritional education services that are provided as part of
lowing are true:

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

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

IEXPOL24.1.2018.MA 41



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 cosmetic therapy using high dose or mega quantities of vitamins, min
elements and other nutrition-based therapy. Examples include supplements and

. Personal Care, Comfort or Convenience
Television.

Telephone.

J
1
2
3. Beauty/barber service.
4 Guest service.

5

Supplies, equipment and similar incidental services and su for personal comfort. E

include:

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

= Breast pumps. This exclusion does

provided under the Health Resource

= Car seats.
. Chairs, bath chairs, feedin chair lifts and recliners.
] Exercise equipment.

= Hot and col
. Hot tubs.

- Humidifiers.

tair lifts and stair glides.
. Strollers.

= Safety equipment.

. Treadmills.

. Vehicle modifications such as van lifts.
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Ll Video players.

= Whirlpools.

K. Physical Appearance
1. Cosmetic Procedures. See the definition in Section 8: Defined Terms. Example

. Pharmacological regimens, nutritional procedures or treatments.

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

L] Skin abrasion procedures performed as a treatment for acne.

Benefits are provided as described under Reconstr
Health Care Services.

. Treatment for skin wrinkles or any treatment

= Treatment for spider veins.
= Sclerotherapy treatment of veins.
. Hair removal or replacement by any
reconstruction prescribed by, ici effreatment of gender dysphoria.

2. Replacement of an existing breas i breast implant was performed as a
Cosmetic Procedure. Note: Repla ist cast implant is considered reconstructive
if the first breast implant followed m uctive Procedures in Section 1:
Covered Health Care Services.

g, body-building, exercise, fithess, or

flexibility. This exclus Fitness Benefit as described under Preventive Care

Services in Section 1:

obsftructive sleep apnea.

n services and Manipulative Treatment to improve general physical conditions that are
reduce potential risk factors, where improvement is not expected, including routine,
or maintenance/preventive treatment.

abilitation services for speech therapy except as required for treatment of a speech impairment
or speech dysfunction as Medically Necessary.

6. Physiological treatments and procedures that result in the same therapeutic effects when
performed on the same body region during the same visit or office encounter.

7. Biofeedback.
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1.

12.
13.
14.

M. Providers

1.

Upper and lower jawbone surgery, orthognathic surgery, and jaw alignment. This exclusion does
not apply to reconstructive jaw surgery when there is a facial skeletal abnormality and associated
functional medical impairment. This exclusion does not apply to reduction of a dislocation or

fracture of the jaw or facial bone; excision of a benign or malignant tumor of the jaw;
orthognathic surgery that you need to correct a significant functional impairment th
adequately corrected with orthodontic services. You must have a serious medic
requires that you be admitted to a Hospital as an inpatient in order for the sur
performed.

Non-surgical treatment of obesity.

Stand-alone multi-disciplinary tobacco cessation programs. These are progra
include health care providers specializing in tobacco cessation and may include
social worker or other licensed or certified professionals. The programs usually incl
psychological support, behavior modification techniques a

Covered Health Care Services.
Helicobacter pylori (H. pylori) serologic testing

Intracellular micronutrient testing.

Services performed by a provider i by birth or marriage. Examples include a
spouse, brother, sister, parent or ch ice the provider may perform on
himself or herself.

Services performe

ices related to a Gestational Carrier or Surrogate:

ated to reproductive techniques including:

Assisted reproductive technology (ART).

Artificial insemination.

Intrauterine insemination.

¢ Obtaining and transferring embryo(s).

. Preimplantation Genetic Testing (PGT) and related services.

The exclusion for costs related to reproductive techniques does not apply when the
Gestational Carrier or Surrogate is a Covered Person for whom Benefits are provided as
described under Infertility Services in Section 1: Covered Health Care Services.
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= 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
Carrier or Surrogate is a Covered Person.

= All fees including:

‘. Screening, hiring and compensation of a Gestational Carrier or S
surrogacy agency fees.

* Surrogate insurance premiums.
* Travel or transportation fees.
2 Costs of donor eggs and donor sperm, except as described un

Covered Health Care Services.

3. Storage and retrieval of all reproductive materi
and ovarian tissue, except as described ung
Care Services. This exclusion does not a
retrieval of reproductive materials for which
Preservation for latrogenic Infertilit
Services in Section 1: Covered

The reversal of voluntary sterilizati

Elective fertility preservation.

o

In vitro fertilization that,i i e Technology for the treatment of infertility.
This exclusion do in vi ilizati which Benefits are provided as described

Care Services.

Health services for treatment of military service-related disabilities, when you are legally
entitl other coverage and facilities are reasonably available to you.

care services during active military duty.

P. Transplants

1. Health care services for organ and tissue transplants, except those described under
Transplantation Services in Section 1: Covered Health Care Services.

IEXPOL24.1.2018.MA 45



R. Types of Care
1.

o r 0D

o

1.

2. 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. This exclusion do
cornea transplants.

Q. Travel

1. Health care services provided in a foreign country, unless required as Emerg
Services.

2. Travel or transportation expenses, even though prescribed by a Physician. Some tr

related to Covered Health Care Services received from a nated Provider or othe
provider may be paid back as determined by us. This excl
transportation for which Benefits are provided as described u
1: Covered Health Care Services.

Multi-disciplinary pain management programs provided on & harp, sudden

pain or for worsened long term pain.

Custodial Care or maintenance car
Domiciliary care.

Private Duty Nursing.

Work hardening (treatme to return a person to work or to prepare a person

for spe ork).

tis intended to allow you to see better without glasses or other vision correction.
include radial keratotomy, laser and other refractive eye surgery.

e anchored hearing aids except when either of the following applies:

= You have craniofacial anomalies whose abnormal or absent ear canals prevent the use of a
wearable hearing aid.

= You have hearing loss of sufficient severity that it would not be remedied enough by a
wearable hearing aid.
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More than one bone anchored hearing aid per Covered Person who meets the above coverage
criteria during the entire period of time you are enrolled under the Policy.

Repairs and/or replacement for a bone anchored hearing aid when you meet the above coverage
criteria, other than for malfunctions.

T. All Other Exclusions

1. Health care services and supplies that do not meet the definition of a Cove
Covered Health Care Services are those health services, including servic
Pharmaceutical Products, which we determine to be all of the following:

= Provided for the purpose of preventing, evaluating, diagnosing or treating
Mental lliness, substance-related and addictive disorders, condition, diseas

symptoms.
= Medically Necessary.
= Described as a Covered Health Care Service in this Po

. Not otherwise excluded in this Policy un

or treatments that are otherwise covered U

= Required only for school, sp eer or employment, insurance, marriage

] Related to judicial or admini
services that are determined

usion does not apply to Covered
trial for which Benefits are provided as
red Health Care Services.

= Required to ge i any type.

3. Health care services rece or any act of war, whether declared or undeclared
or caug ed forces of any country. This exclusion does not apply if you
cted by war, any act of war, or terrorism in non-war zones.

es when you have no legal responsibility to pay, or when a charge would not
de in the absence of coverage under this Policy.

m (more than 30 days) storage. Examples include cryopreservation of tissue, blood and
d products.

9. Autopsy.

10.  Foreign language and sign language interpretation services offered by or required to be provided
by a Network or out-of-Network provider.
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11.  Health care services related to a non-Covered Health Care Service: When a service is not a
Covered Health Care Service, all services related to that non-Covered Health Care Service are
also excluded. This exclusion does not apply to services we would otherwise determine to be
Covered Health Care Services if the service treats complications that arise from the
Health Care Service.

For the purpose of this exclusion, a "complication" is an unexpected or unanticij
is superimposed on an existing disease and that affects or modifies the pro
disease or condition. Examples of a "complication" are bleeding or infecti
Procedure, that require hospitalization.

12.  Health care services from an out-of-Network provider for non-emergent, sub-a
outpatient services at any of the following non-Hospital facilities: Alternate Facilit
Facility, Residential Treatment Facility, Inpatient Rehabilitation Facility, and Skilled
received outside of the Covered Person's state of residenc
"state of residence" is the state where the Covered Person
geographically bordering adjacent state or, for a Covered Pe
they attend school during the school year. This exclusi
Emergency or if authorization has been obtainedd

13.  No fitness Benefit is provided for any health g itiation fé you pay for:
personal training sessions; country clubs; so€ia i [ ); sports teams or

14.  No weight loss program Benefit is
programs; any non-Hospital-bas
counseling sessions; pre-packag
by the member; and any other item
course.

not designated by use; individual nutrition
, scales, or other items or supplies bought
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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,
the Massachusetts Health Connector. Go to MAhealthconnector.org for information
eligibility rules and enroliment assistance. We will not provide Benefits for health
receive before your effective date of coverage.

What If You Are Hospitalized When Your Coverage Begin

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

atient Rehabilitation Fa

. You are an inpatient in a Hospital, Skilled Nursing Facility
day your coverage begins.

. You receive Covered Health Care Services on or afte that

Inpatient Stay.

. You receive Covered Health Care Services in

you receive Covered Health Care Servi

rules and enrollment as

Eligible Person

ibility rules established by the Massachusetts Health
lly enrolls, we refer to that person as a Policyholder. For a
complete de igi licyholder, see Section 8: Defined Terms.

are supplement policy. If you are eligible for Medicare, you should look at the
ance for People with Medicare.

rs to the Policyholder's spouse and children. When a Dependent enrolls, we
as an Enrolled Dependent. For a complete definition of Dependent and Enrolled
ction 8: Defined Terms.

Eligible Person may not enroll unless the Eligible Person is also covered under the

When Do You Enroll and When Does Coverage Begin?
Except as described below, Eligible Persons may not enroll themselves or their Dependents.
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Open Enroliment Period

The open enroliment period is the period of time when Eligible Persons can enroll themselves and their
Dependents, as determined by the Massachusetts Health Connector. Go to MAhealthconnector.org for
information on open enrollment, eligibility rules and enroliment assistance.

Coverage begins on the date determined by the Massachusetts Health Connector and ified in this

Policy if we receive the completed enrolliment materials and the required Premium.

Special Enrollment Period

An Eligible Person and/or Dependent may also be able to enroll during a special en
determined by the Massachusetts Health Connector. Go to MAhealthconnector.org fo
open enrollment, eligibility rules and enroliment assistance.

Adding New Dependents

Policyholders may enroll Dependents only as determined by the M
MAhealthconnector.org for information on enroliment assi

Premiums
All Premiums are payable on a monthly C der. The first Premium is due and payable

C party identified above, without contribution or
reimburseme ird party including, but not limited to, any health care
provider or an ponsored organization.

Premiums shall )
¥ entire month in which your coverage becomes effective.

e, we may impose an administrative fee for credit card payments. This does not

f Age or Tobacco Use
cco use status has been misstated, Benefits may be adjusted based on the relationship

Change or Misstatement of Residence

If you change your residence, you must notify the Massachusetts Health Connector of your new
residence. Your Premium will be based on your new residence beginning on the date determined by the
Massachusetts Health Connector. If the change in residence results in the Policyholder no longer living in
the Service Area, this Policy will terminate as described in Section 4: When Coverage Ends.
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Grace Period

A grace period of 31 days shall be granted for the payment of any Premium, during which time coverage
under this Policy shall continue in force. If payment is not received within this 31-day grace period,

coverage may be canceled after the 31st day and the Policyholder shall be held liable for {
services received during the grace period. In no event shall the grace period extend be e date this
Policy terminates.

We may pay Benefits for Covered Health Care Services incurred during this 31-d
such Benefit payment is made in reliance on the receipt of the full Premium due
the grace period.

repaying us if we are unsuccessful in recovering our payments fro

If you are receiving an Advance Payment of Tax Credit, a

the three month grace period, we must receive a
be paid beyond the initial 31-day grace pegiod until i are paid for the full three month grace
period.

Adjustments to Premiums

We reserve the right to change the schedul :
give written notice of any change in Premiu older 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 benefit plans at any time
explained in this Policy.

Your right to Benefits automatically ends on the date that coverage ends, even i
are otherwise receiving medical treatment on that date.

When your coverage ends, we will still pay claims for Covered Health Care Services
before the date your coverage ended. However, once your coverage ends, we will not p
health care services received after that date (even if the medical condition that is being tre
before the date your coverage ended).

Unless otherwise stated, an Enrolled Dependent's coverage ends
ends.

We will refund any Premium paid and not earned due g

This Policy may also terminate due to changes in th i i tate or federal
law. If this Policy terminates for this reason, a ne

You may keep coverage in force by timely payme i Premiums under this Policy or under
any subsequent coverage you have with

This Policy will renew on January 1 of e awever, we may refuse renewal if any of the
following occur:

. We refuse to renew all policies issue i ame type and level of Benefits, to
residents of the state where you then ined under The Entire Policy Ends below.

o There is fraud or i you or with your knowledge in filing a claim

isrepresentation below.

nder applicable law.

determined by the Massachusetts Health Connector that this Policy will terminate
e Policyholder no longer lives in the Service Area.

with the same type and level of benefits, for all residents of the state where you reside.

ate we specify, after we give you and the applicable state authority at least 180 days

r written notice, that we will terminate this Policy because we will discontinue offering and
fuse to renew all individual policies/certificates in the individual market in the state where
you reside.

. You Are No Longer Eligible

Your coverage ends on the date you are no longer eligible to be an Enrolled Dependent, as
determined by the Massachusetts Health Connector. Please refer to Section 8: Defined Terms for
definitions of the terms "Dependent” and "Enrolled Dependent.”
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. We Receive Notice to End Coverage

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

L] Your coverage ends on the date determined by the Massachusetts Healt nector rules if

we receive notice from you instructing us to end your coverage.

Other Events Ending Your Coverage
When any of the following happen, we will provide written notice to the Policyholder
ended on the date we identify in the notice:
. Failure to Pay

You fail to pay the required Premium.

. Fraud or Intentional Misrepresentation of a Material Fact

on the date we identify in the notice because
constituted fraud, or an intentional misrepres
knowingly providing incorrect information
Dependent. You may appeal this deC|S|on 0
information on how to appeal the d i

If we find that you have performe ice omission that constitutes fraud, or have
made an intentional misrepresent i 2 have the right to demand that you pay
back all Benefits we paid to you, or ag the time you were incorrectly covered
under the Policy.

. You Accept Reim

rsement by or on behalf of any third party
rovider or any health care provider sponsored
coverage under this Policy. This prohibition does

under title XXVI of the Public Health Service Act.

or urban Indian organizations

nrolled Dependent child is not able to support him/herself because of mental,
lopmental or physical disability.

he Enrolled Dependent child depends mainly on the Policyholder for support.

Coverage will continue as long as the Enrolled Dependent child is medically certified as disabled and
dependent unless coverage otherwise ends in accordance with the terms of this Policy.

You must furnish us with proof of the medical certification of disability within 31 days of the date coverage
would have ended because the child reached a certain age. Before we agree to this extension of
coverage for the child, we may require that a Physician we choose examine the child. We will pay for that
exam.
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We may continue to ask you for proof that the child continues to be disabled and dependent. Such proof
might include medical exams at our expense. We will not ask for this information more than once a year.

If you do not provide proof of the child's disability and dependency within 31 days of our request as
described above, coverage for that child will end.

Reinstatement

When coverage under this Policy terminates for any reason, we will not reinstate
make application for coverage under another Policy, subject to the rules of the
Connector.
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Section 5: How to File a Claim
Paid?

der bills you

How Are Covered Health Care Services from Network Provid
We pay Network providers directly for your Covered Health Care Services. If a Network

How Are Covered Health Care Services from an Out-o
Provider Paid?

require, as described below.
Notice of Claim

You should submit a request for payment of Benefits withi i you don't
provide this information to us within one year of the dg are service

will be denied or reduced, as determined by us. Thi ‘
incapacitated. If your claim relates to an InpatientfSia ice i our Inpatient Stay
ends.

Claim Forms and Proof of Loss
We do not require that you complete an
furnishing us with all of the information lis

Required Information
When you request payme i ovide us with all of the following information:

claim for Outpatient Prescription Drug Benefits, your claims should be submitted to:
Optum Rx

PO Box 650629

Dallas, TX 75265-0629
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Payment of Claims
Time for Payment of Claim

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

You may not assign your Benefits under this Policy or any cause of action related to yo efits under
this Policy to an out-of-Network provider without our consent. When an assignment i
will send the reimbursement directly to the Policyholder for reimbursement to an o
We may, as we determine, pay an out-of-Network provider directly for services r,
case of any such assignment of Benefits or payment to an out-of-Network provid

offset Benefits to be paid to the provider by any amounts that the provider owes us.

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

o The Covered Health Care Services were actually provided.

o The Covered Health Care Services were medically

consideration that we determine to be ad . : S are payable directly to a provider, such
adequate consideration includes the for part of the amount the provider owes us,
or to other plans for which we make pay! aken an assignment of the other plans'

recovery rights for value.
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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?

Call the telephone number shown on your ID card. Representatives are available t
regular business hours, Monday through Friday.

What if You Have a Complaint?

Call the telephone number shown on your ID card. Representatives are available to tak
regular business hours, Monday through Friday.

If you would rather send your complaint to us in writing, the repr tive can provide you wi
address.

If the representative cannot resolve the issue over the pho submit a
written complaint. We will notify you of our decision re
it.

How Do You Appeal a Claim De

Post-service Claims

r medical care has been received.

quest must be submitted to us within 180 days after you receive the denial of a pre-
Benefits or the claim denial.

ndividual who was not involved in the decision being appealed will be chosen to decide the
appeal. If your appeal is related to clinical matters, the review will be done in consultation with a health
care professional with expertise in the field, who was not involved in the prior determination. We may
consult with, or ask medical experts to take part in the appeal process. You consent to this referral and
the sharing of needed medical claim information. Upon request and free of charge, you have the right to
reasonable access to and copies of all documents, records and other information related to your claim for
Benefits. If any new or additional evidence is relied upon or generated by us during the determination of
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the appeal, we will provide it to you free of charge and in advance of the due date of the response to the
adverse benefit determination.

Appeals Determinations

Pre-service Requests for Benefits and Post-service Claim Appeal

For procedures related to urgent requests for Benefits, see Urgent Appeals that
Action below.

You will be provided written or electronic notification of the decision on your appeal

. For appeals of pre-service requests for Benefits as defined above, the appeal wil
you will be notified of the decision within 30 days from receipt of a request for appe
request for Benefits.

the proposed treatment or procedure.

You may have the right to external review throug (IRO) upon the

how to access

our PhysiCian to make a decision, we will notify you of the
iness day following receipt of the required information.

nted procedures concerning grievances, medical necessity guidelines, continuity
external review. You may obtain a report regarding the number of appeals and

Telephone: 1-800-436-7757
Fax: 1-617-624-5046
Web Site: http://www.mass.gov/hpc/opp

Enrollment Required for Coverage. To be eligible for coverage, you must be duly enrolled on the date a
service is received. A response to an informal inquiry or an appeal decision approving coverage will not
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be valid for services received after the termination date. However, payment may be made after the
termination date for services received while enroliment was effective.

The Formal Complaint Procedure

Contact us at the telephone number shown on your ID card. Our representatives are av
your call during regular business hours, Monday through Friday. If a complaint is file
representative will write a summary of the complaint and send it to you within 48 h
time limit may be extended by mutual agreement between you and us. Any suc
writing.

to take

If you would rather send your complaint to us in writing, a representative can provide
appropriate address.

sent if a representative has previously sent a summary of a compl

If we need to review your medical records you agree to furnish

you and us. Any
extension will not exceed 30 business days fro agreement must be

in writing.

If a complaint requires the review of me
necessary information. If we do not resp
receipt will be the fourth business day foll
shall be deemed received until actual recei i appropriate address or telephone
number listed above.

of receipt will be the date we receive all
iry within 3 business days, the date of

If we do not act on a co
extension of time mutual
resolved your favor.

How to Fil
If you disagre i st for Benefits determination, post-service claim
determination € age determination, you can contact us in writing to formally request

an appeal.
an appeal should include:

me and the identification number from the ID card.

you believe the claim should be paid.
entation or other written information to support your request for claim payment.

peal request must be submitted to us within 180 days after you receive the denial of a pre-
service request for Benefits or the claim denial.

