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UnitedHealthcare of New Mexico, Inc.

Individual Exchange Medical Policy

Agreement and Consideration

We will pay Benefits as set forth in this Policy. This Policy is issued in exchange for
statements made on your application and payment of the first Premium. It takes effec
above. Coverage will remain in force until the first Premium due date, and for such furthe
Premium payment is received by us when due, subject to the renewal provision below. Co
12:01 a.m. and end at 12:00 midnight in the time zone where you live.

Guaranteed Renewable Subject to Listed Con

Coverage and Other Events Ending Your Coverage.

This Policy will renew on January 1 of each calendar
coverage if such modifications are made on a unifo
we may make modifications at any time if the modifica

the modification is made within a reasonable tj i efState or Federal requirement is imposed or
modified.

On January 1 of each calendar year, we ma : sed for this Policy form. Each Premium will
be based on the rate table in effect on that Pr .o of the factors used in determining your

Premium rates are the Policy plan, tobacco use ;
of residence on the Premium dye date and age sons as of the effective date or renewal date of

At least 31 days' notice of any i make a change permitted by this clause will be mailed to
you at your last address as sho
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What Is the Policy?

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

This Policy includes:

) Summary of Benefits and Coverage ("SBC").

. The Policyholder's Application.

) Riders.

. Amendments.

This Policy, including the endorsements and attached papers, if any,
No change in this policy shall be valid until approved by an executive

this policy or to waive any of its provisions.

Can This Policy Change?

We may, from time to time, change this Policy by at and/or Amendments
that may change certain provisions of this Policy. Whe r
Amendment.

Other Information You Shoul

provisions of this Policy.
We are delivering this Policy i i is governed by New Mexico law.
Member Rights

All Members havegthese rights:

se a Primary Care Physician within the limits of the covered Benefits, plan network,
t to refuse care of specific health care professionals.

dition, recommended treatment, risk(s) of the treatment, expected results and reasonable
alternatives, irrespective of UnitedHealthcare's position on treatment options; if you are not
capable of understanding the information, the explanation shall be provided your next of kin, guardian,
agent or surrogate, if available, and documented in your medical record.

. The right to all the rights afforded by law, rule, or regulation as a patient in a licensed health care facility,
including the right to refuse medication and treatment after possible consequences of this decision have
been explained in language that you understand.
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o The right to prompt notification, as required in this rule, of termination or changes in Benefits, Covered
Health Care Services or Network Providers.

. The right to file a complaint or appeal with UnitedHealthcare or The New Mexico Office of Superintendent
of Insurance and to receive an answer to those complaints in accordance with existing law.

o The right to privacy of medical and financial records maintained by UnitedHealthcare a health care

providers, in accordance with existing law.

. The right to request any financial arrangements or provisions between UnitedHe
providers which may restrict referral or treatment options or limit the services

. The right to adequate access to qualified health professionals for the treatment
Services near where you live or work within the UnitedHealthcare service area in

° The right to an approved example of the financial responsibility i
out-of-network.

o The right to detailed information about coverage, i i ecific conditions,
ailments or disorders, including restricted prescrig i \ t you must follow
for prior authorization and utilization review.

. The right to a complete explanation of why care
health care insurer’s internal review, thegsi
Mexico Superintendent’s assistance.

appeal, and the right to request the New
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Introduction to Your Policy

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

What Are Defined Terms?

Certain capitalized words have special meanings. We have defined these words in Section 8; ned Terms.

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

How Do You Use This Document?

Review the Benefit limitations of this Policy by reading the SBC along
Serwces and Section 2: EchUSIons and L/m/tat/ons Read SectiofsZ:

How Do You Contact Us?

Call the telephone number listed on your ID document you will find statements that
encourage you to contact us for more inform
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Your Responsibilities

Enrollment and Required Premiums

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

. Your enrollment must be in accordance with the requirements of this Policy, incl
requirements.

. You must qualify as a Policyholder or a Dependent as those terms are defined i

. You must pay Premium as required.

Be Aware the Policy Does Not Pay for All Heal

This Policy does not pay for all health care services. Benefits are limit
Summary of Benefits and Coverage ("SBC") will tell you the portion you
Services.

Decide What Services You Should Reteive

Care decisions are between you and your Physicia isi kind of care you should
or should not receive.

How Do You Access Benefit

The service area is the state of New Mexico. in the state of New Mexico in order to enroll
in this HMO plan. You must see a New Mexico ian in order to obtain Benefits. The

o For Covered Health Care Se i twork facility on a non-Emergency basis from Out-of-
Network P ians unless you ingly choose to receive services from an Out-of-Network Physician.

continue until your condition has stabilized. If you require additional care after stabilization,
e telephone number on the back of your ID card and we will help you receive that care from a
Network provider.

° You cannot be balance billed.

"Balance billing" means an Out-of-Network Provider's practice of issuing a bill to a Covered Person for the
difference between the Out-of-Network Provider's billed charges on a claim and any amount paid by the health
insurance carrier as reimbursement for that claim, excluding any cost sharing amount due from the Covered
Person.
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If you receive care from an Out-of-Network Provider at a Network facility, such as a Hospital that is in your plan,
you are only responsible for paying your Co-payment, deductible, or Co-insurance percentage as you would for
the same care from a Network provider or facility if:

= You did not consent to services from an Out-of-Network Provider,

= You were not offered the service from a Network provider, or

= The service was not available from a Network provider — as determined by yo alth care provider
and us.

If you get a bill from an Out-of-Network Provider under any of the above circumstan
owed:

. Call us first at the telephone number listed on the back of your ID card. We will try
with the provider on your behalf.

—https://www.osi.state.nm.us/pages/misc/mhcb-complaint or 1

To help stop improper out-of-Network bills, we will:

. Notify you if your provider leaves our Network and allg iti i er at the

information that you rely on in choosi
cost sharing amount for care receive

o At least five days to c
choose to receive out-
cover.

scheduled out-of-Network service. If you
le for out-of-Network charges that we do not

rred to any such provider who can provide necessary

45 days of receipt of payment by us.
at 45-day period, the provider will owe you the refund plus interest.

ew Mexico Office of Superintendent of Insurance at
2.nm.us/pages/misc/mhcb-complaint and 1-855-427-5674 for assistance or to appeal
o provide a refund. You need to file the appeal within 180 days of the 45-day refund

urprise medical bill as required by law regardless of the situs of delivery of the medical
care rendered out-of-state.

means a bill that an Out-of-Network Provider issues to a Covered Person for health care
the following circumstances, in an amount that exceeds the Covered Person's cost sharing
ould apply for the same health care services if these services had been provided by a Network

provider:
. Emergency care provided by the Out-of-Network Provider; or
. Health care services, that are not emergency care, rendered by an Out-of-Network Provider at a Network

facility where:

. A Network provider is unavailable;
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. An Out-of-Network Provider renders unforeseen services; or

= An Out-of-Network Provider renders services for which the Covered Person has not given specific
consent for that Out-of-Network Provider to render the particular services rendered.

Surprise billing does not include health care services received by a Covered Person when a Network provider
was available to render the health care services and the Covered Person knowingly elected to in the services
from an Out-of-Network Provider without prior authorization.

Emergency Health Care Services provided by an Out-of-Network Provider will be reimb
Allowed Amounts as described in Section 5: How to File a Claim.

Covered Health Care Services provided at certain Network facilities by an Out-of-Net iCi en not
Emergency Health Care Services, will be reimbursed as set forth under Allowed Amoun
5: How to File a Claim. For these Covered Health Care Services, "certain Network facility"
a Hospital outpatient department, a critical access hospital, an ambulatory surgical center, an
specified by the Secretary.

Ground and Air Ambulance transport provided by an Out-of-Network
under Allowed Amounts as described in Section 5: How to File a Claim.