Documentation of Oral Appeals

If an appeal is filed by telephone, an Appeal Coordinator will write a summary of the appeal and send it to
you within 48 hours of receipt. This time limit may be extended by written mutual agreement between you
and us.
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Acknowledgment of Appeals

Appeals will be acknowledged in writing within 15 days of receipt. If your oral grievance was reduced to
writing by us, your copy, of that grievance will be the acknowledgement. This acknowledgement period
may be waived or extended if both you and we agree to a waiver or extension.

Release of Medical Records

If we need to review your medical records you agree to furnish us with required inf
in the Information and Records provision in Section 7: General Legal Provisions

Time Limit for Processing Appeals

You will be provided with a written or electronic notification of appeal decision within 3
the date the appeal was received. These time limits may be extended by mutual agreem
and us. Any extension will not exceed 30 business days from the
to extend the review period for an appeal if a service has been ¢

authorization.

The 30 business day time period for written reso
of medical records, begins:

On the day immediately following the 3 od for processing inquiries, if the inquiry
has not been addressed within that peri ;

If we do not properly act
resolved in your favor. The
and you or your authorized re

e limits, the grievance will be deemed
utually agreed upon extensions made between us

ose Benefits will be provided through the completion
o not include Benefits which were terminated because of a
ion under the Policy.

of the grieva
specific time

ded through the completion of the internal appeal process if:

authorized by us prior to a request for an informal inquiry or the filing of an appeal;

requires immediate action when your Physician judges that a delay in treatment would
increase the risk to your health.

You may obtain expedited review of certain types of appeals. An expedited appeal may be requested if
we deny coverage for health care services involving:

. Continued hospital care,

. Care that a Physician certifies is required to prevent serious harm, or
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. A Covered Person with a terminal illness.

An expedited appeal will not be granted to review a termination or reduction in coverage resulting from:

. A benefit limit or cost sharing provision of this Policy, or
. The termination of enroliment.

We will make a decision of an expedited appeal within 72 hours from receipt of the
different time limit is specified below. If we do not act on an expedited appeal wit
below, including any extension of time mutually agreed upon in writing by you an
deemed to be resolved in your favor. Our decision will be sent to you in writing.

review is summarized below under "What If Your Appeal Is Deni

Expedited Review of Appeals for Continued Hospital Care

terminate or reduce coverage for continued hospital
hospitalization or the services provided. Any such

reduction of the coverage for your hospital stay, d through the

completion of the appeals process. The Plan wil of the appeal
decision prior to discharge from a hospital,

Expedited Review of Appeals for Du

An expedited review will be provided for i Durable Medical Equipment that, if not

arm” means circumstances that
aximum function, or result in severe

immediately provided, could result in serio
could jeopardize your life or health, jeopardi
pain that cannot be adequ managed wit

An expedited review will i i ave denied coverage for a service or
Durable Medical Equipmen ending the treatment or Durable Medical Equipment
provides us with a written ce i

edically Necessary;

r Durable Medical Equipment would create a substantial risk

ace earlier than 48 hours for Durable Medical Equipment if a request for such early
e certification, and the Physician’s certification includes specific facts indicating
e harm that will result from a 48-hour delay.

reversal is included
the immedi and

of Benefits is upheld, we will send a written statement within 5 business days of the
des the specific medical and scientific reasons for the denial. It will also include
ut any alternative treatment, services or supplies covered under the policy.

y request a conference to review this information. The conference will be scheduled within 10
days of your request. The conference will be held within 5 business days of the request if the treating
Physician determines, after consultation with our medical director or his designee, and based on standard
medical practice, that the effectiveness of either the proposed treatment, services or supplies or any
covered alternative treatment, services or supplies, would be materially reduced if not provided at the
earliest possible date.
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We will review the information contained in the statement.

We will make a decision of an expedited appeal within 72 hours from receipt of the appeal unless a

different time limit is specified below. If we do not act on an expedited appeal within the time limits stated
below, including any extension of time mutually agreed upon in writing by you and us, the
deemed to be resolved in your favor. Our decision will be sent to you in writing.

What If Your Appeal Is Denied?

If you disagree with the decision of your appeal, you may have a number of opti
These options may include reconsideration of appeals that involve a medical nece
external review by an independent organization appointed by the Office of Patient Pr
summary of these options.

Reconsideration

If you are not satisfied with a decision concerning an appeal that i
determination you can ask that decision be reconsidered if relevant

. Was received too late to review within the 30 busi
. Was not received but is expected to become iod following the
last decision
o Reconsideration is not available for the foll0
. Decisions involving a bene
Amendments;

Ll Decisions involving exclude
Unproven Services; and

. Decisions co

agree in writing to a
the agreement to reco

escribed below. The time period for requesting
he date of the resolution of the reconsidered grievance.

Policy Commission. You must file the request within 4 months of your receipt of
final determination. You may request to have the external review processed as an
w. In this case, the Physician must certify that delay of the health care services

received emergency services, but has not been discharged from a facility, a
health care professional is not necessary to request an expedited external review.

would result in an extreme financial hardship to the insured.

If the subject matter of the external review involves the termination of ongoing Benefits, you may apply to
the external review panel to seek the continuation of Benefits for the terminated service during the period
the review is pending. The review panel may order the continuation of Benefits where it determines that
substantial harm to your health may result absent such continuation or for such other good cause as the
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review panel will determine. Any such continuation of coverage shall be at our expense regardless of the
final external review determination.

The Office of Patient Protection will screen requests for external review to determine whether external
review can be granted. If the Office of Patient Protection determines that a request is eligi r external
review, the appeal will be assigned to an external review agency and notification will be ded to you
(or your representative) and us. The decision of the external review agency is bindin
complied with by us.

If the Office of Patient Protection determines that a request is not eligible for ext
representative) will be notified within 10 business days or, in the case of requests
hours.

The final decision of the review panel will be in writing and set forth the specific medical
reason for the decision and will be furnished to you, or where applicable your authorized re
and to us.

The Office of Patient Protection may be reached at:
Health Policy Commission
Office of Patient Protection
50 Milk Street, 8th Floor
Boston, MA 02109

Telephone: 1-800-436-7757
Fax: 1-617-624-5046

This plan is subject to state
plans from providing mental h
other medical es UnitedHealthcare standards or practices relating
nce use disorder benefits are not compliant with applicable

mber or an authorized representative may submit a

submitted verbally or in writing to the Division’s Consumer Services Section for
Complaint Forms can be found on the Division’s webpage at:

ss.gov/ocabr/consumer/insurance/file-a-complaint/filing-a-complaint.html

Submitting a complaint to the Division does not impact your internal or external appeal rights under this
plan.
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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 you. We
administer this Policy under which you are insured. We do not provide medical servj
treatment decisions. This means:

. We communicate to you decisions about whether the Policy will cover or p
that you may receive. The Policy pays for Covered Health Care Services, whi
described in this Policy.

data for commercial purposes including research.

Please refer to our Notice of Privacy Practices for,

y contractual relationships between
5 or employees. Neither we nor any of our

The relationships between us and Netw:
independent contractors. Network provi
employees are agents or employees of N

We do not provide health care services or i i ine. We arrange for health care
providers to participate in a Network and we NetworK providers are independent

They are not our employee er relationship with Network providers such as
le for any act or omission of any provider.

o your provider, any amount identified as a member responsibility, including Co-
surance, any deductible and any amount that exceeds the Allowed Amount, when

ny provider treating you is right for you. This includes Network providers you choose
rs that they refer.

with your provider what care you should receive.

ider is solely responsible for the quality of the services provided to you.

Do We Pay Incentives to Providers?

We pay Network providers through various types of contractual arrangements. Some of these
arrangements may include financial incentives to promote the delivery of health care in a cost efficient
and effective manner. These financial incentives are not intended to affect your access to health care.
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Examples of financial 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

payment. The Network providers receive these bundled pa
providing or arranging to provide the Covered Person's h

Services that are not considered part of the in
Care Services would be subject to the appli
the Schedule of Benefits.

We use various payment methods to pay specific
method may change. If you have questio
includes any financial incentives, we en
may also call us at the telephone numbe
is paid by any financial incentive, includin

Network provider's contract with us
those questions with your provider. You
an advise whether your Network provider

Sometimes we may offe its, r incentives to encourage you to take part
ertain disease management programs, surveys,
more cost-effective setting and/or from Designated
offered in combination with a non-

or not to take part in a program is yours alone.
taking part in such programs with your Physician. Contact us
on your ID card if you have any questions.

discount programs and/or pr
Providers. In some instances,
UnitedHealthga

or Alternate Facility. This includes rebates for those drugs that are administered to
y applicable deductible. We do not pass these rebates on to you, nor are they
e or taken into account in determining your Co-payments or Co-insurance.

ts ‘Benefits and Other Provisions under the Policy?
uthority to do all of the following:

ret the other terms, conditions, limitations and exclusions set out in this Policy, including the
Schedule of Benefits and any Riders and/or Amendments.

) Make factual determinations related to this Policy and its Benefits.

We may assign this authority to other persons or entities that provide services in regard to the
administration of this Policy.
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In certain circumstances, for purposes of overall cost savings or efficiency, we may offer Benefits for
services that would otherwise 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 ns or entities to
provide administrative services, such as claims processing. The identity of the se roviders a

nature of the services they provide may be changed from time to time as we det
required to give you prior notice of any such change, nor are we required to obtai
must cooperate with those persons or entities in the performance of their responsibi

Amendments to this Policy
To the extent permitted by law, we have the right to change, inte

this Policy.
Any provision of this Policy which, on its effective date, is i e or
federal statutes or regulations (of the jurisdiction in whi 0 conform

been signed by one of our officers and consiste
conditions apply:

° Amendments and Riders to this

by law.
. No agent has the authority to chan i v any of its provisions.
. No one has authority to make any ora nts to this Policy.

We will provide to the Indi
rider, or a new Policy.

to the Policy by issuing an amendment,

. Any c

permitted or required by law.

We may req dditional information from you to decide your claim for Benefits. We will keep this

i i idential. We may also use de-identified data for commercial purposes, including research,
y law. More detail about how we may use or disclose your information is found in our
Notice of Privacy Practices.

By accepting Benefits under this Policy, you authorize and direct any person or institution that has
provided services to you to furnish us with all information or copies of records relating to the services
provided to you, including provider billing and provider payment records. We have the right to request this
information at any reasonable time. This applies to all Covered Persons, including Enrolled Dependents
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whether or not they have signed the enrolliment form. We agree that such information and records will be
considered confidential.

We have the right to release records concerning health care services when any of the following apply:

. Needed to put in place and administer the terms of this Policy.
. Needed for medical review or quality assessment.
. Required by law or regulation.

During and after the term of this Policy, we and our related entities may use and t
gathered under this Policy in a de-identified format for commercial purposes, includi
analytic purposes. Please refer to our Notice of Privacy Practices.

provider. Providers may charge you reasonable fees to cover thei
completing requested forms.

If you request medical forms or records from us, we also ma ver costs
for completing the forms or providing the records.

In some cases, as permitted by law, we will designa

In the event of a question or dispute reg i efits, we may require that a Network
Physician of our choice examine you at o

0 subrogation a
jon shall inc

bursement. References to “you” or “your” in this Subrogation
u, your Estate and your heirs and beneficiaries unless

jured in a car accident that is not your fault, and you receive Benefits under the Policy
s. Under subrogation, the Policy has the right to take legal action in your name against
sed the accident and that driver's insurance carrier to recover the cost of those

reimbursement means that if it is alleged that any third party caused or is responsible for a
Sickness or Injury for which you receive a settlement, judgment, or other recovery from any third party,
you must use those proceeds to fully return to us 100% of any Benefits you receive for that Sickness or
Injury. The right of reimbursement shall apply to any benefits received at any time until the rights are
extinguished, resolved or waived in writing.

Reimbursement Example:
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Suppose you are injured in a boating accident that is not your fault, and you receive Benefits under the
Policy as a result of your injuries. In addition, you receive a settlement in a court proceeding from the

individual who caused the accident. You must use the settlement funds to return to the Policy 100% of
any Benefits you received to treat your injuries.

The following persons and entities are considered third parties:

. A person or entity alleged to have caused you to suffer a Sickness, Injury or
legally responsible for the Sickness, Injury or damages.

. Any insurer or other indemnifier of any person or entity alleged to have cau
Sickness, Injury or damages.

. Any person or entity who is or may be obligated to provide
benefits or payments for underinsured or uninsured motor
insurance, medical payment coverage (auto, homeowners o)
coverage, other insurance carriers or third party admini

malpractice arising out of or connected to a ~ ve alleged
were the responsibility of any third party.

. Any person or entity that is liable for payme
You agree as follows:

) You will cooperate with us in prot itable rights to subrogation and
reimbursement in a timely manner, :

. Notifying us, in writing, of any i du may have against any third party
for acts which caused Benefits

. Providing

= Signing and/o nts as we or our agents reasonably request to secure
the subrogation i

future Benefits, take legal action against you, and/or set off from any future
of Benefits we have paid relating to any Sickness or Injury alleged to have been

e not cooperating with us. If we incur attorneys' fees and costs in order to collect third
ent funds held by you or your representative, we have the right to recover those fees
om you. You will also be required to pay interest on any amounts you hold which

ave a first priority right to receive payment on any claim against any third party before you
receive payment from that third party. Further, our first priority right to payment is superior to any
and all claims, debts or liens asserted by any medical providers, including but not limited to
hospitals or emergency treatment facilities, that assert a right to payment from funds payable from
or recovered from an allegedly responsible third party and/or insurance carrier.
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. Our subrogation and reimbursement rights apply to full and partial settlements, judgments, or other
recoveries paid or payable to you or your representative, your Estate, your heirs and beneficiaries,
no matter how those proceeds are captioned or characterized. Payments include, but are not
limited to, economic, non-economic, pecuniary, consortium and punitive damages. W,

Fund Doctrine” shall defeat this right.

. Regardless of whether you have been fully compensated or made whole,
the proceeds of any full or partial recovery that you or your legal representati

how those proceeds are captioned or characterized. Proceeds from which we may
but are not limited to, economic, non-economic, and punitive,damages. No "collatera

ege some or
those funds in
trust, either in a separate bank account i i rust account.

fiduciaries of the Policy (within the
shall be liable for and agree to pay
incurred by us to enforce its reimbur:

. Our right to recover
. By participating in agree to assign to us any benefits, claims or
rights of recovery yo bile policy - including no-fault benefits, PIP benefits

ge or against any third party, to the full extent of the
. By agreeing to provide this assignment in

dgment or other recovery from any third party considered responsible; and filing
or your Estate’s name, which does not obligate us in any way to pay you part of

e the final authority to resolve all disputes regarding the interpretation of the language
stated herein.

. In the case of your death, giving rise to any wrongful death or survival claim, the provisions of this
section apply to your estate, the personal representative of your estate, and your heirs or
beneficiaries. In the case of your death our right of reimbursement and right of subrogation shall
apply if a claim can be brought on behalf of you or your estate that can include a claim for past
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medical expenses or damages. The obligation to reimburse us is not extinguished by a release of
claims or settlement agreement of any kind.

. No allocation of damages, settlement funds or any other recovery, by you, your estate, the

consent to the allocation.

. The provisions of this section apply to the parents, guardian, or other repr:
Dependent child who incurs a Sickness or Injury caused by any third part
may bring a claim for damages arising out of a minor's Sickness or Injury, th
subrogation and reimbursement clause shall apply to that claim.

. If any third party causes or is alleged to have caused you to suffer a Sickness or In
are covered under the Policy, the provisions of this section
longer covered.

. In the event that you do not abide by the terms of the Pollcy p
terminate Benefits to you, your dependents or the pe legal
action against you, and/or set off from any future e paid
relating to any Sickness or Injury alleged to h d party to the

. We and all Administrators admini
reimbursement rights have such p
functions, including the exercise of

Policy. If the refund is due from a person or organization other than you, we may
yment by reallocating the overpaid amount to pay, in whole or in part; (i) future

ayable in connection with services provided to other Covered Persons under the Policy;
efits that are payable in connection with services provided to persons under other plans
make payments, pursuant to a transaction in which our overpayment recovery rights are
assigned to such other plans in exchange for such plans' remittance of the amount of the reallocated
payment.

The reductions will equal the amount of the required refund. We may have other rights in addition to the
right to reduce future benefits.
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Is There a Limitation of Action?
You cannot bring any legal action against us to recover reimbursement until you have completed all the
steps in the appeal process described in Section 6: Questions, Complaints and Appeals. After completing
that process, if you want to bring a legal action against us you must do so within three ye the date
we notified you of our final decision on your appeal or you lose any rights to bring such
us.

What Is the Entire Policy?

This Policy, the Schedule of Benefits, the Policyholder's Application and any Riders
make up the entire Policy.

Genetic Testing and Privacy Information

We are prohibited from canceling, refusing to issue or renew, or i
any distinction or discrimination based on genetic information, the a
charged, the length of coverage, or in any other of the term

. A biopsy, autopsy, or clinical spe irpose of conducting an immediate clinical
or diagnostic test that is not a test ondrial DNA, chromosomes or proteins.

. A blood sample solely for blood ban

A newborn screening.

identifying genes, inherited or acquires genetic
pace of inherited or acquired characteristics in genetic material. For

ization review procedures described below to review Covered Health Care
inical criteria to determine whether the health care service, supply or Pharmaceutical
ly Necessary.

ation prior to receiving medical care. Pre-service utilization review determinations will be
made within two working days of obtaining all necessary information. In the case of a determination
to approve an admission, procedure or service, we will give notice to the requesting provider by
telephone within 24 hours of the decision and will send a written or electronic confirmation of the
telephone notification to you and the provider within two working days thereafter. In the case of a
determination to deny or reduce benefits ("an adverse determination"), we will notify the provider
rendering the service by telephone within 24 hours of the decision and will send a written or
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electronic confirmation of the telephone notification to you and the provider within one working day

thereafter.
. Concurrent utilization review is a review of authorized admissions to hospitals and extended care
facilities, and skilled home health care services. Concurrent review decisions will b e within

one working day of obtaining all necessary information. The service will be conti
liability to you until you have been notified of the determination. In the case of
approve an extended stay or additional services, we will notify the provider r.
telephone within one working day of the decision and will send a written
of the telephone notification to you and the provider within one working da
of an adverse determination, we will notify the provider rendering the service
24 hours of the decision and will send a written or electronic confirmation of the
notification to you and the provider within one working day thereafter.

case

been received. Retrospective utilization review may be con on post-service claims
situations where services are not subject to Pre-service revie inst clinical criteria.

service review against clinical criteria.

If you wish to determine the status or outcome of i isi ct us by calling

In the event of an adverse determination involving € - i our treating provider may discuss your
afrom us. The reconsideration will take place

e determination is not reversed on

ed in (Section 6: Questions, Complaints

ot your provider sought

reconsideration you may appeal. Your ap
and Appeals). Your right to appeal does n
reconsideration.

Quality Assura

The goal of our Quality Pro
information and service to yo
and well-being. S

vision of consistently excellent health care, health
ain and improve your physical and behavioral health

ontracted facilities, as well as the development and

guidelines in areas such as preventive care, medical records,

appointment acc
logies.

ific medical issues and providers include disease management programs for those
e asthma, diabetes and congestive heart failure, and the investigation and

Conditions

his health plan is not limited based on medical conditions that are present on or before
te. This means that your health care services will be covered from the effective date of
in this health plan without a pre-existing condition restriction or a waiting period. But,
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Section 8: Defined Terms

Acute Treatment Services - 24-hour medically supervised addiction treatment for adults or adolescents

planning.

Air Ambulance - medical transport by rotary wing Air Ambulance or fixed wing
in 42 CFR 414.605.

Allowed Amounts - for Covered Health Care Services, incurred while this Policy is in
Amounts are determined by us or determined as required by law as shown in the Sched

Allowed Amounts are determined in accordance with our reimbur;
by law. We develop these guidelines, as we determine, after revi
with one or more of the following methodologies:

. As shown in the most recent edition of the Curre
the American Medical Association, and/or the G

. As used for Medicare.