You must show your identification card (ID card) eve
provider. If you do not show your ID card, Network p
a UnitedHealthcare Policy. As a result, they may bill

inaccurate, incomplete or misleading informati@nii graphic information such as address, phone,
etc.) by using the “Report Incorrect Information’ ight corner under the provider’s detailed
information. In addition, you can report potential rmation found in the online or paper directories by

o verify all directory demographic data.

ization
prior authorization by us. This means that you or your provider must ask us to
e you receive it.

t list of the Covered Health Care Services that are subject to a prior authorization
und at uhc.com/NMpriorauth. Prescription Drug Products that are subject to a prior

Uniform prior authorization form can be found online at
https://www.uhcprovider.com/content/dam/provider/docs/public/prior-auth/pa-requirements/commercial/NM-
Commercial-Prior-Author-Form.pdf.

We may decline payment for unauthorized care. If your provider is a Network provider, and you did not agree to
receive unauthorized care, your provider cannot bill you for the care. If you received unauthorized care from a
provider who is not a Network provider you may be fully responsible for the resulting bills.
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We do not require prior authorization for:

o Emergency services;
. Contraception services that are not subject to any cost sharing; or
. An obstetrical or gynecological ultrasound.

However, we require authorization for continued inpatient care if you are admitted to a Hospi
treatment, but your condition is stabilized. You or your provider must notify us within 24
reasonably possible, from when you begin receiving Emergency inpatient treatment, i fter the
Emergency ends and your condition stabilizes.

"Stabilize" means, with respect to an emergency medical condition, to provide such me
condition as may be necessary to assure, within reasonable medical probability, that no
the condition is likely to result from or occur during the transfer of the individual from a facilit
the emergency physician or treating provider.

The following services require prior authorization:
e  Ambulance services (non-emergency air/ground).
e  Cellular and gene therapy (all services).
e  Clinical trials (all services).

e Congenital heart disease (surgery).

diagnosis or in a Covered Person’s
management or treatment of diabetes o will not require more than one prior
authorization per Policy period for any si i

by the Covered Person’s health care prac

ood glucose self-testing equipment and
devices for which a Covered Person has
recelved prior authoriz i i subject to additional prior authorization
requirements in the same i as Medically Necessary by the Covered Person’s health
care practitioner.

d diagnostics (genetic testing, sleep studies and transthoracic echocardiogram).

e  Major diagnostic and imaging (CT, PET scans, MRI, MRA and nuclear medicine, including nuclear
cardiology).

. Mental health care and substance-related and addictive disorders services:

= Inpatient (inpatient admissions including residential treatment facilities) except if the admission is an
initial inpatient substance use treatment service;

=  Subsequent (non-initial) in-network outpatient substance use treatment services;
POL25.H.2022.IEX.NM 9



=  QOutpatient (partial hospitalization/day treatment; intensive outpatient treatment programs; Outpatient
electro-convulsive treatment; psychological testing; transcranial magnetic stimulation; Intensive
Behavioral Therapy including Applied Behavioral Analysis (ABA)).

The exception to the above is for in-network acute or immediately necessary care and in- network acute
episodes of chronic mental health or substance use disorder conditions. In-network acute
necessary care, in-network acute episodes of chronic mental health or substance use di
and initial in-network inpatient or outpatient substance use treatment services are subj
requirements by the network provider after the initiation of such services. If the ne
provide notification, such services shall be subject to prior authorization.

e  Pregnancy — maternity services (if exceeds mandated length of stay).
e  Prosthetic devices (all services).
¢  Reconstructive procedures (all services).

e  Skilled nursing facility/inpatient rehabilitation (all services).

e  Surgery — outpatient (cardiac catheterization, pacemaker insertion; ntable cardioverter defi

diagnostic catheterization and electrophysiology implant and

e  Therapeutics — outpatient (intensity modulated ra
e Transplantation services (all services).

Contact us by calling the number on your ID ¢

Prior Authorization Process

Your Network provider is responsible for know
authorization request to us.

We will give any provider acc uctions for making the request.

orization request for you. If you visit one of these
ization request, you may submit a prior authorization

We will help you obtain required documents and show

r provider should be able to gather required information
ve your provider request prior authorization whenever possible.

providers, and that provider will
request on your own behalf, or on

If we do not deny 2 ization request within these time frames the request is automatically

approved:

ription Drugs — if you require urgent medical care, behavioral health care or a
e will resolve the request within 24 hours.

if you do not have an urgent need for a prescription drug, we will resolve the
iness days if your provider:

ts an exception from an established step therapy process; or
quests to prescribe a drug that we do not usually cover.
o Other Requests — We will resolve all other requests within seven (7) business days.

Meeting these time frames depends on our receipt of sufficient information to evaluate the request. Our utilization
management staff can answer questions your provider might have concerning required information or any aspect
of the request submission process. If we require additional information to evaluate a request, we will request it
from your provider. Your provider will have at least 4 hours to provide requested information in connection with an
urgent prior authorization request, and at least two calendar days for any other type of request.
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Why We Review

Our review of a prior authorization request will determine if the proposed care involves a Covered Health Care
Service, is Medically Necessary and whether an alternative type of care should be pursued instead of, or before,
the requested care. Our decisions concerning medical necessity and care alternatives will be guided by current
clinical care standards and will be made by an appropriate medical professional.

Prior authorization does not guarantee payment. We are not required to pay for an authoriz
coverage ends before you receive the service.

After Care Review

If you received care without a required prior authorization, we allow your provider to r
retrospectively. Our utilization management team will assist your provider in the submis
authorization request. However, we do not routinely authorize care retrospectively. Retros
decisions will be made within 30 days after receiving all required information.

Behavioral Health Care

Requests for behavioral health care and prescriptions are subject to th
timelines as requests for medical care and Prescription Drug Products.
. We will not
require prior authorization for acute behavioral health care ’ i i ealth
conditions, or initial substance use treatment. We will ng i i the treating
bstance use
treatment medications will be required.

Authorization Denial

We will inform you in writing if we deny a pri ive‘autherization request. Our notice to you will explain
why we denied the request and will provide y i disputing our decision if you disagree. A
summary of the dispute resolution process ca i [ ummary of Health Insurance Grievance
Procedure. You have a right to request informa ;

you do not dispute our decision

Covered Health Car

We require prior authorization for
obtaining prior authorization before

Require Prior Authorization
Care Services. Network providers are responsible for

2 amount you pay for Covered Health Care Services per year before you are eligible to
eductibles are calculated on a calendar or Policy year basis. You might have an

> or a family Annual Deductible. Your Summary of Benefits and Coverage (SBC) will
Deductible and if so, how much it is. If you have a family Annual Deductible, then

eductible, you must meet it, or fulfill it, before we begin to make payment on claims for
ervices that are subject to the Annual Deductible. For example, if you have a $250 Annual

. We apply that $250 toward your Annual Deductible and it is met, or fulfilled.

The amount that is applied to the Annual Deductible is calculated on the basis of the Allowed Amount or the
Recognized Amount when applicable. The Annual Deductible does not include any amount that exceeds the
Allowed Amount. Details about the way in which Allowed Amounts are determined are described in Section 5:
How to File a Claim.

The Out-of-Pocket Limit is the maximum you pay per year for the Annual Deductible, Co-payments and Co-
insurance. Once you reach the Out-of-Pocket Limit, Benefits are payable at 100% of the Allowed Amounts during
the rest of that year. Out-of-Pocket Limits are calculated on a calendar or Policy year basis.
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You might have an individual Out-of-Pocket Limit or a family Out-of-Pocket Limit. Your Summary of Benefits and
Coverage (SBC) will tell you if you have an Out-of-Pocket Limit and if so, how much it is. If you have a family Out-
of-Pocket Limit, then your individual Out-of-Pocket Limit amount counts toward fulfillment of your family Out-of-
Pocket Limit. Your Out-of-Pocket Limit is considered to be reached once your Annual Deductible (if any), Co-
payments and Co-insurance add up to the amount of your Out-of-Pocket Limit. For example, if you have a $1,000
Out-of-Pocket Limit, you must pay $1,000 of the Allowed Amounts for claims out of your own p, t towards the
cost of Covered Health Care Services. Then we cover 100% of the Allowed Amounts for claj r Covered
Health Care Services for the rest of the year.

The Out-of-Pocket Limit does not include any of the following and, once the Out-of-P
reached, you still will be required to pay the following:

. Monthly premiums.
o Any charges for non-Covered Health Care Services.
. Charges that exceed Allowed Amounts, when applicable.

Benefit limits are calculated on a calendar or Policy year basis unless ise specifically stated.

Pay Your Share

You must meet any applicable deductible and pay a Co-
Care Services. These payments are due at the time o
Any applicable deductible, Co-payment and Co-ins sted | ary of Benefits and
Coverage (“SBC’).

overed Health

Pay the Cost of Excluded Se

You must pay the cost of all excluded service
become familiar with this Policy's exclusions.

Show Your ID Card

You should show your ID ca
provider may fail to bill the cor

Care'Coverage

at, as required by state law, extends benefits for a particular condition or a disability,
ondition or disability are subject to your previous carrier’s obligation under state law or
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Our Responsibilities

Determine Benefits

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

roviders must

We will determine the following:

. Interpret Benefits and the other terms, limitations and exclusions set out in this P
Benefits and Coverage ("SBC") and any Riders and/or Amendments.

¢ Make factual determinations relating to Benefits.

If you disagree with a determination, you can request an appeal. The c
independent medical review, is described under Section 6: Summary of

We pay Benefits for Covered Health Care Services @g descri i : ealth Care Services and
in the Summary of Benefits and Coverage ("SBC"), u s excluded in Section 2: Exclusions and

not all of the health care services you recei id fe ull or in part) by this Policy.

Pay Network Providers

It is the responsibility of Network Physicians an iliti i ent from us. When you receive Covered
Health Care Services from Ne i 0 submit a claim to us.

Pay for Covered Hea i Provided by Out-of-Network
Providers
In accordance wi

payment that in& See Section 5: How to File a Claim
Review and in Accordance with our Reimbursement

stent with industry standards. We develop our reimbursement policy guidelines
ith one or more of the following methodologies:

d by medical staff and outside medical consultants pursuant to other appropriate sources or
tions 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 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
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billed, unless surprise billing laws apply. You may get copies of our reimbursement policies for yourself or to
share with your out-of-Network Physician or provider by calling the telephone number on your ID card.

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

Offer Health Education Services to You

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

Establish and Maintain a Consumer Advisory

please call the toll-free number on the back of your ance ID card
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Section 1: Covered Health Care Services

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

. The health care service, including supplies or Pharmaceutical Products, is only a Coy, ealth Care
Service if it is Medically Necessary, described as a Covered Health Care Service
this Policy under Section 1: Covered Health Care Services and not otherwise e
Section 2: Exclusions and Limitations. Preventive services, as described und

Defined Terms.) See the section entitled Your Right to Request an Exception Wh
Listed on the Prescription Drug List (PDL) under Section 6 for the exception proces
of clinically appropriate prescription drugs not otherwise covered under the Policy.

o You receive Covered Health Care Services while this Policy is i

. You receive Covered Health Care Services prior to the date tha
listed in Section 4: When Coverage Ends occurs.

. The person who receives Covered Health Care Seryi | eligibility
requirements.

Covered Health Care Service Benefits will not be des
if the Injury results from an act of domestic violence O
health conditions.

eatment of such Injury
physical and mental

A Covered Person cannot be discriminated
assigned at birth, sexual orientation, sex ste
national origin.

coverage or Benefits based on their sex, sex
der identity, recorded gender, race, religion, or

. The amount you mus ervices (including any Annual Deductible, Co-
payment and/or Co-insu

. Any limit that applies to thes
services).

reatment by means of inserting needles into the body to reduce pain or to induce
y also be used for other diagnoses as determined appropriate by the practitioner/provider.

ded that Acupuncture be part of a coordinated plan of care approved by your

rovider.
. Benefits include acupressure treatment.

Acupuncture services must be performed in an office setting by a provider who is one of the following, either
practicing within the scope of his/her license (if state license is available) or who is certified by a national
accrediting body:

. Doctor of Medicine.
. Doctor of Osteopathy.
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o Chiropractor.
. Acupuncturist.
o Doctor of Oriental Medicine.

Acupuncture is limited to 20 visits per policy period unless for rehabilitative or habilitative purpo

Ambulance Services

Emergency ambulance transportation by a licensed ambulance service (either ground
nearest Hospital where the required Emergency Health Care Services can be perfor:

the

The following types of ambulance services are covered: Emergency Ambulance Servic
Services and Inter-facility Transfer Services.

ambulance services are covered only under the following circumstance

o  Within New Mexico, to the nearest Network facility where
or to an out-of-Network facility if a Network facility is ne
required care. Such services must be provided by a

according to established emergency me

e In determining whether a Covered Person
obtaining emergency am

easonable/prudent layperson when
ill be taken into consideration:

ised to see ambulance service by a practitioner/provider or by our
bursement for all Medically Necessary services rendered, unless

services, including ground or Air Ambulance, when necessary to protect the life of the
r medically high-risk pregnant women with an impending delivery of a potentially viable
st available Tertiary Care Facility for newly born infants.

mbulance services to any Level | or |l or other appropriately designated trauma/burn center
treatment protocols.

Inter-facility Transfer Services are defined as ground or Air Ambulance service between Hospitals, skilled nursing
facilities or diagnostic facilities. Inter-facility Transfer Services are covered only if they are:

e  Medically Necessary.

e  Prescribed by your practitioner/provider.
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e Provided by a licensed ambulance service in a vehicle which is equipped and staffed with life-sustaining
equipment and personnel.

Ambulance service (ground or air) to the coroner’s office or to a mortuary is not covered unless the ambulance
has been dispatched prior to the pronouncement of death by an individual authorized under state law to make
such a pronouncement.

Allowed Amounts for ground and Air Ambulance transport provided by an Out-of-Network P
determined as described below under Allowed Amounts in Section 5: How to File a Claii

Non-Emergency ambulance transportation by a licensed ambulance service (either
we determine appropriate) between facilities only when the transport meets one of t

. From an out-of-Network Hospital to the closest Network Hospital when Covered
required.

available at the original Hospital.

. From a short-term acute care facility to the closest Network Inpa
acute facility where the required Covered Health Care Servi

Anesthesia

Benefits include coverage for anesthesia and { i thesia. General anesthesia may be
provided where local anesthesia is ineffective b i , anatomic variation or allergy.
Depending on where a service is received, Bene i ided under the corresponding Benefit category in
this Policy.

Hypnotherapy is covered when esiologist, trained in the use of hypnosis, when Medically

Necessary or when:

o Used withip pain management, and

of a coordinated treatment plan.

ecific medical conditions and are not available for maintenance therapy
. Chiropractic services are subject to the following:

ider determines in advance that chiropractic treatment can be expected to result in
nt in your condition.

S\defined in the Chiropractic Physicians Practice Act including, but not limited to, the
alignments or subluxations of the articulations and adjacent structures, more especially
ebral column and pelvis, for the purposes of restoring and maintaining health for treatment
se primarily by, but not limited to, adjustments and manipulation of the human structure.
ctic Physicians Practice Act defines the scope of services allowed to be performed by a

ctor of chiropractic. It grants chiropractors the right to practice chiropractic as taught and
pracliced in standard colleges of chiropractic. Such practice includes being able to diagnose, palpate and
treat injuries and other conditions relating to the basic concepts of chiropractic.

those of the
of human di
e Chi

o Subluxation must be documented by examination and documented in the patient's record.

Biofeedback is only covered for treatment of Raynaud’s disease or phenomenon and urinary or fecal
incontinence.
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Chiropractic Services are limited to 20 visits per policy period unless for rehabilitative or habilitative purposes.
Your Co-payment or Co-insurance for chiropractic services will not be greater that what your cost share would be
for primary care services.

Clinical Trials
Routine patient care costs incurred while taking part in a qualifying clinical trial for the treatm

. Cancer, the prevention of recurrence of cancer, the early detection or treatment of
equally or more effective standard cancer treatment exists.

. Other life-threatening disease or condition. For purposes of this Benefit, a life-
condition is one which is likely to cause death unless the course of the disease

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

. Surgical musculoskeletal disorders of the spine, hip and knee
determine the clinical trial meets the qualifying clinical trial crite

. Other diseases or disorders which are not life threatening
qualifying clinical trial criteria stated below.