. As determined by medical staff an
source or determination that we

Sultants pursuant to other appropriate

Alternate Facility - a health care facility
services on an outpatient basis, as permitt

provides one or more of the following

. Surgical services.

ervices, including radiology and laboratory services, unless such items and services
from the definition of Ancillary Services as determined by the Secretary;

d by an out-of-Network Physician when no other Network Physician is available.

Annual Deductible - the total of the Allowed Amount or the Recognized Amount when applicable, you
must pay for Covered Health Care Services per year before we will begin paying for Benefits. It does not
include any amount that exceeds Allowed Amounts or Recognized Amounts when applicable. The
Schedule of Benefits will tell you if your plan is subject to payment of an Annual Deductible and how it
applies.
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Autism Spectrum Disorders - any of the pervasive developmental disorders as defined by the most
recent edition of the Diagnostic and Statistical Manual of the American Psychiatric Association including
Autistic Disorder, Rhett's Syndrome, Asperger's Disorder, Childhood Disintegrated Disorder and
Pervasive Development Disorders Not Otherwise Specified (PDDNOS).

Benefits - your right to payment for Covered Health Care Services that are available u
Cellular Therapy - administration of living whole cells into a patient for the treatme

Clinical Stabilization Services - 24-hour clinically managed post detoxification
adolescents, as defined by the department of public health, usually following Acu
for substance use disorder, which may include intensive education and counseling
addiction and its consequences, relapse prevention, outreach to families and significa
aftercare planning, for individuals beginning to engage in recovery from addiction.

Co-insurance - the charge, stated as a percentage of the Allowe
when applicable that you are required to pay for certain Covere

ount or the Recognize
Care Services.

and psychological testing, as needed. This servie 3 an alternative t@’or transition from
mpatlent services. Whenever a carrier's ac te resid 3 program is substantially similar to

identified within the first twelve months of

Co-payment - the charge stated as a set d
Health Care Services.

Please note that for Co sponsible for paying the lesser of the
following:

o The Co-payment.

is Policy under Section 2: Exclusions and Limitations.

the Policyholder or a Dependent, but this term applies only while the person is

re - services that are any of the following non-Skilled Care services:

) Non health-related services such as help with daily living activities. Examples include eating,
dressing, bathing, transferring and ambulating.

. Health-related services that can safely and effectively be performed by trained non-medical
personnel and are provided for the primary purpose of meeting the personal needs of the patient or
maintaining a level of function, as opposed to improving that function to an extent that might allow
for a more independent existence.
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Definitive Drug Test - test to identify specific medications, illicit substances and metabolites and is
qualitative or quantitative to identify possible use or non-use of a drug.

Dependent - the Policyholder's legal spouse or a child of the Policyholder or the Policyholder's spouse.
The term "child” includes:

° A natural child.
) A stepchild.

. Adoptive children of a policyholder domiciled in the commonwealth or ben
domiciled in the commonwealth immediately from the date of the filing of a p
chapter two hundred and ten and thereafter if the child has been residing in the
policyholder.

. A child placed for adoption.

o A child for whom legal guardianship has been awarded to t
spouse.

. A foster child from the date of the filing of petitio

. A child for whom health care cov
or other court or administrative or
Medical Child Support Order.

To be eligible for coverage under the Polic de within the United States.

gh a Qualified Medical Child Support Order
if an order meets the criteria of a Qualified

The following conditions a

. A child is no longer el
reaches age 26 except

the last day of the year following the date the child
. When Coverage Ends under Coverage for a

agnostic Provider - a provider and/or facility that we have identified through our
programs as a Designated Diagnostic Provider.

Designated Dispensing Entity - a pharmacy, provider, or facility 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, providers, or facilities are
Designated Dispensing Entities.
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Designated Network Benefits - the description of how Benefits are paid for certain Covered Health Care
Services provided by a provider or facility that has been identified as a Designated Provider. The
Schedule of Benefits will tell you if your plan offers Designated Network Benefits and how they apply.

Designated Provider - a provider and/or facility that:

. Has entered into an agreement with us, or with an organization contracting on g
provide Covered Health Care Service for the treatment of specific diseases o

. We have identified through our designation programs as a Designated Pr
may apply to specific treatments, conditions and/or procedures.

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

You can find out if your provider is a Designated Provider by cont
telephone number on your ID card.

Designated Virtual Network Provider - a provider or facility that h
or with an organization contracting on our behalf, to delive
audio with video technology or audio only.

Domestic Partner - a person of the opposite or sax

Partnership.
Domestic Partnership - a relationship between a d one other person of the opposite or
same sex. All of the following requiremen r . They must:

. Not be related by blood or a degr: prohibited by law in the state of residence.

. Not be currently married to, or a Do er person under either statutory or
common law.

ent that is all of the following:

or outpatient use primarily in a home setting.

son in the absence of a disease or disability.

al purpose for the treatment of a Sickness or Injury.

nowledge of health and medicine to result in placing the health of a Covered Person in serious
jeopardy or to result in causing serious impairment to body function or serious dysfunction of a body
organ or part.

With respect to a pregnant woman who is having contractions:

. When there is inadequate time to effect a safe transfer to another hospital before delivery; or
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. When transfer may pose a threat to the health or safety of the woman or the unborn child.

Emergency Health Care Services - with respect to an Emergency:

. An appropriate medical screening exam (as required under section 1867 of the Soci

and facilities available at the Hospital or an Independent Freestanding Emerg
applicable, as are required under section 1867 of the Social Security Act, or as
under such section if such section applied to an Independent Freestanding Emerg
Department, to stabilize the patient (regardless of the depa
further exam or treatment is provided). For the purpose of
meaning as given such term in section 1867(e)(3) of the So

1395dd(e)(3)).

) Emergency Health Care Services include items ‘ the Policy
when provided by an out-of-Network provider, t of the
Hospital in which the items and services a d and as part of
outpatient observation, or an Inpatient St4 to the original

a) The attending Emergency ovider determines the patient is able to
travel using nonmedical tra nergency medical transportation to an
available Network provider a reasonable distance taking into
consideration the patient's m iti

b) The provider furnishing the ad i es satisfies notice and consent criteria
in accordan ith applicable la

c) ceive information as stated in b) above and to provide
d) ional requirements or prohibitions as may be

e)

The abo pply t0 unforeseen or urgent medical needs that arise at the time the
service i

2 Dependent who is properly enrolled under this Policy.

stigational Service(s) - medical, surgical, diagnostic, psychiatric, mental health,
addictive disorders or other health care services, technologies, supplies,

FS Drug Information (AHFS DI) under therapeutic uses section;
Elsevier Gold Standard's Clinical Pharmacology under the indications section;

= DRUGDEX System by Micromedex under the therapeutic uses section and has a strength
recommendation rating of class I, class lla, or class llb; or

L] National Comprehensive Cancer Network (NCCN) drugs and biologics compendium
category of evidence 1, 2A, or 2B.
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= Except that coverage is provided for a drug which has been prescribed for treatment of
cancer or HIV/AIDS treatment even if the drug has not been approved by the FDA for that
indication, if the drug is recognized for the treatment of that indication:

. In one of the following established reference compendia: (1) The U
Drug Information Guide for the Health Care Professional (USPD
Medical Association’s Drug Evaluations (AMADE); (3) The A
Hospital Pharmacists’ American Hospital Formulary Service

DI);

* In published scientific studies published in any peer-reviewed natio
journal; or

. By the commissioner of the Massachusetts Dj

. However, there is no coverage for any drug wh

be contraindicated.

2. Subject to review and approval by any institutio
which are FDA approved under the Humanitai
Investigational.)

3. The subject of an ongoing clinical trial tha
forth in the FDA regulations, regardless of

4, Only obtainable, with regard to o dication, within research settings.

Exceptions:

° Clinical trials for which Benefits are i der Clinical Trials in Section 1:
Covered Health Care Services.

training addresses one or more goals on the youth's behavioral health treatment plan
ucating parents/caregivers about the youth's behavioral health needs and resiliency
arents/caregivers how to navigate services on behalf of the child and how to identify

al services and supports in their communities, including parent support and self-help

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

Gene Therapy - therapeutic delivery of nucleic acid (DNA or RNA) into a patient's cells as a drug to treat
a disease.

Genetic Counseling - counseling by a qualified clinician that includes:

IEXPOL24.1.2018.MA 78



o Identifying your potential risks for suspected genetic disorders;

. An individualized discussion about the benefits, risks and limitations of Genetic Testing to help you
make informed decisions about Genetic Testing; and

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

Certified genetic counselors, medical geneticists and physicians with a professional y's certification
that they have completed advanced training in genetics are considered qualified cli
Health Care Services for Genetic Testing require Genetic Counseling.

Genetic Testing - exam of blood or other tissue for changes in genes (DNA or RN
increased risk for developing a specific disease or disorder, or provide information to
of treatment of certain diseases, including cancer.

not provide the egg and is therefore not biologically related to the ¢

Home Health Agency - a program or organization authoti
the home.

Hospital - an institution that is operated as requireg

. It is mainly engaged in providing inpatien
treatment of injured or sick persons. Care i
facilities, by or under the supervisi

. It has 24-hour nursing services.

A Hospital is not mainly a place for rest, C he aged. It is not a nursing home,
convalescent home or similar institution.

Hospital-based Facility - i ili s services and submits claims as part of a
Hospital.

nt - a health care facility that:

t and licensed separately from a Hospital under applicable

ent monitoring; provided, however, that such services shall be available, when
ild resides, including in the child's home, a foster home, a therapeutic foster home,

uccessful functioning; provided, however, that "behavior management therapy" shall

de a functional behavioral assessment and observation of the youth in the home and/or
community setting, development of a behavior plan, and supervision and coordination of
interventions to address specific behavioral objectives or performance, including the development
of a crisis-response strategy; and provided further, that "behavior management therapy" may
include short-term counseling and assistance.
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In-Home Therapy - medically necessary therapeutic clinical intervention or ongoing training, as well as
therapeutic support; provided however, that the intervention or support shall be provided where the child
resides, including in the child's home, a foster home, a therapeutic foster home, or another community
setting, including:

. ongoing therapeutic training and support — services that support implementation
pursuant to therapeutic clinical intervention that shall include, but not be limite
child to understand, direct, interpret, manage and control feelings and emoti
situations and assisting the family in supporting the child and addressing
mental health needs, and

. therapeutic clinical intervention - intervention that shall include: (i) a structured
therapeutic relationship between a licensed clinician and a child and the child's fa
child's mental health needs, including improvement of the family's ability to provide
support for the child and promotion of healthy functioning
development of a treatment plan; and (iii) the use of estab
working with the family or a subset of the family to enhance p
communication, emotional support or other family o

sychotherapeutic techn
solving, limit setti

Initial Enroliment Period - the first period of time whg 5 e for himself
or herself and his or her Dependents, if applicable

services (including physical therapy, oc or speech therapy), as authorized by law:
e Along term acute rehabilitation

e A Hospital, or

Inpatient Stay - a conti
Inpatient Rehabilitation F

Intensive Ca 3 i and Adolescents - a collaborative service that provides
hildren and adolescents with a serious emotional disturbance,

h face-to-face and telephonic meetings, as indicated and as clinically appropriate.
dination is delivered in office, home or other settings, as clinically appropriate.

olescents but of higher intensity, including more frequent psychiatric and

acological evaluation and treatment and more intensive staffing and service delivery. ICBAT
programs have the capability to admit children and adolescents with more acute symptoms than those
admitted to CBAT. ICBAT programs are able to treat children and adolescents with clinical presentations
similar to those referred to inpatient mental health services but who are able to be cared for safely in an
unlocked setting. Children and adolescents may be admitted to an ICBAT directly from the community as
an alternative to inpatient hospitalization; ICBAT is not used as a step-down placement following
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discharge from a locked, 24-hour setting. Whenever a carrier's acute residential treatment program is
substantially similar to ICBAT, it may be considered to meet the requirements of ICBAT.

The following are not considered child-adolescent mental health intermediate care and outpatient
services and are not required to be covered by an insured health plan:

. Programs in which the patient has a pre-defined duration of care without the he
conduct concurrent determinations of continued medical necessity for an indi

an's ability to

. Programs that only provide meetings or activities that are not based on in
planning.

. Programs that focus solely on improvement in interpersonal or other skills rath
directed toward symptom reduction and functional recovery related to specific me

disorders.

. Tuition-based programs that offer educational, vocational,
activities, such as a therapeutic school, camp, or wilderness
provide coverage for medically necessary services provided w

co-payments/coinsurance provisions.

. Programs that provide primarily custodial

. For Substance-Related and Addicti e program provides nine to nineteen
hours per week of structured programmi 0 nineteen hours for adolescents,
consisting primarily of counseling an ion related and mental health
problems.

Intermediate Care - Ar.

anaged detoxification services" means 24 hour, seven days a week, clinically managed
services in a licensed non-hospital setting that includes 24 hours per day supervision,
and support, and nursing care, seven days a week.

entions delivered in the home and community to a youth and family designed to sustain the
youth in his or her home and/or to prevent the youth's admission to an inpatient hospital,
psychiatric residential treatment facility, or other psychiatric treatment setting.

. The following are not considered intermediate services and are not covered:

. Programs in which the patient has a pre-defined duration of care without our ability to conduct
concurrent determinations of continued medical necessity.
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. Programs that only provide meeting or activities that are not based on individualized treatment
planning.

. Programs that focus solely on improvement in interpersonal or other skills rather than treatment
directed toward symptom reduction and functional recovery related to amelioration
psychiatric symptoms or syndromes.

. Tuition-based programs that offer educational, vocational, recreational or per
activities, such as a therapeutic school, camp or wilderness program. Cov
medically necessary outpatient or intermediate services provided while th
program, subject to the provisions described in the Policy, Section 1: Covere
Services.

. Programs that provide primarily custodial care services.
Intermittent Care - skilled nursing care that is provided either:
. Fewer than seven days each week.

o Fewer than eight hours each day for periods of 21 g

practitioner, a licensed physician assist
drug counselor |, as defined in section 1
within the lawful scope of practice for suc

Manipulative Treatment (adjustment) - a
diagnosed muscle, nerve joint problems.
instrument to:
. Restore or improve
[ ]

Reduce pain.

Medically Ne
designee:

hat are all of the following as determined by us or our

. In accorde scepted Standards of Medical Practice.

late, in terms of type, frequency, extent, service site and duration, and considered
Sickness, Injury, Mental lliness, substance-related and addictive disorders,

stly than an alternative drug, service(s), service site or supply that is at least as likely to
ivalent therapeutic or diagnostic results as to the diagnosis or treatment of your

epted Standards of Medical Practice are standards that are based on credible scientific
evi published in peer-reviewed medical literature generally recognized by the relevant medical
community, relying primarily on controlled clinical trials, or, if not available, observational studies from
more than one institution that suggest a causal relationship between the service or treatment and health
outcomes.

If no credible scientific evidence is available, then standards that are based on Physician specialty society
recommendations or professional standards of care may be considered. We have the right to consult
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expert opinion in determining whether health care services are Medically Necessary. The decision to
apply Physician specialty society recommendations, the choice of expert and the determination of when
to use any such expert opinion, shall be determined by us.

We develop and maintain clinical policies that describe the Generally Accepted Standards
Practice scientific evidence, prevailing medical standards and clinical guidelines suppo
determinations regarding specific services. These clinical policies (as developed by
time to time), are available to Covered Persons through www.myuhc.com or the te
your ID card. They are also available to Physicians and other health care profes
UHCprovider.com.

Medicare - Parts A, B, C and D of the insurance program established by Title XVIIl,
Security Act, as amended by 42 U.S.C. Sections 1394, et seq. and as later amended.

psychiatric categories that are listed in the current edition of the
section on Mental and Behavioral Disorders or the Diagnostic an

Covered Health Care Service.

Mental Health/Substance-Related and Addic i esig ation or individual
designated by us, that provides or arranges Menta
Addictive Disorders Services.

Mental Health Wellness Examination [ 2ssment that seeks to identify any behavioral
or mental health needs and appropriate r The examination may include: (i)
observation, a behavioral health screenin ation on healthy lifestyle changes,

potential options for medication; ii reenings or observations to understand a
covered person’s mental ' i ental or cognitive state and, when
s and questions.

Mental lliness - those ment i iagnostic categories that are listed in the current
{ ection on Mental and Behavioral Disorders or

istical Manual of the American Psychiatric Association does
Covered Health Care Service.

dentify, assess, treat and stabilize a situation, to reduce the immediate risk of
thers, and to make referrals and linkages to all medically necessary behavioral

may result in the development or update of a crisis safety plan.

ed to describe a provider of health care services, this means a provider that has a
ment in effect (either directly or indirectly) with us or with our affiliate to participate in

th Care Services by way of their participation in the Shared Savings Program. Our affiliates
are e entities affiliated with us through common ownership or control with us or with our ultimate
corporate parent, including direct and 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
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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.

Network Benefits - the description of how Benefits are paid for Covered Health Care Services provided
by Network providers by or under the direction of your Primary Care Provider. The Sched Benefits
will tell you if your plan offers Network Benefits and how Network Benefits apply.

New Pharmaceutical Product - a Pharmaceutical Product or new dosage form of
Pharmaceutical Product. It applies to the period of time starting on the date the P,
or new dosage form is approved by the U.S. Food and Drug Administration (FD
of the following dates:

. The date as determined by us or our designee, which is based on when the Pha

) December 31st of the following calendar year.

Open Enrollment Period - a period of time, after the Initial Enroll
may enroll themselves and Dependents under the Policy.

Out-of-Network Benefits - the description of how Beng
provided by out-of-Network providers. The Schedule

Out-of-Pocket Limit - the maximum amount yo
how the Out-of-Pocket Limit applies.

Partial Hospitalization/Day Treatmen
The program may be freestanding or Ho
week.

atient - a structured ambulatory program.
des services for at least 20 hours per

Pharmaceutical Product(s) - U.S. Food a i j DA)-approved prescription
medications or products administered in con i Covered Health Care Service by a Physician.

Physician - any Doctor ho is properly licensed and qualified by
law.

Please Note: Any chiropractor,
counselor, deptist, ce ist, certified nurse midwife, nurse practitioner,
: sician assistant, podiatrist, psychologist, psychiatry, marriage

f practice for such therapist, or other provider who acts within

ments make up the entire agreement that is issued to the Policyholder.
Policyholder - the person (who is not a Dependent) to whom this Policy is issued.
Pregnancy - includes all of the following:

. Prenatal care.

° Postnatal care.
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. Childbirth.
. Any complications associated with Pregnancy.

Preimplantation Genetic Testing (PGT) - a test performed to analyze the DNA from oocytgs, or embryos
for human leukocyte antigen (HLA) typing or for determining genetic abnormalities. Thes :

. PGT-M - for monogenic disorder (formerly single-gene PGD).
. PGT-SR - for structural rearrangements (formerly chromosomal PGD).

Premium - the periodic fee required for each Policyholder and each Enrolled Dep
with the terms of this Policy.

Presumptive Drug Test - test to determine the presence or absence of drugs or a drug
the results are indicated as negative or positive result.

Primary Care Provider - a health care professional qualified to

and Physician Assistants.

Private Duty Nursing - nursing care that is provig

. The service is provided to a Cov ependent nurse who is hired directly by the
Covered Person or his/her family. S ervices provided on an inpatient or home-
care basis, whether the service is s i pendent nursing.

° The Skilled Care i ency on a per visit basis for a specific
purpose.

Qualified Health Plan Issue suer that offers a Qualified Health Plan in
accordance with a certification

Co-payment, Co-insurance and applicable deductible, is based
ices when provided by out-of-Network providers:

s, when such services are either Ancillary Services, or non-Ancillary Services
atisfied the notice and consent criteria of section 2799B-2(d) of the Public Health
he purpose of this provision, "certain Network facilities" are limited to a hospital
1(e) of the Social Security Act), a hospital outpatient department, a critical access

The amount j sed on one of the following in the order listed below as applicable:
ayer Model Agreement if adopted,
2)

3) The lesser of the qualifying payment amount as determined under applicable law, or the amount
billed by the provider or facility.