. Medical services or treatment that is a benefit und ‘ e patient were

. There is a reasonable expectation ba ini 2 1at the medical treatment provided in the clinical
trial will be at least as effective as any 7

Benefits include the reasonable and necessa

e Are providing the clinical
and are capable of providin
treated to maintain their expe

you to the clinical trial is a Network provider who has concluded that your
ical trial would be appropriate based on the fact that you are eligible to participate in

ed credible medical and scientific information that establishes that your participation in the
Id be appropriate based on the fact that you are eligible to participate in the clinical trial in

tine patient care costs means a:

. Covered Health Care Service or treatment that is a Benefit under this plan that would be covered if the
patient were receiving standard cancer treatment or other treatment for a life threatening medical condition,
or

. For clinical trials for cancer or other life threatening medical condition, a drug provided during the clinical

trial if the drug has been approved by the U.S. Food and Drug Administration (FDA), even if the drug has
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not been approved by the FDA for the treatment of the particular condition, as long as the drug is not paid
for by the manufacturer, distributor or provider of the drug.

Routine patient care costs for qualifying clinical trials include:

Covered Health Care Services required solely for the following:

= The provision of the Experimental or Investigational Service(s) or item.
= The 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 arisi
Experimental or Investigational Service(s) or item.

) Specific goals.
. There is no non-investigational treatmen e clinical trial.
= A rationale and background fo

Criteria for patient selection.

ion and for monitoring patients.

ory B devices (Non-Experimental, but still Investigational) means
erlying questions of safety and effectiveness of that device type have
at the device type can be safe and effective because, for example,
rers have obtained U.S. Food and Drug Administration (FDA) approval for the device
evices are under investigation to establish substantial equivalence to a predicate

I management of the patient.

A service that clearly does not meet widely accepted and established standards of care for a particular
diagnosis.

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

Costs of the clinical trial that are customarily paid for by the government, biochemical, pharmaceutical or
medical device industry sources.

The cost of a non-FDA approved investigational drug, device, or procedure.
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o Clinical trials designed exclusively to test toxicity or disease pathophysiology and it has a therapeutic intent.

. Costs associated with managing the research that is associated with the clinical trial.

. Costs that would not be covered if non-Investigational treatments were provided.

. Costs of tests that are necessary for the research of the clinical trial.

o Costs paid for or not charged by the clinical trial providers.

. The cost of a non-health care service the patient is required to receive as a resu
clinical trial.

It takes place in relation to the detection or treatment of such non-life-
any of the following criteria in the bulleted list below.

. Federally funded trials. The study or investigation is 2

. Centers for Medicare and Medi
" A cooperative group or center of iti ibed above or the Department of Defense
(DOD) or the Veterans Administra

partment of Defense or the Department of Energy if the
d approved through a system of peer review. The peer

rug Administration.

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

The personnel providing the clinical trial or conducting the study:

. Are providing the clinical trial or conducting the study within their scope of practice, experience and training
and are capable of providing the clinical trial because of their experience, training and v of patients
treated to maintain their expertise;

o Agree to accept reimbursement as payment in full from the health plan at the rat
that plan and are not more than the level of reimbursement applicable to other
health care providers within the plan’s provider network; and

. Agree to provide written notification to the health plan when a patient enters or lea
Depending upon the Covered Health Care Service, Benefit limits are the same as those stat
Benefit category in this Policy.

COVID-19 Testing and Treatment

Requirements under this section include COVID-19 diagnostic te
Covered Persons as determined by the Covered Person's hg
Covered services include:

. No cost sharing requirement for the provision offtes i 3 i th care services for

emergency exists when declared by

Dental Anesthesia

Benefits include hospitalization and general ane
Facility for:

o A Covered Person wh i i dically compromising conditions for which dental

or dental morbidity.

ith extensive oral-facial or dental trauma for which treatment under local anesthesia
compromised.

hich hospitalization or general anesthesia in a Hospital or Alternate Facility is

edically Necessary services as follows:

e Accidental Injury to sound, natural teeth, jawbones or surrounding tissue. Dental injury caused by chewing,
biting or malocclusion is not considered an accidental Injury and will not be covered.

e  Temporomandibular and craniomandibular joint disorders as described under Temporomandibular Joint
(TMJ) Services and Craniomandibular Disorder Services in Section 1: Covered Health Care Services.

e The correction of non-dental physiological conditions such as, but not limited to, cleft palate repair that has
resulted in a severe functional impairment.
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e  The treatment for tumors and cysts requiring pathological examination of the jaws, cheeks, lips, tongue, roof
and floor of the mouth.

e  Hospitalization, day surgery, outpatient and/or anesthesia for covered and non-covered dental services are
covered if provided in a Hospital or ambulatory surgical center for dental surgery:

=  For Covered Persons who exhibit physical, intellectual or medically compromising ¢ jons for which
dental treatment under local anesthesia, with or without additional adjunctive tech s and modalities
cannot be expected to provide a successful result and for which dental treatme
anesthesia can be expected to produce superior results.

= For Covered Persons for whom local anesthesia is ineffective of acute infe
allergy.

=  For covered Dependent children or adolescents who are extremely uncooperativ
uncommunicative with dental needs of such magnitude that treatment should not b
deferred and for whom lack of treatment can be expected to
of teeth or other increased oral or dental morbidity.

. For Covered Persons with extensive oral-facial or dental trau
anesthesia would be inefficient or compromised.

L] For other procedures for which hospitalization o
center is Medically Necessary.

e  Oral surgery that is Medically Necessary to tred
have spread beyond the dental space.

e Pediatric dental services, including routi jor dental care, and orthodontia. See Section 11:
Pediatric Dental Care Services.

e  Removal of infected teeth in preparation joint replacement surgery or radiation
therapy of the head and neck.

Diabetes Services

Your health benefits plan con alth services for individuals with Type 1 diabetes
in dependent diabetes), and gestational diabetes

pregnancy). These basic health services consist of:

d under the corresponding Benefit category in this Policy. Benefits for medications and
s normally available by prescription order or refill are provided under the Outpatient
ction.

diabetic testing s
Prescription Dr.

a basic health care service that entitles you to the medically accepted standard of medical care
for diabetes, when Medically Necessary, and will not be reduced or eliminated.

Generally, your Provider will diagnose you with diabetes and prescribe Medically Necessary Durable Medical
Equipment (DME), diabetic testing supplies, insulin, or other prescription medications used for the treatment of
diabetes. Generally, once a Provider diagnoses you with diabetes, any Provider can then prescribe Medically
Necessary Durable Medical Equipment (DME), diabetic testing supplies, insulin, or other prescription medications.
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This section explains covered Benefits and services. Nothing in this section of your plan contract shall be
construed to require payment for diabetes resources that are not covered Benefits or services.

Basic Health Care Services

e  Medically Necessary visits upon the diagnosis of diabetes;

e Visits following a diagnosis indicating a significant change in your symptoms or
changes in your self-management;

e Visits when re-education or refresher training is prescribed by your Provider with pre

e  Telephonic visits with a Certified Diabetes Educator (CDE). Approved diabetes educator
be practitioners/Providers who are registered, certified or licensedghealth care professional
education in diabetes management; and

e  Medical nutrition therapy related to diabetes management.
Prescription Medications, DME, Insulin and Supplies

Your plan contract covers DME, diabetic testing supplies i i i ons needed to
monitor and control your diabetes as follows:

. Insulin pumps when Medically Necessary, presc

e  Specialized monitors/meters for the leg
° Test strips for blood glucose monitors;
e  Visual reading urine and ketone strips;
e Lancets and lancet devi
. Insulin;

e Injection aids, including those
legally blind;

needs of individuals with disabilities, including the

e  Syringes;

e  Oral diabetic ions for controlling blood sugar levels;

dodiatric DME for prevention of feet complications associated with diabetes as follows:

ed or depth-inlay shoes;

odifications for prevention and treatment.

Your health Benefits plan requires the use of approved DME brands that are purchased at in-Network pharmacy,
preferred vendor or preferred Durable Medical Equipment supplier.

This health Benefits plan will also cover items not specifically listed as covered when new and improved DME and
prescription medications for the treatment and management of diabetes are approved by the U.S. Food and Drug
Administration. When such items are approved, we will update our Prescription Drug List and other information to
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provide adequate access to these resources. Coverage of newly approved prescription medications for the
treatment and management may be subject to prior authorization and step therapy requirements.

Prior Authorization

Medically Necessary DME, diabetic testing supplies, insulin or other prescription medications used for the
treatment of diabetes and covered under your health Benefits plan can be subject to prior aut
therapy requirements. We will not require your Provider to submit more than one prior auth
Policy year for any single medication or category of covered item, unless there is a cha
management or treatment of diabetes or its complications. The one prior authorizatio
to changes in the following:

e  Prescribed dose of a medication;
e Quantities of supplies needed to administer a prescribed medication;

¢ Quantities of blood glucose self-testing equipment and supplies;

e Quantities of supplies needed to use or operate devices for which rollee has received prior

ents in the

Cost Sharing

e  The amount you will pay for a preferred Prescrig iption i Medically Necessary

supplies may be subject to cost sharing
the cost sharing imposed to other Benefits under
haring established for similar benefits under

(deductible, Co-payment and Co-insur
the same contract. This cost sharing wil
your health Benefits plan.

Network Access

We maintain an adequate ne i i able Medical Equipment suppliers and other
suppliers to provide you with i
lapses or is terminated, we will
Provider or a single-case agreem

d continuity of your care through another Network
rk Provider.

Reimbursement

medications, in th i Prescription Drugs section within the limits of your health
Benefits plan. We i Se before mentioned Benefits were not accessible in a timely manner and

t and file a claim with us as described in Section 5: How to File a Claim. We will reimburse
of the covered Benefit on the same basis as if the Benefit was obtained in-Network. Once we
written request and receipt for out-of-pocket expenses, we will reimburse you within 30 (thirty)

. It we fail to reimburse you in a timely manner, we will pay an interest rate of 18 % (eighteen percent)
per year on the amount due.

If you are not satisfied with our resolution you can file a complaint with the Office of the Superintendent of
Insurance at https://www.osi.state.nm.us/pages/misc/mhcb-complaint or by calling 1-855-427-5674, option 3.

Diabetic Services - Zero Dollar Cost Share
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For Covered Persons with Type 1 or Type 2 diabetes, the following services and lab tests specifically used to
assess lipid levels, kidney function (including metabolic and urine) and glucose control (HbA1c) in diabetics are
offered at $0 cost share:

e Retinal eye exams, limited to one exam per plan year.

e Preventive foot care.

¢  Nutritional counseling.

e HbA1c screening.

o Kidney Health Evaluation for diabetes.
e  Metabolic panels.

e Lipid panel.

e  Urinalysis panel.

Durable Medical Equipment (DME)

Benefits are provided for DME. If more than one item cap
for the item that meets the minimum specifications for,
minimum specifications, we will pay only the amou
specifications, and you will be responsible for paying a

DME includes, but isn’t limited to:

are available only
at exceeds these
hat meets the minimum

o Canes.

. Cochlear implants and batteries for coc
o Commode chairs.

o Compression garmen

. Continuous glucose mon

Continuous passive motion

o Continuo iti i PAP) devices.

Crutches.

Walkers.

. Manual wheelchairs.
These Benefits apply to external DME that meets the following standards:

. Equipment that is Medically Necessary for the treatment of an iliness or accidental injury or to prevent
further deterioration.
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. Equipment that is designed for repeated use, including oxygen equipment, functional wheelchairs, and
crutches.

. Equipment that is considered standard and/or basic for the treatment of an illness or accidental injury as
defined by nationally recognized guidelines.

We will decide if the equipment should be purchased or rented.

Benefits are available for fitting, repairs and replacement, except as described in Section
Limitations.

Benefits include a one-month rental of a wheelchair if you own the wheelchair that i

These Benefits apply to external DME. Unless otherwise excluded, items that are fully
a Covered Health Care Service for which Benefits are available under the applicable me
Health Care Service categories in this Policy.

Emergency Health Care Services - Outpatient

Services that are required to stabilize or begin treatment in an Emerge
must be received on an outpatient basis at a Hospital or Alternate Facility:

Benefits include the facility charge, supplies and all professi
and/or begin treatment. This includes placement in an ob
being admitted to a Hospital for an Inpatient Stay).

Enteral Nutrition

Benefits are provided for specialized enteral
conditions under the direction of a Physicia

clinical services, biochemical analysis, prescrip i jes, corrective lenses for conditions
related to the metabolic diseases, nutritional ma edical Foods used in treatment to
compensate for the metabolic i intai ate nutritional status.

only when prescribed by a practitioner/provider
ral Nutrition (TPN) is the administration of nutrients
ins and is covered when ordered by a

and administered by enteral tub
through intravenous catheters via
practitioner/provider.

the Covered Health Care Service is provided, Benefits will be the same as those stated
ealth Care Service category in this Policy. Benefits for medication available by a
r refill are provided under the Outpatient Prescription Drugs section of this Policy.

For purposes of this Benefit, "habilitative services" means Skilled Care services that are part of a prescribed
treatment plan or maintenance program to help a person with a disabling condition to keep, learn or improve skills
and functioning for daily living. Habilitation services also include services that are required for the diagnosis and
treatment of Covered Persons with Autism Spectrum Disorder. We, in consultation with your provider, will decide
if Benefits are available by reviewing both the skilled nature of the service and the need for Physician-directed
medical management. Therapies provided for the purpose of general well-being or conditioning in the absence of
a disabling condition are not considered habilitative services.
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Habilitative services are limited to:
. Acupuncture services.

. Chiropractic services.

. Physical therapy.

o Occupational therapy.

. Speech therapy.

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

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

) Treatment is administered by any of the following:

L] Licensed speech-language pathologist.

. Licensed audiologist.
] Licensed occupational therapist.
] Licensed physical therapist.
] Physician.
. Treatment must be proven and not E

The following are not habilitative services:

o Custodial Care.

. Respite care.

. Day care.

. Therapeutic recreation.

Educational/vocational trainin

ider expects that continued treatment is or will be required to allow you to achieve progress
nal medical records.

Benefits for DME, Orthotics and prosthetic devices, when used as a part of habilitative services, are described
under Durable Medical Equipment (DME), Orthotics and Prosthetic Devices.

Early Intervention Services

Benefits are provided for early intervention services provided to children, from birth through three years of age,
who have been identified as having or at risk of having developmental delay or disabilities, for or under the Family
Infant Toddler Program administered by the New Mexico Department of Health.
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Services must be provided as part of an individualized family service plan designed to meet the developmental
needs of the child and the needs of the family related to enhancing the child's development, and must be
delivered by certified and licensed personnel who are working in early intervention programs approved by the
New Mexico Department of Health.

Services include:

) Assistive technology.
. Audiological and vision.

. Speech and language pathology.

. Developmental consultation.

. Family training, including counseling and home visits.
o Social work.

. Nutritional.

. Health, medical and nursing services.

. Occupational and physical therapy services.

. Psychological services.

. Respite.

. Transportation.

Hearing Aids

Hearing aids required for the correction of a h
may range from slight to complete deafness).
more effectively into the ear. These consist of a

ction in the ability to perceive sound which
ifying devices designed to bring sound
nd receiver.

Benefits are available for a
Benefits are provided for the

written recommendation by a Physician.
arges and testing.

If more than one type of hearing a ional needs, Benefits are available only for the hearing

. If you purchase a hearing aid that exceeds these
minimum specifi S i mount that we would have paid for the hearing aid that meets the
minimum specificatl i ible for paying any difference in cost.

Cochlear implant igs. do not include bone anchored hearing aids. Bone anchored

grvice for which Benefits are available under the applicable

single purchase per hearing impaired ear every three years, including fitting and
d providing ear molds as necessary to maintain optimal fit, provided by an audiologist, a
or a Physician. Repair and/or replacement of a hearing aid would apply to this limit in the

same manner a rchase.

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

. Provided on a written order of a licensed Physician, provided such order is renewed at least every 60 days.