State law, or
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The Recognized Amount for Air Ambulance services provided by an out-of-Network provider will be
calculated based on the lesser of the qualifying payment amount as determined under applicable law or
the amount billed by the Air Ambulance service provider.

Note: Covered Health Care Services that use the Recognized Amount to determine
sharing may be higher or lower than if cost sharing for these Covered Health Car
determined based upon an Allowed Amount.

Remote Physiologic Monitoring - the automatic collection and electronic trans
physiologic data that are analyzed and used by a licensed Physician or other g

not be used while the patient is inpatient at a Hospital or other fa
coordinated by one Physician.

Resident - a natural person living in the commonwealth

provides Mental Health Care Services or Subst:z

meet all of the following requirements:
. Provides a program of treatment, pation and direction of a Physician.

. Offers organized treatment servic

ed and structured regimen of care in a 24-
hour setting and provides at least t :

. Room and board.

L] Referral and ori i ommunity resources.
spital is considered a Hospital.

Rider - any atta i i dditional Covered Health Care Services not described in this

> amination, while presented in Rider format, are not subject to
iums and are included in the overall Premium for Benefits under the Policy.)
when signed by us and are subject to all conditions, limitations and exclusions of
10se that are specifically amended in the Rider.

is applied in the No Surprises Act of the Consolidated Appropriations Act (P.L.

m - a room with two or more beds. When an Inpatient Stay in a Semi-private Room is a
re Service, the difference in cost between a Semi-private Room and a private room is

- the geographic area we serve, where we act as a Qualified Health Plan Issuer as which
approved by the appropriate regulatory agency. Contact us to determine the exact geographic
area we serve. The Service Area may change from time to time.

Shared Savings Program - a program in which we may obtain a discount to an out-of-Network provider's
billed charges. This discount is usually based on a schedule previously agreed to by the out-of-Network
provider and a third party vendor. When this program applies, the out-of-Network provider's billed charges
will be discounted. Co-insurance and any applicable deductible would still apply to the reduced charge.
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Our policy provisions or administrative practices may supersede the scheduled rate. This means, when
contractually permitted, we may pay the lesser of the Shared Savings Program discount or an amount
determined by us, such as:

o A percentage of the published rates allowed by the Centers for Medicare and Medi
(CMS) for the same or similar service within the geographic market.

. An amount determined based on available data resources of competitive fee
area.

. A fee schedule established by a third party vendor.
. A negotiated rate with the provider.

. The median amount negotiated with Network providers for the same or similar servi

between the billed am
ber shown on your ID
e not Network proyi

In this case, the out-of-Network provider may bill you for the diff
rate determined by us. If this happens, you should call the telepho
assistance with resolving that issue. Shared Savings Program provi
are not credentialed by us.

Sickness - physical illness, disease or Pregnancy. Th

all of the following are true:

. Must be delivered or supervised b C professional medical personnel in order to
obtain the specified medical outco 5

Ordered by a Physician.

Specialist - a
internal medici

f the American Psychiatric Association. The fact that a disorder is listed in the current
ational Classification of Diseases section on Mental and Behavioral Disorders or

e Use Disorder Treatment - include early intervention services for substance use disorder
treatment; outpatient services including medically assisted therapies; intensive outpatient and partial
hospitalization services; certain residential or inpatient services; and certain medically managed intensive
inpatient services.

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.
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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 Vi
Provider.

Therapeutic Mentoring Services - medically necessary services provided to a child

and training the child in age-appropriate behaviors, interpersonal communication,
conflict resolution, and relating appropriately to other children and adolescents and

Transitional Living - Mental Health Care Services and Substance-
Services provided through facilities, group homes and supgivi

are either:

. Sober living arrangements such as drug-f| i ses. They provide

. Supervised living arrangements w
supervised apartments. They provi
manage activities of daily living. The
the intensity and structure needed to

ch as facilities, group homes and
ing and the opportunity to learn how to
ition to treatment when it doesn't offer

lled trials. (Two or more treatments are compared to each other,
se which treatment is received.)

ore than one institution. (Patients who receive study
gup of patients who receive standard therapy. The comparison

Which we compile and review clinical evidence with respect to certain health care
time, we issue medical and drug policies that describe the clinical evidence
) specific health care services. These medical and drug policies are subject to

available with respet
i e. You can view these policies at www.myuhc.com.

chan rior

ered Health Care Service for that Sickness or condition. Prior to such a consideration, we
irst establish that there is sufficient evidence to conclude that, even though unproven, the
service has significant potential as an effective treatment for that Sickness or condition.

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.
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Section 9: Coordination of Benefits

Benefits When You Have Coverage under More than One PI

This section describes how Benefits under this Policy will be coordinated with those of
provides benefits to you. The language in this section is from model laws drafted by t
Association of Insurance Commissioners (NAIC) and represents standard industry
coordinating benefits.

er plan that

When Does Coordination of Benefits Apply?

This Coordination of Benefits (COB) provision applies when a person has health care co
more than one Plan. Plan is defined below.

The order of benefit determination rules below govern the order i
benefits.

. Primary Plan. The Plan that pays first is called thel

cover some expenses.

. Secondary Plan. The Plan that pays afte
Plan may reduce the benefits it pays so tha
total Allowable Expense. Allowable

Definitions
For purposes of this section, terms are de

racts, health maintenance

ther forms of group or group-type coverage
ts of long-term care contracts, such as
roup or'individual automobile contracts; medical
traditional automobile "fault" type contracts, to the
surance contracts and subscriber contracts that
roup and non-group insurance contracts and

burse for the cost of vision care and Medicare or any other

A. 1. Plan includes: group and n
organization (HMO racts, closed
(whether insured

benefits coverage in a
extent permitted by law;
pay or geimburse for the co

2. e hospital Indemnity benefits coverage or other fixed indemnity
coverage ideg 3; specified disease or specified accident coverage; insured

contracts

are supplement policies; school accident-type coverages that cover students for
cluding those contracts covering students for accidents or athletic injuries, either
or on a "to and from school" basis; benefits provided in long-term care

or non-medical services or for contracts that pay a fixed daily benefit without
penses incurred or the receipt of services; a state plan under Medicaid; or a

| plan when, by law, its benefits are in excess of those of any private insurance plan or

les apply only to one of the two, each of the parts is treated as a separate Plan.

B. This Plan. This Plan means, in a COB provision, the part of the contract providing the health care
benefits to which the COB provision applies and which may be reduced because of the benefits of
other plans. Any other part of the contract providing health care benefits is separate from This Plan.
A contract may apply one COB provision to certain benefits, such as dental benefits, coordinating
only with similar benefits, and may apply another COB provision to coordinate other benefits.
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C. Order of Benefit Determination Rules. The order of benefit determination rules determine
whether This Plan is a Primary Plan or Secondary Plan when the person has health care coverage
under more than one Plan. When This Plan is primary, it determines payment for its benefits first
before those of any other Plan without considering any other Plan's benefits. When This Plan is

considered an Allowable Expense and a benefit paid. An expense that is not
covering the person is not an Allowable Expense. In addition, any expense that
according to contractual agreement is prohibited from charging a Covered Person
Allowable Expense.

1. The difference between the cost of a semi-private hospi
Allowable Expense unless one of the Plans
expenses.
2. If a person is covered by two or more
basis of usual and customary fees ent methodology or

3. If a person is covered by t
negotiated fees, an amount
Allowable Expense.

4. If a person is covered by one itsenefits or services on the basis of
usual and cu dule reimbursement methodology or other
similar rei Plan that provides its benefits or services

Allowable Expe
Plan to provide th

a specific negotiated fee or payment amount that is
nt arrangement and if the provider's contract permits,

provisions include second surgical opinions, precertification of admissions and
provider arrangements.

an. Closed Panel Plan is a Plan that provides health care benefits to Covered

in the form of services through a panel of providers that have contracted with or
e Plan, and that excludes benefits for services provided by other providers,

of emergency or referral by a panel member.

arent. Custodial Parent is the parent awarded custody by a court decree or, in the
a court decree, is the parent with whom the child resides more than one half of the
year excluding any temporary visitation.

What Are the Rules for Determining the Order of Benefit Payments?

When a person is covered by two or more Plans, the rules for determining the order of benefit payments
are as follows:

A. The Primary Plan pays or provides its benefits according to its terms of coverage and without
regard to the benefits under any other Plan.
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B. Except as provided in the next paragraph, a Plan that does not contain a coordination of benefits
provision that is consistent with this provision is always primary unless the provisions of both Plans
state that the complying plan is primary.

Coverage that is obtained by virtue of membership in a group that is designed to su ent a part
of a basic package of benefits and provides that this supplementary coverage sh
any other parts of the Plan provided by the contract holder. Examples of these
are major medical coverages that are superimposed over base plan hospita
and insurance type coverages that are written in connection with a Close
out-of-network benefits.

C. A Plan may consider the benefits paid or provided by another Plan in determin
when it is secondary to that other Plan.

member, policyholder, subscriber or
Primary Plan.

2. Dependent Child Covere
decree stating otherwise, pl
benefits as follows:

a)

hether or ey have ever been married:

ee states that one of the parents is responsible for the dependent
care expenses or health care coverage and the Plan of that
parent has actual knowledge of those terms, that Plan is primary. If the parent
with responsibility has no health care coverage for the dependent child's health
care expenses, but that parent's spouse does, that parent's spouse's plan is the
Primary Plan. This shall not apply with respect to any plan year during which
benefits are paid or provided before the entity has actual knowledge of the
court decree provision.

If a court decree states that both parents are responsible for the dependent
child's health care expenses or health care coverage, the provisions of
subparagraph a) above shall determine the order of benefits.

(38)  Ifa court decree states that the parents have joint custody without specifying
that one parent has responsibility for the health care expenses or health care
coverage of the dependent child, the provisions of subparagraph a) above shall
determine the order of benefits.
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(4) If there is no court decree allocating responsibility for the child's health care
expenses or health care coverage, the order of benefits for the child are as
follows:

(@) The Plan covering the Custodial Parent.
(b)  The Plan covering the Custodial Parent's spouse.
(c)  The Plan covering the non-Custodial Parent.

(d)  The Plan covering the non-Custodial Parent's s

c) For a dependent child covered under more than one plan of indi
the parents of the child, the order of benefits shall be determined,

d) (i) For a dependent child who has coverage u
also has his or her own coverage as a depen
paragraph (5) applies.

(i) In the event the dependent child’ 2 an on the
same date as the dependent chil
order of benefits shall be determ

cident with a motor vehicle: personal injury
A, shall always be primary and pay the first

expenses or requires servi
protection, as defined by M

4. Active Emplo ff Employee. The Plan that covers a person as an
i i ho is neither laid off nor retired is the Primary Plan.
a dependent of an active employee and that same
tired or laid-off employee. If the other Plan does not have this
do not agree on the order of benefits, this rule is ignored.

der another Plan, the Plan covering the person as an employee, member,
r or retiree or covering the person as a dependent of an employee, member,

ot apply if the rule labeled D.1. can determine the order of benefits.

er or Shorter Length of Coverage. The Plan that covered the person the longer
od of time is the Primary Plan and the Plan that covered the person the shorter period of
e is the Secondary Plan.

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

Plan that is unpaid by the Primary Plan. The Secondary Plan may then reduceg
amount so that, when combined with the amount paid by the Primary Plan,
provided by all Plans for the claim do not exceed the total Allowable Exp
addition, the Secondary Plan shall credit to its plan deductible any amount
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
the provision of service by a non-panel provider, benefits are not payable by one ClI
Plan, COB shall not apply between that Plan and other ClI Panel Plans.

Right to Receive and Release Needed Inform

determine benefits payable under This Plan and othe ans. We ‘ from, or give
them to, other organizations or persons for the purg i ining benefits

Plan must give us any facts we need to
provide us the information we need to a
for Benefits will be denied.

Payments Made

A payment made under a
Plan. If it does, we may

at made the payment. That amount will
lan. We will not have to pay that amount
benefits in the form of services, in which case
benefits provided in the form of services.
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Section 10: Consolidated Appropriations Act
Summary

The Policy complies with the applicable provisions of the Consolidated Appropriations Ac
116-260).

“Act’) (P.L.

No Surprises Act

Balance Billing

Under the Act, the No Surprises Act prohibits balance billing by out-of-Network provide
instances:

. When Ancillary Services are received at certain Network f ies on a non-Emergency
out-of-Network Physicians.

. When non-Ancillary Services are received at certain Netw
from out-of-Network Physicians who have not sati

In these instances, the out-of-Network p ; ou for amounts in excess of your applicable
Co-payment, Co-insurance or deductible . share will be provided at the same level
as if provided by a Network provider and i

For the purpose of this Summary, "certain

ited to a hospital (as defined in
1861(e) of the Social Sec

artment, a critical access hospital (as defined
ical center described in section
1833(i)(1)(A) of the Socia ility specified by the Secretary.

of-Network Provider:

ined by Independent Dispute Resolution (IDR).

that if you are currently receiving treatment for Covered Health Care Services from a
network status changes from Network to out-of-Network during such treatment due to
non-renewal or expiration) of the provider's contract, you may be eligible to request
continued care from your current provider under the same terms and conditions that would have applied
prior to termination of the provider's contract for specified conditions and timeframes. This provision does
not apply to provider contract terminations for failure to meet applicable quality standards or for fraud. If
you would like help to find out if you are eligible for continuity of care Benefits, please call the telephone
number on your ID card.
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Provider Directories
The Act provides that if you receive a Covered Health Care Service from an out-of-Network provider and
were informed incorrectly 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
request for such information (via telephone, electronic, web-based or internet-based me
eligible for cost sharing that would be no greater than if the service had been provide
provider.

, you may be
a Network
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UnitedHealthcare Insurance Company
185 Asylum Street
Hartford, Connecticut 06103-3408
1-800-357-1371

Disclosure of Minimum Creditable C
Standards

additional information.

Massachusetts Requirement to Purchase Hea

waived from the health insurance requir
information, call the Connector at 1-877-
www.mahealthconnector.org.

anuary 1, 2009 as part of the
r, if this health plan is offered to you through
, you will satisfy the statutory requirement
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UnitedHealthcare Insurance Company
Navigate
Individual Medical Policy
Schedule of Benefits
High Gold 0

How Do You Access Benefits?

Selecting a Network Primary Care Provider

You must select a Network Primary Care Provider i £ i alth care
terminology, a Primary Care Provider may also be . ary Care

Provider will be able to coordinate all Covered onic referrals online
to UnitedHealthcare for services from Network P e the custodial parent of an Enrolled
Dependent child, you must select a Netw der for that child. If you do not select a
Network Primary Care Provider for your ependent child, one will be assigned.

You may select any Network Primary Ca epting new patients. You may designate a
Network Physician who specializes in ped ic subspecialties, based on the scope of
that provider’s license under applicable stat mary Care Provider for an Enrolled
Dependent child. For obstetrical or gynecolo do not'need a referral from a Network Primary
Care Provider and may i hysician who specializes in obstetrics or
gynecology.

You can get a list of Network
Network providers through

, Network obstetricians and gynecologists and other
ephone number on your ID card.

are for services from that other Physician. The electronic referral must be received
efore the services are rendered. If you see a Network Physician without an

our Primary Care Provider, you will be responsible for all charges and no Benefits
f the place of service. This includes responsibility for charges for all related

t referrals have been submitted for you and the number of remaining visits on each
www.myuhc.com. You do not need a referral to see a Network
ologist or to receive services through the Mental Health/Substance-Related and

enefits, you must receive Covered Health Care Services from a UnitedHealthcare Navigate
Network provider. You can confirm that your provider is a UnitedHealthcare Navigate Network provider
through the telephone number on your ID card or you can access a directory of providers at
www.myuhc.com. You should confirm that your provider is a UnitedHealthcare Navigate Network
provider, including when receiving Covered Health Care Services for which you received a referral from
your Primary Care Provider.
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You must see a Network Physician in order to obtain Benefits. Except as specifically described in this
Schedule of Benefits, Benefits are not available for services provided by out-of-Network providers. This
Benefit plan does not provide an out-of-Network level of Benefits.

Benefits apply to Covered Health Care Services that are provided by a Network Physicia
Network provider.

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

when not Emergency Health Care Services, will be reimbursed as set forth under A
described at the end of this Schedule of Benefits. For these Covered Health Care Se
Network facility" is limited to a hospital (as defined in 1861(e) of the Social Security Act),

an ambulatory surgical center as described in section 7833(i)(1)(
other facility specified by the Secretary.

Ground and Air Ambulance transport provided by an out-g as set
forth under Allowed Amounts as described at the end of

Depending on the geographic area and the service

Shared Savings Program to out-of-Network proyv, r billed charges for
Covered Health Care Services. Refer to the defi

Terms of the Policy for details about how the Sharé

You must show your identification card ou request health care services from a
Network provider. If you do not show yo pviders have no way of knowing that you
are enrolled under a UnitedHealthcare Po F ay bill you for the entire cost of the
services you receive.

Additional information about the network and how your Benefits may be affected
appears at the end of t

If there is a conflict betwe i its and any summaries provided to you, this Schedule

of Benefits will control.

confirm with us that all Covered Health Care Services have been prior

efore receiving these services from a Network provider, you may want to call us
ital, Physician and other providers are Network providers and that they have

ed prior authorization. Network facilities and Network providers cannot bill you for

ot prior authorize as required. You can call us at the telephone number on your ID card.

ained the re
services they

You Pay for Covered Health Care Services?
Benefits for Covered Health Care Services are described in the tables below.

Annual Deductibles are calculated on a calendar year basis.
Out-of-Pocket Limits are calculated on a calendar year basis.

Benefit limits are calculated on a calendar year basis unless otherwise specifically stated.
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Payment Term And Description

Amounts

Annual Deductible

The amount you pay for Covered Health Care Services per year
before you are eligible to receive Benefits.

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.

When a Covered Person was previously covered under a group
policy that was replaced by the group Policy, any amou
applied to that annual deductible provision of the prior,
apply to the Annual Deductible provision under the B

in which Allowed Amounts are determin
the Schedule of Benefits table.

No Annual Deductibl

Out-of-Pocket Limit

The maximum you pay pg

Ith Care Services
edule of Benefits

in which Allowed Amounts are determined
Schedule of Benefits table.

of-Pocket Limit has been reached, you still will
the following:

s that exceed Allowed Amounts, when applicable.

Coupons: We may not permit certain coupons or offers from
pharmaceutical manufacturers or an affiliate to apply to your Out-
of-Pocket Limit.

$6,000 per Covered Person, not to
exceed $12,000 for all Covered
Persons in a family.

Co-payment
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Payment Term And Description Amounts

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

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

Co-insurance

Co-insurance is the amount you pay (calculated as a percentage o
Recognized Amount when applicable) each time you recei

Details about the way in which Allowed Amounts are d
Benefits table.

Note: Referrals as described in this table m ) j ur Primary Care
Provider before the service is rendered.

the Schedule of Benefits are based on
ices as described in the definition of

he Allowed Amounts provision near the
ponsible for amounts that exceed the

Amounts which you are required to p
Allowed Amounts or, for specific Co
Recognized Amount in the Policy, Rec
end of this Schedule of Benefits will te
Allowed Amount.

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

es, we will initiate and direct non-Emergency ambulance transportation.

Ground Ambulance

None Yes No

Air Ambulance

None Yes No

IEXSBN24.NAV..2018.MA 5



Payment Term And Description

Amounts

Non-Emergency Ambulance

Ground or Air Ambulance, as we
determine appropriate.

Allowed Amounts for Air
Ambulance transport provided
by an out-of-Network provider
will be determined as described
below under Allowed Amounts in
this Schedule of Benefits.

Ground Ambulance

None Yes

Air Ambulance

None

2. Cellular and Gene Therapy

Cellular or Gene Therapy
services must be received from
a Designated Provider.

3. Clinical Trials

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

4. Congenital Heart Diseas
(CHD) Surgeries

ding your intention to have surgery. Your notification will
led in programs that are designed to achieve the best
outcomes for you.

Benefits will be the same as stated under Hospital - Inpatient Stay in
this Schedule of Benefits.

5. Diabetes Services

Diabetes Self-Management
and Training/Diabetic Eye
Exams/Foot Care

IEXSBN24.NAV..2018.MA
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Payment Term And Description

Amounts

Diabetes Self-Management
Items

Benefits for diabetes equipment
that meets the definition of DME
are subject to the limit stated
under Durable Medical
Equipment (DME), Orthotics and
Supplies.

exams/foot care will be the same as those stated under each Covered
Health Care Service category in this Schedule of Benefits.

is provided,
e same as those

Depending upon where the Covered Health Care S
Benefits for diabetes self-management items will
stated under Durable Medical Equipment (DM,
Supplies and in the Outpatient Prescription
blood glucose monitors will be same as thos
Medical Equipment (DME), Orthotics and Supp
Outpatient Prescription Drug Rider.

6. Durable Medical Equipment
(DME), Orthotics and Supplies

You must obtain the DME or
orthotic from the vendor we
identify or from the prescribing
Network Physician.

None

7. 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
notify us within two busin
days. Notification provi
by the attending physicia
satisfy the requirement. We
elect to transfer you to a
Network Hospital as soon as it is
medically a
you choose

nd/or deductible.

Allowed Amounts for Emergency
Health Care Services provided
by an out-of-Network provider
will be determined as described

IEXSBN24.NAV..2018.MA




Payment Term And Description Amounts

below under Allowed Amounts in
this Schedule of Benefits.

8. Enteral Nutrition

None Yes
9. Fertility Preservation for
latrogenic Infertility
Benefits are limited to one cycle | None Yes

of fertility preservation for
latrogenic Infertility per Covered
Person during the entire period
of time he or she is enrolled for
coverage under the Policy.

10. Habilitative Services

Habilitative services received Inpatient
during an Inpatient Stay in an

Inpatient Rehabilitative Facility
are limited to 60 days per year.

vered Health Care Service is provided,

Depending
i i ose stated under each Covered Health

Benef

Outpatient therapies are limited

per year as follows: Yes No

o 44 visits of physical
therapy.

. 44 visits of occup

ilitative services

Note: Limited to $2,000 per None Yes No
hearing aid per hearing impaired
ear every 36 months.
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Payment Term And Description

Amounts

The difference above the limit of
$2,000 will be payable by the
insured if the insured elects to
pay the difference.

12. Home Health Care

For the administration of None Yes
intravenous infusion, you must
receive services from a provider
we identify.
13. Hospice Care
None

14. Hospital - Inpatient Stay

Note: Any deductible, Co-
payment, and/or Co-insurance,
whichever applies to you, will be
waived for a sterilization
procedure for a female member
when performed as the primary
procedure for family planning
reasons.

15. Infertility Services

Yes No
16. Lab, X-R d Dia
- Outpatient
sting - O nt $25 per service Yes No
X-Ray and Other nostic $75 per service Yes No
Testin atie
1 sti d
ng - Ou ient
$250 per service Yes No
alth Care and
-Related and
Addictive Disorders Services
Inpatient
$750 per Inpatient Stay Yes No

IEXSBN24.NAV..2018.MA
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Payment Term And Description Amounts

$30 per visit Yes

None per session for Partial Yes
Hospitalization/Day
Treatment/High Intensity
Outpatient/Intensive
Outpatient
Treatment/Intensive
Behavioral Therapy

19. Obesity - Weight Loss
Surgery

It is important that you notify us regarding your intention
open the opportunity to become enrolled in programs tha
outcomes for

Obesity - weight loss surgery Depending upon
must be received from a Benefits will be
Designated Provider. Care Service

is provided,
overed Health

20. Ostomy Supplies

Yes No

21. Pharmaceutical Products -
Outpatient

Certain coupons from Yes No
pharmaceutical manufa
an affiliate may reduce
of your Specialty Pharmac
Products. Your Co-payment
and/or Co-insurance may vary
when you us gupon. Contact
www.myuhé
telephone n
card foran a

Allowed Amounts for Covered None for services provided by | Yes No
Health Care Services provided your Primary Care Provider or
by an out-of-Network Physician by a Network obstetrician or
in certain Network facilities will gynecologist
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Payment Term And Description

Amounts

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

None for services provided by
a Network Specialist or other
Network Physician with a
referral from your Primary
Care Provider

23. Physician's Office Services
- Sickness and Injury

Co-payment/Co-insurance and
any deductible for the following
services also apply when the
Covered Health Care Service is
performed in a Physician's office:

e Lab, radiology/X-rays and
other diagnostic services
described under Lab, X-Ray
and Diagnostic - Outpatient.

e  Major diagnostic and
nuclear medicine described
under Major Diagnostic and
Imaging - Outpatient.

e  Outpatient Pharmaceutical
Products described under
Pharmaceutical Products -
Outpatient.

e Diagnostic and the
scopic procedures
described under Scopic
Procedures - Outpatient

$30 per visit for services Yes
provided by your Primary
Care Provider or by a
Network obstetrician or
gynecologist

$55 per visit for se
provided by a
Specialist or g
Physician w
your Primary €

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

25. Preimplantation Genetic
Testing (PGT) and Related
Services

IEXSBN24.NAV..2018.MA

1"




Payment Term And Description

Amounts

Breast pumps

Lab, X-ray or other preventive
tests

your Primary Care Provider or
by a Network obstetrician or
gynecologist

None for services provided by
a Network Specialist or other
Network Physician wi
referral from yourF

referral
Care Pro

None Yes
26. Preventive Care Services
Includes:
Fitness Benefit
Weight Loss Program Benefit
Physician office services None for services provided by | Yes

Yes

No

27. Prosthetic Devices

28. Reconst
Procedures

Yes

No

Depending upon where the Covered Health Care Service is provided,

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

29.R
(o) :
pulative tment
Limited pery s follows: $55 per visit for Manipulative | Yes No
Treatment services provided
f pulmonary

itation therapy.

Unlimited visits of cardiac
rehabilitation therapy.

44 visits of physical therapy.

IEXSBN24.NAV..2018.MA
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Payment Term And Description

Amounts

e 44 visits of occupational
therapy.

. Unlimited Manipulative
Treatments.

e  Unlimited visits of speech
therapy.

e 30 visits of post-cochlear
implant aural therapy.

e 20 visits of cognitive
rehabilitation therapy.

When physical and/or
occupational therapy is furnished
as part of the treatment of an
autism spectrum disorder or as
part of home health care, a
benefit limit will not apply to
these services.

30. Scopic Procedures -
Outpatient Diagnostic and
Therapeutic

Yes No

31. Skilled N
Facility/Inpatie

$750 per Inpatient Stay Yes No
Inpatient
Facility.
Note: Any deductible, Co- $500 per date of service for | Yes No
payment, and/qr Co-lnsuran.ce, services provided by your
whichever applies to you, will be | Primary Care Provider or by a
waived for a sterilization Network obstetrician or
procedure for a female member gynecologist
when performed as the primary

IEXSBN24.NAV..2018.MA

13




Payment Term And Description

Amounts

procedure for family planning
reasons.

$500 per date of service for
services provided with a
referral to the servicing
Network Specialist or other
Network Physician from your
Primary Care Provider

33. Temporomandibular Joint
(TMJ) Services

Depending upon where the Covered Health Care Se
Benefits will be the same as those stated under each

Care Service category in thi

is provide
avered He

edule of Benefits.

34. Therapeutic Treatments -
Outpatient

None

35. Transplantation Services

Transplantation services must
be received from a Designated
Provider. We do not require that
cornea transplants be received
from a Designated Provider.

Depending upe

pvered Health Care Service is provided,
8 those stated under each Covered Health
his Schedule of Benefits.

36. Urgent Care Center
Services

Co-payment/Co-insuran
any deductible for the follo
services also apply when the
Covered Health Care Service is
performed gent Care

Center:

e Diagnostic and therapeutic
scopic procedures
described under Scopic
Procedures - Outpatient
Diagnostic and Therapeutic.

IEXSBN24.NAV..2018.MA
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Payment Term And Description

Amounts

e  Outpatient surgery
procedures described under
Surgery - Outpatient.

e  Outpatient therapeutic
procedures described under
Therapeutic Treatments -
Outpatient.

37. Urinary Catheters

None

38. Virtual Care Services

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

None

Additional Benefits Required By

39. Abortion and Aborti
Related Services

Abortion and abortion-rela
services, including preabortio
and follow-up services are

insurance, Q
other cost-s

Yes

No

Depending upon where the Covered Health Care Service is provided

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

rvention Services

None

Yes

No

42. HIV-Associated
Lipodystrophy Treatment

IEXSBN24.NAV..2018.MA
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Payment Term And Description Amounts

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

43. Hormone Replacement
Therapy and Contraceptive
Services

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

44. Hypodermic Needles and
Syringes

None

45. Lyme Disease Treatment

overed Health Care Service is provided
S those stated under each Covered Health
this Schedule of Benefits.

46. Speech, Hearing, and
Language Disorders

the Covered Health Care Service is provided
as those stated under each Covered Health
this Schedule of Benefits.

47. Treatment of Cleft Lip o

Palate or Bo
ing upon where the Covered Health Care Service is provided
ill be the same as those stated under each Covered Health
are Service category in this Schedule of Benefits.
48. Wigs
None Yes No
Al o

ed Amou re the amount we determine that we will pay for Benefits.

For Bene or Covered Health Care Services provided by a Network provider, except for your cost
sharin ations, you are not responsible for any difference between Allowed Amounts and the
e provider bills.

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

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

e  For Covered Health Care Services that are Emergency Health Care Services
of-Network provider, you are not responsible, and the out-of-Network prow
amounts in excess of your applicable Co-payment, Co-insurance, or dedu
the Recognized Amount as defined in the Policy.

ded by an out-

e  For Covered Health Care Services that are Air Ambulance services provided
Network provider, you are not responsible, and the out-of-Network provider may

the rates that would apply if the service was provided by a
Recognized Amount as defined in the Policy.

by law, as described in the Policy.

For Benefits, Allowed Amounts are based on the fo

) When Covered Health Care Servi
us, including when there is no N i reasonably accessible or available to
provide Covered Health Care Se 5
amount permitted by law. Please ¢
applicable Co-insurance, Co-payme
amounts you are not legally obligated

When Covered Health

criteria of section 2799B-2(d) of’the Public Health Service Act
retary (including non-Ancillary Services that have satisfied the

t rate as determined by state law.

t made by us or the amount subsequently agreed to by the out-of-Network

ined by Independent Dispute Resolution (IDR).

this provision, "certain Network facilities" are limited to a hospital (as defined in

of the Social Security Act, and any other facility specified by the Secretary.

IMPORTANT NOTICE: For Ancillary Services, non-Ancillary Services provided without notice and
consent, and non-Ancillary Services for unforeseen or urgent medical needs that arise at the time a
service is provided for which notice and consent has been satisfied, you are not responsible, and an out-
of-Network Physician may not bill you, for amounts in excess of your applicable Co-payment, Co-
insurance, or deductible which is based on the Recognized Amount as defined in the Policy.
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For Emergency Health Care Services provided by an out-of-Network provider, the Allowed Amount
is based on one of the following in the order listed below as applicable:

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

e The reimbursement rate as determined by state law.

e The initial payment made by us or the amount subsequently agreed to by the o
provider and us.

e  The amount determined by Independent Dispute Resolution (IDR).

IMPORTANT NOTICE: You are not responsible, and an out-of-Network provider ma
amounts in excess of your applicable Co-payment, Co-insurance, or deductible which i
Recognized Amount as defined in the Policy.

For Air Ambulance transportation provided by an out-of-Net
based on one of the following in the order listed below as applica

e  The reimbursement rate as determined by a state All Pa
o  The reimbursement rate as determined by state |

e  The initial payment made by us or the amou agre -Network

e  The amount determined by Independent Displ

IMPORTANT NOTICE: You are not res df-Network provider may not bill you, for
amounts in excess of your Co-payment, tible which is based on the rates that
would apply if the service was provided b i ich is based on the Recognized Amount
as defined in the Policy.

For Emergency ground ambulance transp ided by an out-of-Network provider, the
Allowed Amount, which i i n by the out-of-Network provider or, unless
a different amount is req i i ased upon the median amount negotiated

bill you for any difference between the provider's

ss confirms public information about the providers' licenses and other credentials,
e quality of the services provided.

rs iS available by contacting us at www.myuhc.com or the telephone number on your
a copy. If you receive a Covered Health Care Service from an out-of-Network provider
incorrectly by us prior to receipt of the Covered Health Care Service that the provider

cost sharing (Co-payment, Co-insurance and applicable deductible) that would be no greater
than if the service had been provided from a Network provider.

It is possible that you might not be able to obtain services from a particular Network provider. The network
of providers is subject to change. Or you might find that a particular Network provider may not be
accepting new patients. If a provider leaves the Network or is otherwise not available to you, you must
choose another Network provider to get Benefits. However, if you are currently receiving treatment for
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Covered Health Care Services from a provider whose network status changes from Network to out-of-
Network during such treatment due to termination (non-renewal or expiration) of the provider's contract,
you may be eligible to request continued care from your current provider under the same terms and
conditions that would have applied prior to termination of the provider's contract for specifie

applicable quality standards or for fraud. If you would like help to find out if you are eligi
of care Benefits, please call the telephone number on your ID card.

If you are currently undergoing a course of treatment using an out-of-Network P
facility, you may be eligible to receive transition of care Benefits. This transition p
specific medical services and for limited periods of time. If you have questions rega
care reimbursement policy or would like help to find out if you are eligible for transition
please call the telephone number on your ID card.

Benefits,

Continuity of Care

o Ifa Covered Person is receiving care for a (€
disenrolled from the Network, other than dise |
er until the Covered Person's death.

This Continued Treatment provision onl i agrees to the following three conditions:

e  To accept reimbursement from us at
in full and not to impose cost sharing vere
exceed the cost shari i if the provider had not been disenrolled.

ing procedures regarding referrals, obtaining prior
a treatment plan, if any, approved by us.

be construed to require the coverage of Benefits that would

W|th us todprovide only certain Covered Health Care Services, but not all
ices. Some Network providers choose to be a Network provider for only some

r chosen by us. If you require certain complex Covered Health Care Services for
limited, we may direct you to a Network facility or provider that is outside your local
geographic . If you are required to travel to obtain such Covered Health Care Services from a
vider, we may reimburse certain travel expenses.

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

You or your Primary Care Provider or other Network Physician must notify us of special service needs
(such as transplants or cancer treatment) that might warrant referral to a Designated Provider. If you do
not notify us in advance, and if you receive services from an out-of-Network facility (regardless of whether
it is a Designated Provider) or other out-of-Network provider, Benefits will not be paid.
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Health Care Services from Out-of-Network Providers Paid as Network

Benefits

If a Covered Health Care Service is not available from a Network provider, in this situation,
Care Provider will notify us and, if we confirm that care is not available from a Network pr;
work with you and your Primary Care Provider to coordinate care through an out-of-N
will cover the out-of-Network Covered Health Care Service and you will not be resp
than the amount which would be required for a similar Covered Health Care Servi
network. In addition, whenever a location is part of our network, we will cover a
Service delivered at that location and you will not be responsible to pay more than
for Network services even if part of the Covered Health Care Service is performed by
providers, unless you had a reasonable opportunity to choose to have the service perfo
Network provider.
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Outpatient Prescription Drug

UnitedHealthcare Insurance Compan

Schedule of Benefits

When Are Benefits Available for Prescription Drug Pro

Benefits for Prescription Drug Products are available when the Pre
definition of a Covered Health Care Service or is prescribed to preve

Yy Product, the tier placement of the
Brand-name Prescription Drug Product m our Co-payment and/or Co-insurance
may change and an Ancillary Charge m

Brand-name Prescription Drug Product.

What Happens When a Biosi omes Available for a
Reference Product?

If a biosimilar becomes
placement of the referenc
change and an Ancillary Ch
reference product.

; your Co-payment and/or Co-insurance may
ill no longer have Benefits for that particular

How Do

Benefits for i bject to the supply limits that are stated in the "Description
and Supply Li pefit Information table. For a single Co-payment and/or Co-insurance,
you may receive C . oduct up to the stated supply limit.

hether a Prescription Drug Product has a supply limit for dispensing by contacting us
or the telephone number on your ID card.

n Prescription Drug Products are dispensed to you, your Physician, your pharmacist or you
are required to obtain prior authorization from us or our designee. The reason for obtaining prior
authorization from us is to determine whether the Prescription Drug Product, in accordance with our
approved guidelines, is each of the following:

. It meets the definition of a Covered Health Care Service.

. It is not an Experimental or Investigational or Unproven Service.
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We may also require you to obtain prior authorization from us or our designee so we can determine
whether the Prescription Drug Product, in accordance with our approved guidelines, was prescribed by a
Specialist.

Network Pharmacy Prior Authorization

When Prescription Drug Products are dispensed at a Network Pharmacy, the pr
the pharmacist, or you are responsible for obtaining prior authorization from u

ng provider,

If you do not obtain prior authorization from us before the Prescription Drug Pro
may pay more for that Prescription Order or Refill. The Prescription Drug Produc
authorization are subject, from time to time, to our review and change. There may
Drug Products that require you to notify us directly rather than your Physician or phar
out whether a particular Prescription Drug Product requires notification/prior authorizatio
us at www.myuhc.com or the telephone number on your ID card.

If you do not obtain prior authorization from us before the Prescri

based on the Prescription Drug Charge, less the
Charge and any deductible that applies.

after we review the documentation
is not a Covered Health Care Service or it

Benefits may not be available for the Pr
provided and we determine that the Pre
is an Experimental or Investigational or

We may also require prior authorization for i nay have specific requirements for
participation and/or activation of an enhance ed to such programs. You may access
uthorization, participation or activation

requirements related to w.myuhc.com or the telephone number on

your ID card.

Does Step

Certain Pre ch Benefits are described under this Prescription Drug Rider
are subject @ i rder to receive Benefits for such Prescription Drug Products

you must use

Drug Product is subject to step therapy requirements by
e telephone number on your ID card.

e for PPACA Zero Cost Share Preventive Care Medications. You are not responsible
yment and/or Co-insurance for Prescription Drug Products on the List of Zero Cost

arge may apply when a covered Prescription Drug Product is dispensed at your or the
equest and there is another drug that is Chemically Equivalent. An Ancillary Charge does not
apply to any Annual Deductible.

The amount you pay for any of the following under this Rider will not be included in calculating any Out-
of-Pocket Limit stated in your Policy:

o Ancillary Charges.
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. Certain coupons or offers from pharmaceutical manufacturers or an affiliate.

) 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

Payment Term And Description | Amounts

Co-payment and Co-insurance

Co-payment For Prescription Drug Products at a
Co-payment for a Prescription Drug you are responsible for paying the low
Product at a Network Pharmacy is a

specific dollar amount. ¢

Co-insurance
Co-insurance for a Prescription Drug

Product at a Network Pharmacy is a .

percentage of the Prescription Drug

Charge. | r Network
Co-payment and Co-insurance e i i lower of the

Your Co-payment and/or Co-insurance
is determined by the Prescription Drug
List (PDL) Management Committee's ) L
tier placement of a Prescription Drug 6 ption Drug Charge for that Prescription Drug

Product.

s and/or Co-insurance stated in the

We may cover multiple Prescription
e for amounts.

Drug Products for a single Co-payment
and/or Co-insurance if the_combination

ponsible for paying a Co-payment and/or Co-
of these multiple produ es a

CA Zero Cost Share Preventive Care

not responsible for paying a Co-payment and/or Co-

You may determine whether OIS |
for Prescription Drug Products on the List of Zero

therapeutic treatment regimen

specific requireme
and/o ion o

information on these
applicable prior

contacting us at
.myuhc.com or the telephone
number on your ID card.