. Provided directly or through contractual relationships by a Home Health Care Agency licensed in the state
in which the home health services are delivered.
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. Provided in your home by a registered nurse, or provided by a home health aide, home health therapist,
including physical occupational or respiratory therapist, speech pathologist, or licensed practical nurse and
supervised by a registered nurse.

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

with existing standards of medical practice for the Sickness or Injury requiring th
Benefits include:

. Medical supplies, drugs and medicines and laboratory services, to the extent the
covered if provided to the Covered Person on an inpatient basis.

o Collection of specimens to be submitted to an approved laboratory facility for analysis.

. Medical equipment, prescription drugs and medications, labor
Medically Necessary by a practitioner/provider for the provision
Durable Medical Equipment.

services and supplies d
. Total parenteral and enteral nutrition as the sole sou

administered in the office, infusion suite, or fac
professional to administer. These medications ing
inhaled drugs. They may involve uniq istributio be required to be obtained from our vendor.
Infusion therapy is a Benefit covered j
Products - Outpatient in Section 1: Co

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

Benefits are limited to 100 d . i ur hours of Skilled Care services.

Hospice Care

Benefi ailable when you receive hospice care from a licensed hospice agency or certified hospice
practitioner/provider. When there is not a certified hospice program available, regular home health care services
Benefits will apply. Respite care is not to exceed five continuous days for every 60 days of hospice care. No more
than two respite care stays will be available during a hospice Benefit period.

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 Policy. Benefits for medication available by a
prescription or order or refill are provided under the Outpatient Prescription Drugs section of this Policy.
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You can call us at the telephone number on your ID card for information about our guidelines for hospice care.

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

Benefits are available for:

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

. Room and board in a Semi-private Room (a room with two or more beds).

. Acute medical detoxification. This does not include acute medical detoxificatio
center.

(Benefits for other Physician services are described under Ph
Services.)

For the treatment of breast cancer, Benefits also include Inpati

. 48 hours following a mastectomy.
o 24 hours following a lymph node dissection for
An Inpatient Stay can be for a shorter period of time ici agree it is appropriate.

Benefits include, but are not limited to, gener:
Medically Necessary, Physician and surgeo
determined to be Medically Necessary by th
professional, pharmaceuticals and other medi 3
Medically Necessary, radiation therapy, inhalat ation of whole blood and blood
components when Medically Necessary.

ospital facilities when use of such facilities is
imary Care Physician or treating health care

Lab, X-Ray and Diagn

Services for Sickness and Injur i oses, received on an outpatient basis at a Hospital or
Alternate Facility or in a Physician i

Lab and ra

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

ed by a Physician which results in available medical treatment options following

g Tests and Definitive Drug Tests.

g for the purposes of diagnosis, treatment, appropriate management, or ongoing

cancer screening.

o Sleep disorder studies in the home or in a facility.
. Bone density studies.

. Gastrointestinal lab procedures.

. Pulmonary function tests.
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o Mammography screening. Benefits for screening mammography for non-symptomatic Covered Persons as
follows:

= For a Covered Person who is at least 35 years of age, but under 40 years of age, one baseline
screening mammaography.

= For a Covered Person who is at least 40 years of age, but under 50 years of age
every two years. This is covered under Preventive Care Services without cost

mammogram

L] For a Covered Person who is at least 50 years of age, an annual mammo his is covered

under Preventive Care Services without cost share.

Network cost sharing is eliminated for low-dose supplemental and diagnostic breast €

"Supplemental breast exam" means a Medically Necessary and clinically appropriate exa
breast magnetic resonance imaging or breast ultrasound that is used to screen for breast ca
abnormality seen or suspected; and based on personal or family medical history or additional
increase the individual's risk of breast cancer.

examination.

Preventive screenings included in the comprehensive

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

d Substance-Related and Addictive Disorders Services

-Related and Addictive Disorders Delegate (the Delegate) administers Benefits for
-Related and Addictive Disorders Services. If you need assistance with coordination
ideryand confirmation that services you plan to receive are Covered Health Care Services,
legate at the telephone number on your ID card.

and acting within the scope of their licensure.
Benefits include the following levels of care:
. Inpatient treatment.

. Residential Treatment.

o Partial Hospitalization/Day Treatment/High Intensity Outpatient.
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. Intensive Outpatient Program.
. Outpatient treatment.

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

Services include the following:

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

o Medication management.

. Individual, family, and group therapy.

o Crisis intervention.

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

as Applied Behavior Analysis (ABA)) that are the following:
. Focused on the treatment of core deficits of Autism Spec

] Provided by a Board Certified Behavior Analyst
appropriate supervision.

. Focused on treating maladaptive/stereotypi€ behavi : self, others and

under the applicable medical Covere

Benefits under this section include alcoholis S provided for Covered Health Care Services
for care and treatment of alcohol dependency. inclt services received on an inpatient basis in
an Alcohol Dependency Treatment Center and [ i outpatient basis in a provider's office or at
an Alternate Facility.

Your coverage complies wit
with new sections of the New
Coverage of Mental Health and

hapter 59A, pursuant to Senate Bill 273, Parity for
(MH/SUD) Services. For additional information on these
you may contact the NM Office of Superintendent of

e  Generally, co ' pose stricter limitations or financial requirements to MH/SUD
coverage than jial requirements that are imposed on medical and surgical benefits.

professional ciations and relevant federal government agencies.

e Federala Mexico law requires the plan not exclude coverage for MH/SUD services under the
[ mstances:

Services that are available to you through federal or state laws for people with disabilities.
=  Services that are available to you through a public benefit program.

=  Services that have been court ordered and have been determined to be Medically Necessary by a
Provider.

= Services for individuals who have co-occurring diagnoses of mental health and substance use
disorders.
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. MH/SUD Provider network —

=  We maintain an adequate network as required by New Mexico state-mandated network adequacy
standards of qualified MH/SUD services Providers.

= Ifthe eligible services cannot be provided within our network, you will not have to pay extra for eligible
services if similar services under your benefit plan are provided by an out-of-Networ i

e  Prior-authorization guidelines —
=  Certain types of services require prior-authorization by us.
=  Prior-authorization means that you or your Provider must ask us to approv
it.
= Prior-authorization cannot be taken back or changed after the Provider gives the
except for cases of dishonesty, material misrepresentation, or violation of the Provi

»  We are prohibited from ordering prior-authorization or refer|
or immediately necessary care, acute episodes of chronic
inpatient or outpatient SUD services.

=  Prior-authorization will be determined in discussion
services, unless your eligibility in the plan ends

e After beginning in-network MH/SUD treat our Provider to notify us and/or develop and
submit a treatment plan for continued trea

to short-term care or a

e  Your length of time for tre our Provider’s recommendation and MH/SUD needs,
which may be assessed in ¢

. Level of caregdeterminations:

=  YourM i i sultation with the health plan, what types of services you need
and for h@ diagnosis and generally recognized standards of care.

on treatment facility or outpatient treatment program.

and length of time of care will be determined by your Provider in consultation with the

provide coordination of care which means we may help communication between your
rovider and your primary care Provider to prevent any conflicts of care that could be

ct your confidentiality when receiving MH/SUD treatment.
e  We will not end coverage of your treatment without a discussion with your MH/SUD Provider and you.

e If your claim is denied due to lack of “medical necessity,” you have a right to request the specific reasons for
your denial.

For the purposes of this section, “mental health or substance use disorder services” means:
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e Professional services, including inpatient and outpatient services and prescription drugs, provided in
accordance with generally recognized standards of care for the identification, prevention, treatment,
minimization of progression, habilitation and rehabilitation of conditions or disorders listed in the current
edition of the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders,
including substance use disorder; or

e  Professional talk therapy services, provided in accordance with generally recognized st
provided by a marriage and family therapist licensed pursuant to the Counseling and

s of care,
py Practice Act.

No Cost Sharing for Behavioral Health Services

Network cost sharing is eliminated for all professional and ancillary services for the
prevention and identification of mental ilinesses, substance use disorders and trauma

available from a Network provider.

"Cost sharing" means any Co-payment, Co-insurance

We do not impose quantitative treatment li
use disorder services that are more restrictiv
of the covered medical/surgical benefits.

itations on covered mental health or substance
restrictions or limitations on substantially all

We do not impose non-quantitative treatment li i tal health or substance use disorder
services that are more restricti health benefits.

We review utilization review
recognized standards of care.

Morbid Obesity Surgery
The plan covers besity provided all of the following are true:

e For adolesce i than 95% of estimated adult height AND a minimum Tanner
Stage of 4.

Optum Batriatric Resource Services (BRS) program, a surgical weight loss solution for
o0 qualify clinically for Morbid Obesity Surgery.

st bariatric surgery is not covered, unless Medically Necessary.

re used with covered DME are covered when the supply is necessary for the effective use
-g., oxygen tubing or mask, batteries for power wheelchairs and prosthetics, or tubing for a
mphedema wraps or garments).

Benefits also include surgical dressings that require a practitioner’s/provider’s prescription, and cannot be
purchased over-the-counter, when Medically Necessary for the treatment of a wound caused by, or treated by, a
surgical procedure.

Benefits include gradient compression stockings for:
e  Severe and persistent swollen and painful varicosities, or ymphedema/edema or venous insufficiency not
responsive to simple elevation; and

POL25.H.2022.1EX.NM 35



e Venous stasis ulcers that have been treated by a practitioner/provider or other health care professional
requiring medically necessary debridement (wound cleaning).

Orthotics

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

Orthotic braces, including needed changes to shoes to fit braces, braces that stabilize an
braces to treat curvature of the spine, and braces and other external devices used to ¢
including clubfoot deformity are a Covered Health Care Service.

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

Please see Medical Necessity and Nondiscrimination Standards for Coverage of Prosthetics
Prosthetic Devices for information on standards of coverage of custom orthotics.

Pharmaceutical Products - Outpatient

Pharmaceutical Products for Covered Health Care Services admini
Alternate Facility, Physician's office, or in your home.

Benefits are provided for Pharmaceutical Products whi

section of this Policy.

If you require certain Pharmaceutical Product i aarmaceutical Products, we may direct your
Physician to a Specialty Dispensing Entity. Su i tities may include an outpatient
pharmacy, specialty pharmacy, Home Health A -affiliated pharmacy or hemophilia
treatment center contracted p

step therapy requirements. This means that in order to receive
ust use a different Pharmaceutical Product and/or prescription
rticular Pharmaceutical Product is subject to step therapy
.com/exchange or the telephone number on your ID card.

edication or treatment regimens and/or participation in health management programs.
on these programs by contacting us at www.myuhc.com/exchange or the telephone

r Surgical and Medical Services

ical procedures and other medical services received on an outpatient or inpatient basis in a
ng Facility, Inpatient Rehabilitation Facility or Alternate Facility, or for Physician house calls.

cian fees for
Hospital, Skilled

ffice Services - Sickness and Injury

Services provided in a Physician's office for the diagnosis and treatment of a Sickness or Injury. Benefits are
provided regardless of whether the Physician's office is freestanding, located in a clinic or located in a Hospital.
Services can be provided by practitioners/providers in a medical group, independent practice association, or other
authority authorized by applicable state law.

Covered Health Care Services include medical education services that are provided in a Physician's office by
appropriately licensed or registered health care professionals when both of the following are true:
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o Education is required for a disease in which patient self-management is a part of treatment.
. There is a lack of knowledge regarding the disease which requires the help of a trained health professional.

Covered Health Care Services include:

e  Genetic Counseling.

e  Allergy testing and injections.
e  Second medical opinions.

e  Wound care.

e  Medical nutrition therapy provided by a licensed dietician or nutritionist, working in
Physician, to treat a chronic illness or condition. Nutritional supplements administere
practitioner’s/provider’s office are covered when Medically Necessary.

ction at the

e  Well-baby and well-child screening for the diagnosis and presen f Autism Spectrum Diso
e  Wound care.

e  Glaucoma eye test.

¢ Remote Physiologic Monitoring services.

e Diagnosis and treatment of the underlying cause
Benefits will be provided under the correspond

ervice is received,

e  Hypnotherapy is covered only when perf
trained in the use of hypnosis when M
chronic pain management and for chro
Anesthesiologist services are described

ologist or psychiatric practitioner/provider,
rhen used within two weeks prior to surgery for
hen part of a coordinated treatment plan.

e  Osteoporosis services re appropriate management of osteoporosis when such
services are determined to i

Covered Health\Cali i re provided in a Physician's office are described under Preventive
Care Services.

a sample is drawn in the Physician's office, Benefits for the analysis or testing of a
er diagnostic service, whether performed in or out of the Physician's office are
and Diagnostic - Outpatient.

ir Primary Care Physician or at the student health center. Services provided outside of
er are limited to important Medically Necessary covered services for the initial care or
ency Health Care Service or Urgent Care situation.

. Influenza;

e  Group A streptococcus pharyngitis;
e SARS-COV-2;

. Uncomplicated urinary tract infection;
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¢  Human immunodeficiency virus, limited to the provision or pre-exposure prophylaxis and post-exposure
prophylaxis; and

e  Other emerging and existing public health threats identified by the Board or Department of Health during civil
or public health emergencies.

Medications are covered under the Outpatient Prescription Drugs section of this Policy.

Pregnancy - Maternity Services

Benefits for Pregnancy include all maternity-related medical services for prenatal car:
and any related complications.

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

We will pay Benefits for an Inpatient Stay of at least:
. 48 hours for the mother and newborn child following a normal va
o 96 hours for the mother and newborn child following a

We will pay Benefits for a longer stay if it is Medically Ne

postpartum care will be provided for a mini , unless the mother and the attending provider
agree that one or two home visits are suffici

The home visits for postpartum care must be i appropriate licensure, training, and
experience to provide postpartum care.

Benefits are included for, but n

d 20 of Pregnancy.
born male baby.

ickness including the necessary treatment of medically diagnosed congenital defects

nearest available Tertiary Care Facility for newly born infants. Depending on where a
ed, Benefits will be provided under the corresponding Benefit category in this Policy.

Preven e services provided on an outpatient basis at no cost to the Covered Person when received at a
Network Physician's office, an Alternate Facility or a Hospital encompass medical services that have been
demonstrated by clinical evidence to be safe and effective in either the early detection of disease or in the
prevention of disease, have been proven to have a beneficial effect on health outcomes and include the following
as required under applicable law. Benefits may be subject to age and other health factors and can change to
coincide with federal government changes:
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Evidence-based items or services that have in effect a rating of "A" or "B" in the current recommendations

of the United States Preventive Services Task Force. Key screenings and services include:

Preventive physical examinations.

Health appraisal exams, laboratory and radiological tests, and early detection procedures for the
purpose of a routine physical exam.

Periodic tests to determine metabolic, blood hemoglobin, blood pressure, blo
blood cholesterol level, or alternatively, a fractioned cholesterol level includi
Lipoprotein (LDL) and High-Density Lipoprotein (HDL) level.

Periodic stool examination for the presence of blood.

Colorectal cancer screening in accordance with the evidence-based recom
by the United States Preventive Services Task Force for determining the prese
or cancerous conditions and other health problems including:

+  Fecal occult blood testing (FOBT).
+  Flexible Sigmoidoscopy.

+  Colonoscopy.

+  Virtual colonoscopy.

+ Double contrast barium enema.

A follow-up colonoscopy is covered afte asive stool-based screening test or direct

visualization screening test.
Smoking Cessation Program.
Screening to determine the nee

Periodic glaucoma eye test.

ents and adults.

eening for osteoporosis to prevent fractures.

Interventions to prevent falls in community-dwelling older adults.
Behavioral counseling for skin cancer prevention.

Screening for preeclampsia.

Preventive medications as follows:

+  Statin use for the primary prevention of cardiovascular disease in adults.
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+ Aspirin use to prevent preeclampsia and related morbidity and mortality.
+  Ocular prophylaxis for Gonococcal Ophthalmia Neonatorum.
+  Folic Acid for the prevention of Neural Tube Defects.

. Immunizations that have in effect a recommendation from the Advisory Committee on Im
Practices of the Centers for Disease Control and Prevention, the American Academy iatrics, and the
United States Preventive Services Task Force.