Your Co-payment and/or Co-insurance
for insulin will not exceed the amount
allowed by applicable law.
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Payment Term And Description

Amounts

Special Programs: We may have
certain programs in which you may
receive a reduced or increased Co-
payment and/or Co-insurance based on
your actions such as
adherence/compliance to medication or
treatment regimens, and/or participation
in health management programs. You
may access information on these
programs by contacting us at
www.myuhc.com or the telephone
number on your ID card.

Co-payment/Co-insurance Waiver
Program: If you are taking certain
Prescription Drug Products, including,
but not limited to, Specialty Prescription
Drug Products, and you move to certain
lower tier Prescription Drug Products or
Specialty Prescription Drug Products,
we may waive your Co-payment and/or
Co-insurance for one or more
Prescription Orders or Reéfills.

Variable Co-payment Program:

Certain coupons from pharmaceutical
manufacturers or an affiliate may reduce
the costs of your Speci ipti

Co-insurance may vary w
coupon. Contact www.myuhc?

surance based on
on Drug Product

Products are subject
creased Co-payment
nce by contacting us at
m or the telephone

NOTE: The tier status of a Prescription
Drug Product can change from time to
time. These changes generally happen
quarterly but no more than six times per
calendar year, based on the PDL
Management Committee's tiering
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Payment Term And Description

Amounts

decisions. When that happens, you may
pay more or less for a Prescription Drug
Product, depending on its tier
placement. Please contact us at
www.myuhc.com or the telephone
number on your ID card for the most up-
to-date tier status.

Coupons: We may not permit you to
use certain coupons or offers from
pharmaceutical manufacturers or an
affiliate to reduce your Co-payment
and/or Co-insurance.
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Benefit Information

The amounts you are required to pay as shown below in the Outpatient Prescription Drug
Schedule of Benefits are based on the Prescription Drug Charge.

Description and Supply Limits

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

Specialty Prescription Drug Products

The following supply limits apply.

. As written by the provider, up to a
consecutive 31-day supply of a
Specialty Prescription Drug
Product, unless adjusted based
on the drug manufacturer's
packaging size, or based on
supply limits, or as allowed under
the Smart Fill Program.

When a Specialty Prescription Drug
Product is packaged or designed to
deliver in a manner that provides more
than a consecutive 31-day supply, the
Co-payment and/or Co-insurance that
applies will reflect the number of days
dispensed or days the dr
delivered.

If a Specialty Prescription
is provided for less than or

m or by the telephone
ur ID card.

If you choose to obtain your Specialty
Prescription Drug Product from a Non-
Preferred Specialty Network Pharmacy,
you will be required to pay 2 times the
Preferred Specialty Network Pharmacy
Co-payment and/or 2 times the

Your Co-payment and/or Co-insurance is de
PDL Management Committee’s tier placement

Prescription Drug Product: $90 per
Refill

alty Network Pharmacy

ired to pay 2 times the Preferred Specialty

k Pharmacy Co-payment and/or 2 times the Preferred
y Network Pharmacy Co-insurance (up to 50% of the
ion Drug Charge) based on the applicable tier.
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The amounts you are required to pay

as shown below in the Outpatient Prescription Drug

Schedule of Benefits are based on the Prescription Drug Charge.

Description and Supply Limits

What Is the Co-payment or Co-ins
Pay?
This May Include a Co-payment, C

Preferred Specialty Network Pharmacy
Co-insurance (up to 50% of the
Prescription Drug Charge) based on the
applicable tier.

Supply limits apply to Specialty
Prescription Drug Products obtained at
a Preferred Specialty Network
Pharmacy, a Non-Preferred Specialty
Network Pharmacy, a mail order
Network Pharmacy or a Designated
Pharmacy.

Prescription Drugs from a Retail
Network Pharmacy

The following supply limits apply:

. As written by the provider, up to
consecutive 31-day supply of a
Prescription Drug Product, unless
adjusted based on
manufacturer's

based on supply

g Product is
d to deliver in a
ore than a
pply, the Co-

manner that provi@
i 1-da

and/or Co-insurance is determined by the
Committee’s tier placement of the

duct. All Prescription Drug Products on
ist are placed on Tier 1, Tier 2, or Tier
www.myuhc.com or the telephone

ID card to find out tier status.

cription Drug Product: $30 per Prescription

r 2 Prescription Drug Product: $60 per Prescription
Order or Refill

For a Tier 3 Prescription Drug Product: $90 per Prescription
rder or Refill

iption Drug Products from a
Mail Order Network Pharmacy or
Preferred 90 Day Retail Network
Pharmacy

The following supply limits apply:

Your Co-payment and/or Co-insurance is determined by the
PDL Management Committee’s tier placement the
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The amounts you are required to pay as shown below in the Outpatient Prescription Drug
Schedule of Benefits are based on the Prescription Drug Charge.

Description and Supply Limits

What Is the Co-payment or Co-ins
Pay?
This May Include a Co-payment, C

. As written by the provider, up to a
consecutive 90-day supply of a
Prescription Drug Product, unless
adjusted based on the drug
manufacturer's packaging size, or
based on supply limits. These
supply limits do not apply to
Specialty Prescription Drug
Products. Specialty Prescription
Drug Products from a mail order
Network Pharmacy are subject to
the supply limits stated above
under the heading Specialty
Prescription Drug Products.

You may be required to fill the first
Prescription Drug Product order and
obtain 2 refills through a retail pharmac
before using a mail order Network
Pharmacy.

To maximize your Benefi
Physician to write your
Order or Refill for a 90-d
refills when appropriate. Yo
charged a Co-payment and/or
insurance based on the day sup
dispensed

Refills sent

upply, not a 30-
refills.

Prescription Drug Product. All Pres
the Prescription Drug List are placed
3. Please contact us at www.myuhc.com
number on your ID card to find out tier stat

For up to a 31-day su
you pay:

Refill

a 90-day supply at a mail order Network Pharmacy
or Preferred 90 Day Retail Network Pharmacy, you pay:

or a Tier 1 Prescription Drug Product: $60 per Prescription
Order or Refill

For a Tier 2 Prescription Drug Product: $120 per Prescription
Order or Refill

For a Tier 3 Prescription Drug Product: $270 per Prescription
Order or Refill
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Outpatient Prescription Drug Rider

UnitedHealthcare Insurance Company

This Rider to the Policy provides Benefits for Prescription Drug Products.

Because this Rider is part of a legal document, we want to give you information abo
will help you understand it. Certain capitalized words have special meanings. We ha
words in either the Policy in Section 8: Defined Terms or in this Rider in Section 3: Defi

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

(Name and Title)
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Introduction

Coverage Policies and Guidelines

Our Prescription Drug List (PDL) Management Committee makes tier placement changes on ou
The PDL Management Committee places FDA-approved Prescription Drug Product into tiers
considering a number of factors including clinical and economic factors. Clinical factors m
review of the place in therapy or use as compared to other similar product or services, sj
relative safety or effectiveness of the Prescription Drug Product, as well as if certain
authorization requirements should apply. Economic factors may include the Prescri
total cost including any rebates and evaluations of the cost effectiveness of the Prescr
Product.

Some Prescription Drug Products are more cost effective for treating specific conditions as ¢
others; therefore, a Prescription Drug Product may be placed on multiple tiers according to the
for which the Prescription Drug Product was prescribed to treat, or a
by a Specialist.

may happen without prior notice to you.

When considering a Prescription Drug Product for tieg
reviews clinical and economic factors regarding Cove

your prescribing Physician.

. Coverage for prescription contracepti e Food and Drug Administration.
Benefits defined under the Health Res i ministration (HRSA) requirement
include, but may be limited to the full ran
sharing. Benefits include at least one for!
that the FDA has identifigghin its current Bi

limited to, hormonal

contraception.

h of the methods (currently 18)
ide. These methods are including, but not
nd oral medications for emergency

ug Administration (FDA) and available by prescription only, to assist in the
D use or smoking.

ent of a Prescription Drug Product may change, from time to time, based on the
ve. As a result of such changes, you may be required to pay more or less for that
duct. Please contact us at www.myuhc.com or the telephone number on your ID
-to-date tier placement.

Identification Card (ID Card) - Network Pharmacy

You must either 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.
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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 was dispensed. The amount you are reimbursed will be based on the
Prescription Drug Charge, less the required Co-payment and/or Co-insurance, Ancillary Char,
deductible that applies.

Submit your claim to:
Optum Rx
PO Box 650629
Dallas, TX 75265-0629

Designated Pharmacies

If you require certain Prescription Drug Products, including, but not limi
Products, we may direct you to a Designated Pharmacy with whom we h

Specialty Prescription

www.myuhc.com or the telephone number on your ID
your Prescription Drug Product at a non-Designated £

Drug Product. For a Specialty Prescription D
Prescription Drug Product at a Non-Preferred acy, you will be subject to the
Non-Preferred Specialty Network Pharmacy C

Smart Fill Program - Split Fill

Certain Specialty Prescriptio
supplies up to 90 days and at
of their Specialty Prescription Dr

r Co-insurance. You will receive a 15-day supply
ou will tolerate the Specialty Prescription Drug
Pharmacy will contact you each time prior to

Pharmacy that will provide and coordinate all future pharmacy services.
ou use the chosen Network Pharmacy. If you don't make a choice within 31

tes for certain drugs included on the Prescription Drug List, including those drugs
rior to meeting any applicable deductible. As determined by us, we may pass a
rebates on to you. When rebates are passed on to you, they may be taken into account in
determining your Co-payment and/or Co-insurance.

We, and a number of our affiliated entities, conduct business with pharmaceutical manufacturers separate
and apart from this Outpatient Prescription Drug Rider. Such business may include, but is not limited to,
data collection, consulting, educational grants and research. Amounts received from pharmaceutical
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manufacturers pursuant to such arrangements are not related to this Outpatient Prescription Drug Rider.
We are not required to pass on to you, and do not pass on to you, such amounts.

Coupons, Incentives and Other Communications

At various times, we may send mailings or provide other communications to you, your Physicia
pharmacy that communicate a variety of messages, including information about Prescription
prescription Drug Products. These communications may include offers that enable you, as
to purchase the described product at a discount. In some instances, non-UnitedHealthc
support and/or provide content for these communications and offers. Only you and y
determine whether a change in your Prescription and/or non-prescription Drug regi
your medical condition.

Variable Co-payment Program

Certain Specialty Prescription Drug Products are eligible for coupons
manufacturers or affiliates that may reduce the cost for your Prescrip
determine whether your Specialty Prescription Drug Product is eligible

Special Programs

We may have certain programs in which you i 6 nced or reduced Benefit based on your
actions such as adherence/compliance to me gimens, and/or taking part in health

management programs. You may access informati
www.myuhc.com or the telephone number on y

Maintenance Medi

If you require certain Maintenan
Preferred 90 Day Retail Network
to obtain your Mainienance Medicati

direct you to the mail order Network Pharmacy or
e Maintenance Medications. If you choose not
er Network Pharmacy or Preferred 90 Day

the Maintenance Medication Program by contacting us at

Prescription U escribed by a Specialist
receive an '

a Specialist. You may access information on which Prescription Drug Products
cement, reduction or no Benefit by contacting us at www.myuhc.com or the
D card.
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Section 1: Benefits for Prescription Drug Products

Benefits are available for Prescription Drug Products at a Network Pharmacy and are subjegfito Co-

definition of a Covered Health Care Service or is prescribed to prevent conceptio
replacement therapy for peri and post-menopausal women; or orally administered a
used to kill or slow the growth of cancerous cells.

Specialty Prescription Drug Products

Benefits are provided for Specialty Prescription Drug Products.

to the Non-Preferred Specialty Network Co-pay
Drug Product.

Please see Section 3: Defined Terms f iptie Specialty Prescription Drug Product and
Designated Pharmacy.

The Outpatient Prescription Drug Schedull its wi ow Specialty Prescription Drug
Product supply limits apply.

Prescription Drugs fro

Benefits are provided for s dispensed by a retail Network Pharmacy.

The Outpatient Prescription ts will tell you how retail Network Pharmacy supply
limits apply.
Depending plan design, t tpatient Prescription Drug Rider may offer limited Network

Pharmacy p
telephone nu
www.myuhc.co

an confirm
8Ld or yo

ur pharmacy is a Network Pharmacy by calling the
access a directory of Network Pharmacies online at

Prescription D ts from a'Mail Order Network Pharmacy or Preferred 90 Day Retail

at www.myuhc.com or the telephone number on your ID card to find out if Benefits are
Prescription Drug Product and for information on how to obtain your Prescription Drug
h a mail order Network Pharmacy or Preferred 90 Day Retail Network Pharmacy.
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Section 2: Exclusions

Exclusions from coverage listed in the Policy also apply to this Rider. In addition, the exclusions listed
below apply.

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

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

2. Coverage for Prescription Drug Products for the amount dispensed (days' sup
which exceeds the supply limit.

which is less than the minimum supply limit.

4. Prescription Drug Products dispensed outside the United Sta
treatment.

Drugs which are prescribed, dispensed or inte

Experimental or Investigational or Unproveg
experimental treatments for specific disea
experimental, investigational or unproven.

or federal government. Any Prescription
Drug Product to the extent paym ided or available from the local, state or
federal government (for example,

except as otherwise provided by la

8. Prescription Drug Products for any coRditi or Mental lliness arising out of, or in
the course of, emp i i ilable under any workers' compensation law
nefits is made or payment or benefits are

nit dose packaging or repackagers of Prescription Drug Products.
ications used for cosmetic or convenience purposes.

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

16.  Prescription Drug Products as a replacement for a previously dispensed Prescription Drug Product
that was lost, stolen, broken or destroyed.
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17.

18.

19.

20.

21.

22.

25.

26.

Certain Prescription Drug Products for tobacco cessation that exceed the minimum number of
drugs required to be covered under the Patient Protection and Affordable Care Act (PPACA) in
order to comply with essential health benefits requirements.

Compounded drugs that do not contain at least one ingredient that has been approv,
Food and Drug Administration (FDA) and requires a Prescription Order or Refill.
drugs that contain a non-FDA approved bulk chemical. Compounded drugs th
similar commercially available Prescription Drug Product. (Compounded dr
one ingredient that requires a Prescription Order or Refill are placed on Tij

Drugs available over-the-counter that do not require a Prescription Order or
state law before being dispensed, unless we have designated the over-the-co

Prescription Drug Products that we have determined are
counter drug or supplement. Such determinations may be m
year. We may decide at any time to reinstate Benefj

used for tobacco cessation.

Certain New Prescription Drug Products ag
Growth hormone for children with famili - ort stature based upon heredity and not

Any product for which the primary ition, nutritional supplements, or dietary
j ducts even when used for the treatment
of Sickness or Injury, except for Pres at are the following, as described in

the Policy Section 1: Covered Health

Non-prescri hen ordered by a Physician for the
treatment of Crohn's’disease, ulcerative colitis, gastroesophageal

atment of phenylketonuria, tyrosinemia, homocystrinuria,
propionic acidemia or methylmalonic acidemia in infants and

by a Physician.

ug Product that contains (an) active ingredient(s) available in and Therapeutically
her covered Prescription Drug Product. Such determinations may be made up to

t that was previously excluded under this provision.

n Drug Product that contains (an) active ingredient(s) which is (are) a modified version
apeutically Equivalent to another covered Prescription Drug Product. Such

Certain Prescription Drug Products for which there are Therapeutically Equivalent alternatives
available, unless otherwise required by law or approved by us. Such determinations may be made
up to six times during a calendar year. We may decide at any time to reinstate Benefits for a
Prescription Drug Product that was previously excluded under this provision.

Certain Prescription Drug Products that have not been prescribed by a Specialist.
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27.
28.

29.
30.

31.
32.

33.

A Prescription Drug Product that contains marijuana, including medical marijuana.

Certain Prescription Drug Products that exceed the minimum number of drugs required to be
covered under the Patient Protection and Affordable Care Act (PPACA) essential health benefit
requirements in the applicable United States Pharmacopeia category and class or able state
benchmark plan category and class.

Dental products, including but not limited to prescription fluoride topicals.
A Prescription Drug Product with either:

Ll An approved biosimilar.

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

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

= It is highly similar to a reference product (a biological

= It has no clinically meaningful differences in te i the
reference product.

Such determinations may be made up to si
time to reinstate Benefits for a Prescription
provision.

decide at any
uded under this

Diagnostic kits and products, includi

Publicly available software applic that may be available with or without a
Prescription Order or Refill.

Certain Prescription Drug Products t »
application, including smart package r embedded drug sensors. This exclusion does

Product.
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Section 3: Defined Terms

Ancillary Charge - a charge, in addition to the Co-payment and/or Co-insurance, that you must pay
when a covered Prescription Drug Product is dispensed at your or the provider's request, when a
Chemically Equivalent Prescription Drug Product is available.

For Prescription Drug Products from Network Pharmacies, the Ancillary Charge is the ence between:
. The Prescription Drug Charge for the Prescription Drug Product.

. The Prescription Drug Charge for the Chemically Equivalent Prescription

d on a number of factors. Not all products
identified as a "generic" by the manufac r Physician will be classified as a Generic

by us.

Infertility - Have been unable to conceive
age 35, or after six months, if the woman is
woman conceived but is u to carry that
conceive prior to achievi
period, as applicable.

Urposes of meeting these criteria, if a
ive birth, the period of time she attempted to
he calculation of the year or six month

List of Preventive Medicatio certain Prescription Drug Products, which may
include certai i i on the Prescription Drug List that are intended to
reduce the lj [ . y find the List of Preventive Medications by contacting us at
www.myuhc

t that identifies certain Prescription Drug Products on the
at zero cost share (no cost to you) when obtained from a retail

der Network Pharmacy. You may find the List of Zero Cost Share Medications by
yuhc.com or the telephone number on your ID card.

acting us at www.myuhc.com or the telephone number on your ID card.

y - a pharmacy that has:

tion Drug Products to Covered Persons.
greed to accept specified reimbursement rates for dispensing Prescription Drug Products.
. Been designated by us as a Network Pharmacy.

New Prescription Drug Product - a Prescription Drug Product or new dosage form of a previously
approved Prescription Drug Product, for the period of time starting on the date the Prescription Drug
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Product or new dosage form is approved by the U.S. Food and Drug Administration (FDA) and ending on
the earlier of the following dates:

. The date it is placed on a tier by our PDL Management Committee.

) December 31st of the following calendar year.

Non-Preferred Specialty Network Pharmacy - a specialty pharmacy that we identify
pharmacy within the Network.

PPACA - Patient Protection and Affordable Care Act of 2010.

PPACA Zero Cost Share Preventive Care Medications - the medications that a
Network Pharmacy with a Prescription Order or Refill from a Physician and that are p
the Prescription Drug Charge (without application of any Co-payment, Co-insurance, A
Annual Drug Deductible, or Specialty Prescription Drug Product Annual Deductible) as re
applicable law under any of the following:

) Evidence-based items or services that have in effect a ratin " or "B" in the current

You may find out if a drug is a PPACA tive Care Medication as well as
information on access to coverage of Me y natives by contacting us at

Preferred Specialty Ne i cy that we identify as a preferred pharmacy
within the Network.

to pay our Network Pharmacies for a Prescription
rate includes any applicable dispensing fee and
sales tax.

Prescriptio i tiers medications or products that have been approved by
the U.S. Fooa ation (FDA). This list is subject to our review and change from time to

time. You may 1 icular Prescription Drug Product has been placed by contacting
us at www.myu

st (PDL) Management Committee - the committee that we designate for placing
cts into specific tiers.

or Refill. A Prescription Drug Product includes a medication that is generally
-administration or administration by a non-skilled caregiver. For the purpose of
Policy, this definition includes:

(with spacers).

Insulin and insulin pens.

. Certain vaccines/immunizations administered at a Network Pharmacy.
o Certain injectable medications administered at a Network Pharmacy.
. The following diabetic supplies:
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= standard insulin syringes with needles;

= blood-testing strips - glucose;
] urine-testing strips - glucose;
L] ketone-testing strips and tablets;
. lancets and lancet devices;
= blood glucose monitors;
= prescribed oral diabetes medication that influence blood sugar leve
= glucose meters, including continuous glucose monitors.
) A drug which has been prescribed for treatment of cancer or HIV/AIDS treatment

= In one of the following established reference compen
‘. The U.S. Pharmacopoeia Drug Inform
(USPDI);

* The American Medical Associa

. For off-label uses of i L e treatment of cancer only, the
. Compendia-Based Drug Bulletin.

se a Prescription Drug Product issued by a duly
allows issuing such a directive.

rescription Drug Products that are generally high cost, self-
eat patients with certain illnesses. Specialty Prescription Drug

e Medications. You may access a complete list of Specialty Prescription Drug
us at www.myuhc.com or the telephone number on your ID card.

ary Charge - the usual fee that a pharmacy charges individuals for a Prescription
ut reference to reimbursement to the pharmacy by third parties. This fee includes any

Drug Product
' sing fee and sales tax.

applicable
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Section 4: Your Right to Request an Exclusion
Exception

When a Prescription Drug Product is excluded from coverage, you or your representative

request an
exception to gain access to the excluded Prescription Drug Product. To make a request, i

the highest tier as described in the Benefit Information table in the Outpatient Pre
of Benefits, in addition to any applicable Ancillary Charge.

Urgent Requests

If your request requires immediate action and a delay could signifi
or the ability to regain maximum function, call us as soon as pos
electronic determination within 24 hours.

External Review

If you are not satisfied with our determination of your gXclu i e entitled to
request an external review. You or your representat i

written request to us to the address set out in the inati i oll-free number on
your ID card. The Independent Review Organizat y you of our detérmination within 72

hours.
Expedited External Review

If you are not satisfied with our determin
urgent situation, you or your representativ
free number on your ID card or by sending
letter. The IRO will notify y

exception request and it involves an
ited external review by calling the toll-
ddress set out in the determination
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Pediatric Dental Services Rider

UnitedHealthcare Insurance Compan

How Do You Use This Document?

This Rider to the Policy provides Benefits for Covered Dental Services, as descri
Persons under the age of 19. Benefits under this Rider will end when the Covered
age of 19, as determined by the eligibility rules of the Massachusetts Health Connecto

What Are Defined Terms?

Because this Rider is part of a legal document, we want to give yi
will help you understand it. Certain capitalized words have speC|aI
words in either the Policy in Section 8: Defined Terms or ingdhisaRi
Pediatric Dental Services.

When we use the words "we," "us," and "our" in thi
Insurance Company. When we use the words "yg
Covered Persons, as the term is defined in the P

(Name and Title)
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Section 1: Accessing Pediatric Dental Services

Network Benefits

Benefits - Benefits apply when you choose to obtain Covered Dental Services from a Ne
Provider. Network Benefits are determined based on the contracted fee for each Cove
In no event, will you be required to pay a Network Dental Provider an amount for a
Service that is greater than the contracted fee.

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

You must always check the participation status of a provider prior to seeking services.
the participation status of a provider may change. You can check the participation status b
and/or the provider. We can provide help in referring you to Network Dental Provider.

What Are Covered Dental Services?
You are eligible for Benefits for Covered Dental¢

> fact that a Dental Provider has performed
be the only available treatment for a dental

Benefits are available only for Necessa
or prescribed a procedure or treatment,
disease, does not mean that the procedu

or if a dental exam reveals the need for
reatment begins and receive a pre-

imate, you or your Dental Provider should send a

f the exam. If requested, the Dental Provider must
formation necessary to evaluate the treatment plan

fixed bridgework, you m
treatment estimate. If you

terms, conditions'a S olicy. Clinical situations that can be effectively treated by a less
costly, clinically : e’procedure will be given a benefit based on the less costly

required for orthodontic services. Speak to your Dental Provider about obtaining a
efore Dental Services are provided. If you do not obtain a pre-authorization, we have a

Section 2: Benefits for Pediatric Dental Services
Benefits are provided for the Dental Services stated in this Section when such services are:

A. Necessary.

B. Provided by or under the direction of a Dental Provider.
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C. Clinical 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 Section 3: Pediatric Dental Exclusions of this Rider.

Benefits:

Benefits for Allowed Dental Amounts are determined as a percentage of the negotiat
between us and the provider rather than a percentage of the provider's billed char
with the provider is ordinarily lower than the provider's billed charge.

A Network provider cannot charge you or us for any service or supply that is not N
determined by us. If you agree to receive a service or supply that is not Necessary th
may charge you. However, these charges will not be considered Covered Dental Servic
will not be payable.

provider
Benefits

Out-of-Pocket Limit - any amount you pay in Co-insurance for ric Dental Services unde

applies to the Out-of-Pocket Limit stated in the Schedule of Benefi

Benefits
Benefit limits are calculated on a calendar year basis

Benefit Description

Amounts which you are required to in the Schedule of Benefits are
based on Allowed Dental Amounts.

What Are the Procedure
Codes, Benefit Description and

equent review.

D0150 - Comprehensive oral
evaluation - new or established
patient.

IEXRID24.PDS.NET.1.2018.MA 3



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 C rance
or Co-Payment.

D0180 - Comprehensive
periodontal evaluation - new or
established patient.

D0160 - Detailed and extensive
oral evaluation - problem
focused, by report.

Intraoral Radiographs (X-ray)

Limited to 1 series of films per 36
months.

D0210 - Intraoral -
comprehensive series of
radiographic images.

D0709 - Intraoral -
comprehensive series of
radiographic images - image
capture only.

D0372 - Intraoral tomosynthesis -
comprehensive series of
radiographic images.

D0387 - Intraoral tomos
comprehensive series of
radiographic images - image
capture onl

The followi
to 2 per 12

D0220 - Intrao
radiographic i

raoral tomosynthesis -
periapical radiographic image -
image capture only.

D0706 - Intraoral - occlusal
radiographic image - image
capture only.

None
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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 C
or Co-Payment.

rance

D0707 - Intraoral - periapical
radiographic image - image
capture only.

Any combination of the following
services is limited to 2 series of
films per 12 months.

D0270 - Bitewing - single
radiographic image.

D0272 - Bitewings - two
radiographic images.
D0274 - Bitewings - four
radiographic images.

D0277 - Vertical bitewings - 7 to
8 radiographic images.

D0373 - Intraoral tomosynthesis -
comprehensive series of
radiographic images.

D0388 - Intraoral tomosy,
bitewing radiographic i
image capture only.

D0708 - Intraoral - bitewing
radiographic jmage - image
capture o

None

None
None
ra-oral posterior
dental radiographic image -
image capture only.
The following services are not None

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 C
or Co-Payment.

rance

D0340 - 2-D Cephalometric
radiographic image - acquisition,
measurement, and analysis.

D0350 - 2-D Oral/facial
photographic images obtained
intra-orally or extra-orally.

D0470 - Diagnostic casts.

D0703 - 2-D Oral/facial
photographic image obtained
intra-orally or extra-orally - image
capture only.

Preventive Services

Dental Prophylaxis (Cleanings)

The following services are limited
to two times every 12 months.

D1110 - Prophylaxis - adult.
D1120 - Prophylaxis - chi

Fluoride Treatments

The following services are |
to two times every 12 months.

D1206 - Tg
fluoride va

pplication of

None

moderate to high
patient - permanent

tooth.

None

Space Maintainers (Spacers)

The following services are not
subject to a frequency limit.

None
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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 C
or Co-Payment.

rance

D1510 - Space maintainer - fixed,
unilateral - per quadrant.

D1516 - Space maintainer - fixed
- bilateral, maxillary.

D1517 - Space maintainer - fixed
- bilateral, mandibular.

D1520 - Space maintainer -
removable, unilateral - per
quadrant.

D1526 - Space maintainer -
removable - bilateral, maxillary.

D1527 - Space maintainer -
removable - bilateral, mandibular.

D1551 - Re-cement or re-bond
bilateral space maintainer -
maxillary.

D1552 - Re-cement or re-bond
bilateral space maintainer,
mandibular.

D1553 - Re-cement or re-
unilateral space maintainer -
quadrant.

D1556 - R
unilateral s
quadrant.

D1557 - Rema
bilateral space

quadrant.

orative Services

Amalgam Restorations (Silver
Fillings)

The following services are not
subject to a frequency limit.

20%
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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 C
or Co-Payment.

rance

D2140 - Amalgams - one surface,
primary or permanent.

D2150 - Amalgams - two
surfaces, primary or permanent.

D2160 - Amalgams - three
surfaces, primary or permanent.

D2161 - Amalgams - four or more
surfaces, primary or permanent.

Composite Resin Restorations
(Tooth Colored Fillings)

The following services are not
subject to a frequency limit.

D2330 - Resin-based composite -
one surface, anterior.

D2331 - Resin-based composite -
two surfaces, anterior.

D2332 - Resin-based co
three surfaces, anterior

D2335 - Resin-based co
four or more surfaces or in
incisal angle, (anterior).

osite -

- Crown - porcelain fused
to high noble metal.

D2751 - Crown - porcelain fused
to predominately base metal.

50%
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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 C
or Co-Payment.

rance

D2752 - Crown - porcelain fused
to noble metal.

D2753 - Crown - porcelain fused
to titanium and titanium alloys.

D2780 - Crown - 3/4 cast high
noble metal.

D2781 - Crown - 3/4 cast
predominately base metal.

D2783 - Crown - 3/4
porcelain/ceramic.

D2790 - Crown - full cast high
noble metal.

D2791 - Crown - full cast
predominately base metal.

D2792 - Crown - full cast noble
metal.

D2794 - Crown - titanium and
titanium alloys.

D2930 - Prefabricated s
steel crown - primary tooth:

D2931 - Prefabricated stainles

The followi
subject to a

D2510 - Inlay
surface.

ment or re-bond

The following service is not
subject to a frequency limit.

D2940 - Protective restoration.

50%
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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 Benefits
Codes, Benefit Description and
Frequency Limitations?

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

The following services are limited 50%
to one time per tooth every 60
months.

D2929 - Prefabricated
porcelain/ceramic crown -
primary tooth.

D2950 - Core buildup, including
any pins when required.

D2951 - Pin retention - per tooth,
in addition to restoration.

The following service is not
subject to a frequency limit.

D2954 - Prefabricated post and
core in addition to crown.

The following services are not
subject to a frequency limit.

D2980 - Crown repair
necessitated by restorati
material failure.

D2981 - Inlay repair neces
by restorative material failure.

50%

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

D3240 - Pulpal therapy
(resorbable filling) - posterior,

IEXRID24.PDS.NET.1.2018.MA 10



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 C
or Co-Payment.

rance

primary tooth (excluding final
restoration).

The following services are not
subject to a frequency limit.

D3310 - Endodontic therapy,
anterior tooth (excluding final
restoration).

D3320 - Endodontic therapy,
premolar tooth (excluding final
restoration).

D3330 - Endodontic therapy,
molar tooth (excluding final
restoration).

D3346 - Retreatment of previous
root canal therapy - anterior.

D3347 - Retreatment of previous
root canal therapy - bicuspid.

D3348 - Retreatment of
root canal therapy - m

D3351 -

50%

The following services are 50%
subject to a frequency limit.
Apexificatic
initial visit.
50%

oectomy - anterior.

D3 - Apicoectomy - premolar
(first root).

D3425 - Apicoectomy - molar
(first root).

IEXRID24.PDS.NET.1.2018.MA
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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 C
or Co-Payment.

rance

D3426 - Apicoectomy (each
additional root).

D3450 - Root amputation - per
root.

D3471 - Surgical repair of root
resorption - anterior.

D3472 - Surgical repair of root
resorption - premolar.

D3473 - Surgical repair of root
resorption - molar.

D3501 - Surgical exposure of root
surface without apicoectomy or
repair of root resorption - anterior.

D3502 - Surgical exposure of root
surface without apicoectomy or
repair of root resorption -
premolar.

D3503 - Surgical exposurg,of root
surface without apicoe
repair of root resorption

The following services are no
subject to a frequency limit.

any root rema
root canal the

-
N

50%

- Gingivectomy or
gingivoplasty - one to three
contiguous teeth or tooth
bounded spaces per quadrant.

50%

IEXRID24.PDS.NET.1.2018.MA
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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 C
or Co-Payment.

rance

The following services are limited
to one every 36 months.

D4240 - Gingival flap procedure,
including root planing - four or
more contiguous teeth or tooth
bounded spaces per quadrant.

D4241 - Gingival flap procedure,
including root planing - one to
three contiguous teeth or tooth
bounded spaces per quadrant.

D4249 - Clinical crown
lengthening - hard tissue.

50%

The following services are limited
to one every 36 months.

D4260 - Osseous surgery
(including flap entry and closure)
- four or more contiguous teeth or
tooth bounded spaces per
quadrant.

D4261 - Osseous surge
(including flap entry and ¢
one to three contiguous teeth
bounded teeth spaces per

quadrant.

50%

- Autogenous connective
tissue graft procedure, per first
tooth implant or edentulous tooth
position in graft.

50%

IEXRID24.PDS.NET.1.2018.MA
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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 C
or Co-Payment.

rance

D4275 - Non-autogenous
connective tissue graft first tooth
implant.

D4277 - Free soft tissue graft
procedure - first tooth.

D4278 - Free soft tissue graft
procedure - each additional
contiguous tooth.

D4322 - Splint - intra-coronal;
natural teeth or prosthetic
crowns.

D4323 - Splint - extra-coronal,;
natural teeth or prosthetic
crowns.

The following services are limited
to one time per quadrant every
24 months.

D4341 - Periodontal scali
root planing - four or m
per quadrant.

D4342 - Periodontal scalin
root planing - one to three tee
per quadra

and

50%

D4910 - Periodontal
maintenance.

50%

Removable Dentures

IEXRID24.PDS.NET.1.2018.MA
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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?

The Amount You Pay Which May Include a C rance

Benefits

or Co-Payment.

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

D5110 - Complete denture -
maxillary.

D5120 - Complete denture -
mandibular.

D5130 - Immediate denture -
maxillary.

D5140 - Immediate denture -
mandibular.

D5211 - Maxillary partial denture
- resin base (including
retentive/clasping materials,
rests, and teeth).

D5212 - Mandibular partial

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

D5213 - Maxillary partia
- cast metal framework wit
denture bases (including
retentive/claspi i

D5223 - Immediate maxillary
partial denture - cast metal
framework with resin denture
bases (including

50%

IEXRID24.PDS.NET.1.2018.MA
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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 C
or Co-Payment.

rance

retentive/clasping materials, rests
and teeth).

D5224 - Immediate mandibular
partial denture - cast metal
framework with resin denture
bases (including
retentive/clasping materials, rests
and teeth).

D5227 - Immediate maxillary
partial denture - flexible base
(including any clasps, rests, and
teeth).

D5228 - Immediate mandibular
partial denture - flexible base
(including any clasps, rests, and
teeth).

D5282 - Removable unilateral
partial denture - one piece cast
metal (including
retentive/clasping materi
rests, and teeth), maxil

D5283 - Removable unilat
partial denture - one piece ca
metal (including
retentive/
rests, and

D5284 - Re

partial denture

flexible base (i
ive/claspi

quadrant.

services are not
a frequency limit.

D5410 - Adjust complete denture
- maxillary.

D5411 - Adjust complete denture
- mandibular.

50%

IEXRID24.PDS.NET.1.2018.MA
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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 C

or Co-Payment.

rance

D5421 - Adjust partial denture -
maxillary.

D5422 - Adjust partial denture -
mandibular.

D5511 - Repair broken complete
denture base - mandibular.

D5512 - Repair broken complete
denture base - maxillary.

D5520 - Replace missing or
broken teeth - complete denture
(each tooth).

D5611 - Repair resin partial
denture base - mandibular.

D5612 - Repair resin partial
denture base - maxillary.

D5621 - Repair cast partial
framework - mandibular.

D5622 - Repair cast parti
framework - maxillary.

D5630 - Repair or replace
retentive/clasping materials -
tooth.

D5640 - Re
per tooth.

D5650 - Add t

ore than
initial insertion
imitation of one

D5711 - Rebase complete
mandibular denture.

D5720 - Rebase maxillary partial
denture.

are limited

50%

IEXRID24.PDS.NET.1.2018.MA
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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 C
or Co-Payment.

rance

D5721 - Rebase mandibular
partial denture.

D5725 - Rebase hybrid
prosthesis.

D5730 - Reline complete
maxillary denture (direct).

D5731 - Reline complete
mandibular denture (direct).

D5740 - Reline maxillary partial
denture (direct).

D5741 - Reline mandibular partial
denture (direct).

D5750 - Reline complete
maxillary denture (indirect).

D5751 - Reline complete
mandibular denture (indirect).

D5760 - Reline maxillary partial
denture (indirect).

D5761 - Reline mandib
denture (indirect).

D5876 - Add metal substructur:

andibular).

50%

Bridges (Fi

partial dentures (FPD))

g services are not
subject to a frequency limit.

D6210 - Pontic - cast high noble
metal.

D6211 - Pontic - cast
predominately base metal.

50%

IEXRID24.PDS.NET.1.2018.MA
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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 Benefits
Codes, Benefit Description and
Frequency Limitations?

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

D6212 - Pontic - cast noble
metal.

D6214 - Pontic - titanium and
titanium alloys.

D6240 - Pontic - porcelain fused
to high noble metal.

D6241 - Pontic - porcelain fused
to predominately base metal.

D6242 - Pontic - porcelain fused
to noble metal.

D6243 - Pontic - porcelain fused
to titanium and titanium alloys.

D6245 - Pontic -
porcelain/ceramic.

The following services are not
subject to a frequency limit.

D6545 - Retainer - cast metal for
resin bonded fixed pros

D6548 - Retainer -
porcelain/ceramic for resin
bonded fixed prosthesis.

50%

porcelain fused to titanium and
titanium alloys.

D6780 - Retainer crown - 3/4 cast
high noble metal.
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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?

The Amount You Pay Which May Include a C rance

Benefits

or Co-Payment.

D6781 - Retainer crown - 3/4 cast
predominately base metal.

D6782 - Retainer crown - 3/4 cast
noble metal.

D6783 - Retainer crown - 3/4
porcelain/ceramic.

D6784 - Retainer crown - 3/4
titanium and titanium alloys.

D6790 - Retainer crown - full cast
high noble metal.

D6791 - Retainer crown - full cast
predominately base metal.

D6792 - Retainer crown - full cast
noble metal.

The following services are not
subject to a frequency limit.

D6930 - Re-cement or re-bond
FPD.

D6980 - FPD repair nece
by restorative material failu

tooth - soft t

oval of impacted
ially bony.

D7240 - Removal of impacted
tooth - completely bony.

50%

IEXRID24.PDS.NET.1.2018.MA
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based on Allowed Dental Amounts.

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

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

Benefits

The Amount You Pay Which May Include a C rance

or Co-Payment.

D7241 - Removal of impacted
tooth - completely bony with
unusual surgical complications.

D7250 - Surgical removal or
residual tooth roots.

D7251 - Coronectomy -
intentional partial tooth removal,
impacted teeth only.

The following service is not
subject to a frequency limit.

D7270 - Tooth reimplantation
and/or stabilization of accidentally
evulsed or displaced tooth.

The following service is not
subject to a frequency limit.

D7280 - Surgical access
exposure of an unerupted tooth.

The following services
subject to a frequency

D7310 - Alveoloplasty in

conjunction
to three te

The following service is not
subject to a frequency limit.

D7471 - removal of lateral
exostosis (maxilla or mandible).

50%
conjunction with extractions -
or more teetiper tooth spaces,
tooth spaces,
50%
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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 C
or Co-Payment.

rance

The following services are not
subject to a frequency limit.

D7509 - Marsupialization of
odontogenic cyst.

D7510 - Incision and drainage of
abscess, intraoral soft tissue.

D7910 - Suture of recent small
wounds up to 5 cm.

D7953 - Bone replacement graft
for ridge preservation - per site.

D7961 - Buccal/labial frenectomy
(frenulectomy).

D7962 - Lingual frenectomy
(frenulectomy).

D7971 - Excision of pericoronal
gingiva.

50%

The following services arglimited

to one every 36 month

D7956 - Guided tissue
regeneration, edentulous ar
resorbable barrier, per site.

Covered only when clinically
Necessary.

D9222 - Deep sedation/general
anesthesia - first 15 minutes.

50%
were done on
ring the visit.
ve treatment of
50%
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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?

The Amount You Pay Which May Include a C rance

Benefits

or Co-Payment.

D9223 - Deep sedation/general
anesthesia - each 15 minute
increment.

D9239 - Intravenous moderate
(conscious) sedation/anesthesia -
first 15 minutes.

D9610 - Therapeutic parenteral
drug single administration.

Covered only when clinically
Necessary.

D9310 - Consultation (diagnostic
service provided by a dentist or
Physician other than the
practitioner providing treatment).

The following services are limited
to one guard every 12 months.

D9944 - Occlusal guard - hard
appliance, full arch.

D9945 - Occlusal guar
appliance, full arch.

D9946 - Occlusal guard - har
appliance, pattial arch.

onnecting bar - implant
supported or abutment
supported.

D6056 - Prefabricated abutment -
includes modification and
placement.

50%
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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 C
or Co-Payment.

rance

D6057 - Custom fabricated
abutment - includes placement.

D6058 - Abutment supported
porcelain/ceramic crown.

D6059 - Abutment supported
porcelain fused to metal crown
(high noble metal).

D6060 - Abutment supported
porcelain fused to metal crown
(predominately base metal).

D6061 - Abutment supported
porcelain fused to metal crown
(noble metal).

metal crown (high noble metal).

metal crown (predominately base
metal).

D6064 - Abutment sup
metal crown (noble met

D6065 - Implant supported
porcelain/ceramic crown.

D6066 - I
- porcelain
alloys.

pported crown

orcelain fused to
(predominately base

metal).

D6071 - Abutment supported
retainer for porcelain fused to
metal FPD (noble metal).

D6062 - Abutment supported cast

D6063 - Abutment supported cast

IEXRID24.PDS.NET.1.2018.MA
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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 Benefits
Codes, Benefit Description and
Frequency Limitations?

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

D6072 - Abutment supported
retainer for cast metal FPD (high
noble metal).

D6073 - Abutment supported
retainer for cast metal FPD
(predominately base metal).

D6074 - Abutment supported
retainer for cast metal FPD
(noble metal).

D6075 - Implant supported
retainer for ceramic FPD.

D6076 - Implant supported
retainer for FPD - porcelain fused
to high noble alloys.

D6077 - Implant supported
retainer for metal FPD - high
noble alloys.

D6080 - Implant maintenance
procedure.

D6081 - Scaling and de
in the presence of inflamm
or mucositis of a single impla

surfaces,
closure.

supported crown
base alloys.

plant supported crown
- noble alloys.

D6088 - Implant supported crown
- titanium and titanium alloys.

D6090 - Repair implant
supported prosthesis, by report.
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based on Allowed Dental Amounts.

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

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

Benefits

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

D6091 - Replacement of
replaceable part of semi-
precision or precision attachment
of implant/abutment supported
prosthesis, per attachment.

D6095 - Repair implant
abutment, by report.

D6096 - Remove broken implant
retaining screw.

D6097 - Abutment supported
crown - porcelain fused to
titanium and titanium alloys.

D6098 - Implant supported
retainer - porcelain fused to
predominantly base alloys.

D6099 - Implant supported
retainer for FPD - porcelain fused
to noble alloys.

D6100 - Surgical remoy,
implant body.

D6101 - Debridement peri-
implant defect.

arch - maxillary.

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

D6121 - Implant supported
retainer for metal FPD -
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 and

Benefits

Frequency Limitations?

The Amount You Pay Which May Include a C rance

or Co-Payment.

D6122 - Implant supported
retainer for metal FPD - noble
alloys.

D6123 - Implant supported
retainer for metal FPD - titanium
and titanium alloys.

D6190 - Radiographic/surgical
implant index, by report.

D6191 - Semi-precision abutment
- placement.

D6192 - Semi-precision
attachment - placement.

D6195 - Abutment supported
retainer - porcelain fused to
titanium and titanium alloys.

The following services are not
subject to a frequency limit.

D6105 - Removal of imp
not requiring bone rem
flap elevation.

D6197 - Replacement of
restorative
an access
retained i

50%

or comprehensive orthodontic treatment are approved by us, only in those instances that
are related to an identifiable syndrome such as cleft lip and or palate, Crouzon’s Syndrome,
Treacher-Collins Syndrome, Pierre-Robin Syndrome, hemi-facial atrophy, hemi-facial hypertrophy;
or other severe craniofacial deformities which result in a physically handicapping malocclusion as
determined by our dental consultants. Benefits are not available for comprehensive orthodontic
treatment for crowded dentitions (crooked teeth), excessive spacing between teeth,
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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 Benefits

Codes, Benefit Description and .
Frequency Limitations? The Amount You Pay Which May Include a C
or Co-Payment.

temporomandibular joint (TMJ) conditions and/or having horizontal/vertical (ovepj
discrepancies.

All orthodontic treatment must be prior authorized.

the date a one-step orthodontic procedure is performed.

Services or supplies furnished by a Dental Provider in order to di
the teeth or the bite. Benefits are available only when the servi
medically Necessary.

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

D8010 - Limited orthodontic
treatment of the primary dentition.

D8020 - Limited orthodontic
treatment of the transitional
dentition.

D8030 - Limited ortho
treatment of the adolesc
dentition.

D8070 - Comprehensive
orthodontig pent of the
transitiona

rthodontic retention.

D8695 - Removal of fixed
orthodontic appliances for
reasons other than completion of
treatment.
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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

Frequency Limitations?

Codes, Benefit Description and

Benefits
The Amount You Pay Which May Include a C

rance

or Co-Payment.

D8696 - Repair of orthodontic
appliance - maxillary.

D8697 - Repair of orthodontic
appliance - mandibular.

D8698 - Re-cement or re-bond
fixed retainer - maxillary.

D8699 - Re-cement or re-bond
fixed retainer - mandibular.

D8701 - Repair of fixed retainer,
includes reattachment - maxillary.

D8702 - Repair of fixed retainer,
includes reattachment -
mandibular.

2. Any Dental Service
Benefits for Pediatric

tal Anomaly, when the primary purpose is to improve physiological functioning of
of the body.

dure not directly related with dental disease.

that are considered to be Experimental or Investigational or Unproven Services. This
rmacological regimens not accepted by the American Dental Association (ADA)
Dental Therapeutics. The fact that an Experimental, or Investigational or Unproven

, treatment, device or pharmacological regimen is the only available treatment for a

cular condition will not result in Benefits if the procedure is considered to be Experimental or
Investigational or Unproven in the treatment of that particular condition.

10. Drugs/medications, received with or without a prescription, unless they are dispensed and used in
the dental office during the patient visit.
11.  Setting of facial bony fractures and any treatment related with the dislocation of facial skeletal hard

tissue.
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12.  Treatment of benign neoplasms, cysts, or other pathology involving benign lesions, except
excisional removal. Treatment of malignant neoplasms or Congenital Anomalies of hard or soft
tissue, including excision.

13. Replacement of complete dentures, fixed and removable partial dentures or crowns
implant crowns, and prosthesis if damage or breakage was directly related to pro
type of replacement is the responsibility of the Dental Provider. If replacement j
because of patient non-compliance, the patient is liable for the cost of repla

14.  Services related to the temporomandibular joint (TMJ), either bilateral or
lower jaw-bone surgery (including that related to the temporomandibular joi
surgery, jaw alignment, and treatment for the temporomandibular joint.

15. Charges for not keeping a scheduled appointment without giving the dental office

16. Expenses for Dental Procedures begun prior to the Covere

17.  Dental Services otherwise covered under the Policy, but provi

individual coverage under the Policy ends.

18.  Services rendered by a provider with the sa

19.  Foreign Services are not covered unless reqt

20. Fixed or removable prosthodonti
reconstruction.

21.  Procedures related to the reconstru
(VDO).

22.  Billing for incision sed tooth is removed on the same date of
service.

23. he purpose of achieving periodontal stability.

24. Iternative treatment, whether or not used as

25. the installation of a space maintainer, any treatment related

joint, any surgical procedure to correct a malocclusion,

re our contracted fee(s) for Covered Dental Services with that provider.

ervice - a Dental Service or Dental Procedure for which Benefits are provided under

er - any dentist or dental practitioner who is duly licensed and qualified under the law of
n in which treatment is received to provide Dental Services, perform dental surgery or provide
anesthetics for dental surgery.

Dental Service or Dental Procedures - dental care or treatment provided by a Dental Provider to a
Covered Person while the Policy is in effect, provided such care or treatment is recognized by us as a
generally accepted form of care or treatment according to prevailing standards of dental practice.
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Necessary - Dental Services and supplies under this Rider which are determined by us through case-by-
case assessments of care based on accepted dental practices to be appropriate and are all of the
following:

. Necessary to meet the basic dental needs of the Covered Person.

. Provided in the most cost-efficient manner and type of setting appropriate for th
Dental Service.

. Consistent in type, frequency and duration of treatment with scientifically
national clinical, research, or health care coverage organizations or govern
are accepted by us.

o Consistent with the diagnosis of the condition.
) Required for reasons other than the convenience of the Co
Provider.

= Safe and effective for treating or diagnosi i i eir use is
proposed; or

= Safe with promising efficacy
¢
. Provided in a clinical
* Using a specific rese ts standards equivalent to those defined

(For the purpose of this definition, the term ing i ed {0 describe dental diseases or
sicknesses or conditions, which are more lik death within one year of the date of the

ase does not mean that it is a Necessary Covered
of Necessary used in this Rider relates only to
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Pediatric Vision Care Services Rider

UnitedHealthcare Insurance Compan

How Do You Use This Document?

This Rider to the Policy provides Benefits for Vision Care Services, as described
Persons under the age of 19. Benefits under this Rider will end when the Covered
age of 19, as determined by the eligibility rules of the Massachusetts Health Connecto

What Are Defined Terms?

Because this Rider is part of a legal document, we want to give yi
will help you understand it. Certain capitalized words have speC|aI
words in either the Policy in Section 8: Defined Terms or ingdhisaRi
Pediatric Vision Care Services.

When we use the words "we," "us," and "our" in thi
Insurance Company. When we use the words "yg
Covered Persons, as the term is defined in the F

(Name and Title)
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Section 1: Benefits for Pediatric Vision Care Services

Benefits are available for pediatric Vision Care Services from a UnitedHealthcare Vision Network Vision
Care Provider. To find a UnitedHealthcare Vision Network Vision Care Provider, you may call the provider

Vision Care Providers on the Internet at www.myuhcvision.com.

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

When obtaining these Vision Care Services from a UnitedHealthcare Vision Netw
Provider, you will be required to pay any Co-payments at the time of service.

Benefits:

tiated contract fee betw
vider is ordinarily lower

Benefits for Vision Care Services are determined based on the ne
the Vision Care Provider. Our negotiated rate with the Vision Ca
Vision Care Provider's billed charge.

Out-of-Pocket Limit - any amount you pay in Co-insurang
applies to the Out-of-Pocket Limit stated in the Sched
payments for Vision Care Services under this Rider
Schedule of Benefits.

Annual Deductible

Benefits for pediatric Vision Care Service
Deductible stated in the Schedule of B
Services under this Rider does not apply

ider are not subject to any Annual
pay in Co-payments for Vision Care
ible stated in the Schedule of Benefits.

What Are the Benefit Descri

Benefits

Benefit limits are calculate is unless otherwise specifically stated.

Frequency of Service Li

Benefits ar Services described below, subject to Frequency of Service limits
nder each Vision Care Service in the Schedule of Benefits

the eyes and according to the standards of care in your area, including:

that includes reasons for exam, patient medical/eye history, and current

ach eye and both eyes, far and near, with and without glasses or contact lenses
, 20/20 and 20/40).

t 20 feet and 16 inches (checks how the eyes work together as a team).

otility (how the eyes move) near point of convergence (how well eyes move together for
ision tasks, such as reading), and depth perception (3D vision).

. Pupil reaction to light and focusing.
) Exam of the eye lids, lashes, and outside of the eye.
. Retinoscopy (when needed) - helps to determine the starting point of the refraction which

determines the lens power of the glasses.
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. Phorometry/Binocular testing - far and near (how well eyes work as a team).

) Tests of accommodation - how well you see up close (for example, reading).
. Tonometry, when indicated - test pressure in eye (glaucoma check).

. Ophthalmoscopic exam of the inside of the eye.

o Visual field testing.

. Color vision testing.

. Diagnosis/prognosis.

. Specific recommendations.

Post exam procedures will be performed only when materials are required.

ive refraction to determin
er of corrective lenses.

Or, in lieu of a complete exam, Retinoscopy (when applicable) - 0
power of corrective lenses and subjective refraction to determine le

Eyeglass Lenses
Lenses that are placed in eyeglass frames and wo

You are eligible to choose only one of either eyeglas glass Frames) or
Contact Lenses. If you choose more than one of { isi ervices, we will pay Benefits for only
one Vision Care Service.

Eyeglass Frames

A structure that contains eyeglass lenses, i pt of the eyes and supported by the
bridge of the nose.

You are eligible to choos i eglass Lenses and/or Eyeglass Frames) or
Contact Lenses. If you Care Services, we will pay Benefits for only
one Vision Care Service.

Contact Lenses

Contact Lenses
ision Care

Irregular corneal/astigmatism.

. Aphakia.
. Facial deformity.
. Corneal deformity.
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o Pathological myopia

° Aniseikonia

. Aniridia

. Post-traumatic disorders
Low Vision

Benefits are available to Covered Persons who have severe visual problems tha
with regular lenses and only when a Vision Care Provider has determined a need f
the service. Such determination will be made by the Vision Care Provider and not by

Benefits include:

which includes:

. Low vision testing: Complete low vision analysis and diag

] A comprehensive exam of visual functions.
] The prescription of corrective eyewear or visi
= Any related follow-up care.

. Low vision therapy: Subsequent low visio apy if prescr,

. Follow-up care: Four visits in any five-year §

Schedule of Benefits

What Is I\, Benefit - The Amount You Pay

Vision Care Service ased on the Contracted Rate

Routine Vision Exam $30 per exam.

Refraction only in li

Not subject to payment of the
a complete exam

Annual Deductible.

Eyeglass Lenses

50%

Sin Not subject to payment of the
Annual Deductible.

50%

Not subject to payment of the
Annual Deductible.

50%

Not subject to payment of the
Annual Deductible.

50%

Not subject to payment of the
Annual Deductible.

Bifocal

Lens Extras

. Polycarbonate

Once per year. None
lenses
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What Is the Frequency of Benefit - The Amount You Pay

Vision Care Service Service? Based on the Contracted Rate

Not subject to payment of,ithe
Annual Deductibl

. Standard scratch-

resistant coating Once per year. Not subject to

o Blended Segment
Lenses

) Intermediate Vision
Lenses

. Standard
Progressives

. Premium
Progressives

. Photochromic Glass
Lenses

° Plastic
Photosensitive
Lenses

) 80% of the billed charge.
. Polarized Lenses

. Hi-index Lenses

. Standard Anti-
Reflective Coatin

Premium Anti-
Reflgetive Coating

Once per year.

50%

Not subject to payment of the
Annual Deductible.

Eyeglass frames 50%
with a retail cost of Not subject to payment of the
$130 - 160. Annual Deductible.
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Vision Care Service

What Is the Frequency of Benefit - The Amount You Pay

with a retail cost
greater than $250.

Service? Based on the Contracted Rate

o Eyeglass frames 50%

with a retail cost of Not subject to paym

$160 - 200. Annual Ded
o Eyeglass frames

with a retail cost of Not subject to

$200 - 250. Annual De
o Eyeglass frames

Annual Deductible.

Contact Lenses Fitting,
Evaluation and Follow-
Up Care

. Contact Lenses
Fitting, Evaluation
and Follow-Up Care

Once p ot subject to payment of the

Annual Deductible.

. Covered Contact
Lens Selection

50%

Not subject to payment of the
Annual Deductible.

Necessary Contact
Lenses

50%

Not subject to payment of the
Annual Deductible.

Low Vision Care
Services:

Benefits
will be paid
reimburse
obtaining the

Once every 24 months

vision testing

50% of billed charges

Not subject to payment of the
Annual Deductible.

. Low vision therapy

25% of billed charges

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

Vision Care Service Service? Based on the Contracted Rate

isits i : 50% of billed charge
. Follow-up care Four visits in any five-year _
P period Not subject to paym

Section 2: Pediatric Vision Exclusions

Except as may be specifically provided in this Rider under Section 1: Benefits for Pe
Services, Benefits are not provided under this Rider for the following:

1. Medical or surgical treatment for eye disease which requires the services of a Physi
which Benefits are available as stated in the Policy.

Vision Care Services received from a non-UnitedHealthcare
Non-prescription items (e.g. Plano lenses).

Replacement or repair of lenses and/or frame
Optional Lens Extras not listed in Section

Missed appointment charges.

N o o bk DN

Applicable sales tax charged on Vi

Section 3: Claims for Low

When obtaining low Vision Care Services,
Vision Care Provider. You may then seek re
responsibilities in the Policygin Section 5: Ho
under this Rider, except
identified below.

all billed charges directly to your
formation about claim timelines and
applies to Vision Care Services provided
must provide us with all of the information

Salt Lake City, UT 84130
By facsimile (fax):
248-733-6060
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Section 4: Defined Terms for Pediatric Vision Care Services
The following definitions are in addition to those listed in Section 8: Defined Terms of the Policy:

any applicable Co-payment.

UnitedHealthcare Vision Network - any optometrist, ophthalmologist, optician or,
designated by us who provides Vision Care Services for which Benefits are avai

Vision Care Provider - any optometrist, ophthalmologist, optician or other person
provide Vision Care Services.

Vision Care Service - any service or item listed in this Rider in Section 1: Benefits for Pe
Care Services.
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UnitedHealthcare Rewards Rider

UnitedHealthcare Insurance Company

This Rider to the Policy is issued to the Group and provides a description of the UnitedHealt
Rewards wellness program.

Because this Rider is part of a legal document (the Group Policy), we want to give yo
the document that will help you understand it. Certain capitalized words have speci
defined these words in the Certificate of Coverage in Section 9: Defined Terms.

When we use the words "we," "us," and "our" in this document, we are referring to United
Insurance Company. When we use the words "you" and "your" we are referring to the Subsc
Enrolled Dependent spouse.
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UnitedHealthcare Rewards Program

The Group has implemented a program that rewards you for completing certain wellness criteria, as
described below. You may choose to complete any, or all, of the below wellness criteria to a reward.

If you are unable to meet a standard related to a health factor for a reward under the p , then you

Physician) to find another way for you to earn the same reward.
You may receive one or more of the following:

. An activation credit that may be applied towards a device or deposited in your He

. A device credit.

. Another type of incentive to help encourage you to participate
determined by us.

Activity Targets

You may also receive a reward when you meet op elow, based on

the device you choose to track activity.

Activity Marker Activity Target Reward

the program | You can earn rewards
for one or multiple
activity markers.

Participation - 15 minutes of a
Fitness or 5,000 or more

Active - Fithess

Other Health-
Related Actions
and/or Activities

any of the above daily activity targets, you may be eligible to earn a reward for
ise providing your daily actions and/or activities as defined by the program. This
ided if any of the activity targets are met.

not exceed 30% of the cost of coverage for all programs combined, as

ove, when earned, will be credited to a Health Savings Account (HSA) or distributed in
es as applicable, administered by us.

A device, which includes an application, approved by us is used to track actions and/or activities towards
earning a reward. If you choose to use a non-compatible device, you may be eligible to earn a reward;
however, the reward may be limited.
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(Name and Title)

o5
S

IEXRID24.UHCRewards.l.2018.MA 3 EXMA24HM0161170_000




	1. POLICY24
	2. SBN24-Medical-High Gold 0
	3. SBN24-Pharmacy-High Gold 0
	4. RIDER24-PHARMACY
	5. RIDER24-Pediatric Dental-High Gold 0
	6. RIDER24-Pediatric Vision-High Gold 0
	7. RIDER24-UHCREWARDS