. HPV vaccine coverage for the human papillomavirus as approved by the United,
Administration (FDA) and in accordance with all applicable federal and state r.
guidelines established by the Advisory Committee on Immunization Practices

. With respect to infants, children and adolescents, evidence-informed preventive ca
provided for in the comprehensive guidelines supported by the Health Resources an
Administration. Benefits include:

L] Annual physical exams.

] Newborn, well-baby and well-child visits.

" Health appraisal exams, laboratory and radiolog i res for the
purpose of a routine physical exam or as reg i or camp
activities.

= Hearing and vision screening for correé e exams or eye vision
and hearing screenmg to determlne refrac med by eye care specialists. One eye refraction

hen Medically Necessary to aid in the
diagnosis of certain eye disea

] Pediatric Vision, including routin For additional services, please see Section

12: Pediatric Vision Care Service
] Behavioral assessments.

" Screening for
concentration fo
surveillance dyslipi
transmitted diseases,

othyro sm, depressmn developmental development and
lobin or sickle cell, lead, obesity, oral health, sexually
and Tuberculin.

and exercise plans. As deemed appropriate by the Covered
requested by the parents or legal guardian, education
stance use, sexually transmitted diseases, and contraception.

access to breastfeeding supplies, for pregnant and nursing women are covered for one year
delivery. This includes one breast pump per Pregnancy in conjunction with childbirth. Breast
umps 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/exchange 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.

= Contraception: United States Food and Drug Administration-approved contraceptive methods,
sterilization procedures, and patient education and counseling, not including abortifacient drugs.

+ Includes methods of preferred generic oral contraceptives, injectable contra
contraceptive devices.

] Counseling for HIV and sexually transmitted diseases.
= Domestic and interpersonal violence screening and counseling for all
] Gestational diabetes screening for women 24 to 28 weeks pregnant and th

developing gestational diabetes.

] Human Papillomavirus (HPV) DNA test: High risk HPV
with normal cytology results.

= Screening and counseling for pregnant women i
Hepatitis B, and Rh incompatibility.

= Sexually Transmitted Infections (STI) coup
= Sterilization services for women.

= Well-woman visits to obtain recommended
. Cervical cancer screening.

. Mammography screening. Bene

Persons as follows:

. For a Covered Person who is

L4
e  Voluntary

Contraceptive

rgery for Women
o ion Surgery for Men

e |UD Copper

e |UD with Progestin

e Implantable Rod

e  Shot/Injection
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e  Oral Contraceptives (The Pill) (Combined Pill)

e  Oral Contraceptives (Extended/Continuous Use)
e  Oral Contraceptives (Mini Pill — Progestin Only)
e Patch

e  Vaginal Contraceptive Ring

e  Diaphragm with Spermicide

e  Sponge with Spermicide

e  Cervical Cap with Spermicide

e Male Condom

e Female Condom

e  Spermicide

e  Emergency Contraceptive — “Plan B”
e  Emergency Contraceptive — “Ella”
Long Acting Reversible Contraceptives

The Long Acting Reversible Contraceptives (LARC

Y applies to IUD insertion and removal,
when services are obtained from a Network
-discharge) post-partum clinical services.

including surgical removal, and to any relat
provider. Coverage of LARCs with no cost-s
Oral Contraceptives

The oral contraceptives covered by your plan ar ttps://WWw.uhc.com/member-resources/pharmacy-
benefits/prescription-drug-listsiifidividual-exchan

Six Month Dispensing

You are entitled to receive up to ntraceptives, if prescribed and self-administered, when
dispensed at one time by your pha . hange your contraceptive method before the six-month
supply runs out, y@ i ing. will not owe cost sharing for any related contraceptive

Brand Name Dr

Your plan may ex aring to a name-brand contraceptive if a generic or therapeutic equivalent
is available within t raception. Please see the table of contraceptive categories above.

at a non-covered contraceptive is Medically Necessary, your provider may ask us to
put cost-sharing. If we deny the request, you or your provider can submit a grievance
f your health care provider determines that the use of a non-covered contraceptive is

e health care provider’s determination will be final.

le Condoms

ectomies and male condoms. No prescription or cost sharing is required for coverage of male
see the section below on Coverage for Contraception Where a Prescription Is Not Required for
instructions on reimbursement for condoms.

Sexually Transmitted Infections

Your plan covers, and no cost sharing applies to, contraception methods that are prescribed for the prevention of
sexually transmitted infections. Sexually transmitted infections mean chlamydia, syphilis, gonorrhea, HIV and
relevant types of hepatitis, as well as any other sexually transmitted infection regardless of mode of
transportation, as designated by rule upon making a finding that the particular sexually transmitted infection is
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contagious. Treatment means Medically Necessary care for the management of an existing sexually transmitted
infection.

Coverage for Contraception Where a Prescription Is Not Required
Your plan covers contraception with no cost sharing even when a prescription is not required. Contraceptive
methods such as condoms or Plan B may fall into this category. You will not have to pay upfro
contraceptives that do not require a prescription when obtained through a Network pharmac
purchases, you may submit a request for reimbursement as follows:

e  Within 90 days of the date of purchase of the contraceptive method,

e  Provide the receipt with the item name and amount, your name, address, plan |
OptumRx Claims Department
PO Box 650334
Dallas, TX 75265-0334
Or,

e  Provide the receipt with the reimbursement form available

m/exchange, following:
OptumRXx Claims Department
PO Box 650334

Dallas, TX 75265-0334

If you submit your complete request for reimb
days of receiving the request. If you submit
reimburse within 45 days. Failure to submit

or by fax, we will reimburse you within 30
or reimbursement by U.S. mail, we will
lead to delays in reimbursement.

Availability of Out-of-Network Coverage
Under your plan, use of an Out-of-Network Pro i nse contraceptive coverage is not a
covered Benefit.

Tobacco Cessation Treat
Benefits are provided for the fo

e Diagnostic services necessa i se or use-related conditions and dependence.

co use and remaining tobacco free, discussion of stages of change, overcoming the problems
, including withdrawal symptoms, short-term goal setting, setting a quit date, relapse prevention
information and follow-up.

e  Operates under a written program outline, that at a minimum includes an overview of service, service
objectives and key topics covered, general teaching/learning strategies, clearly stated methods of assessing
participant success, description of audio or visual materials that will be used, distribution plan for patient
education material and method for verifying enrollee attendance.
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¢  Employs counselors who have formal training and experience in tobacco cessation programming and are
active in relevant continuing education activities.

e Uses a formal evaluation process, including mechanisms for data collections and measuring participant rate
and impact of the program.

Pre-Exposure Prophylaxis (PrEP)

Your plan includes coverage for PrEP medication, as appropriate for you, and essential Pr, ated services
without cost-sharing, the same as any other preventive drug or service. This means tha
a Co-payment, pay Co-insurance, satisfy a deductible or pay out-of-pocket for any p

services listed in this summary if you receive them from a Network provider.

You may be required to pay a Co-payment, Co-insurance, and/or deductible if you recei
PrEP related services from an out-of-network provider if the same benefit or service is avai
provider.

What is Covered?

e Atleast one FDA-approved PrEP drug, with timely access to the
the enrollee, as needed, is available under the Outpatient P,

e HIVtesting.

ug that is medically app
s section.

e Hepatitis B and C testing.
e Creatinine testing and calculated estimated crez
e  Pregnancy testing for individuals with chi
e  Sexually transmitted infection screenin

e Adherence counseling.

PrEP Grievance and Appea

If you were charged cost-sharing edication or PrEP related services on or after January
18t 2021, please call our customer s

If you are denied ice(s), we will inform you in writing of the denial. Our notice to
will provide you with instructions for filing a grievance if you

sentatives who have been trained to assist you with the process of requesting a review.
0 complete the necessary forms and with gathering information that you need to submit

UnitedHealthcare Appeals & Grievances
PO Box 6111

Mail Stop CA-0197
Cypress, CA 90630
Telephone: 1-866-842-9268
Fax: 1-888-404-0949
www.myuhc.com/exchange
Prescription Drug Appeal OptumRXx

c/o Appeals Coordinator
PO Box 2975

Mission, KS 66201
Telephone: 1-888-403-3398
Fax: 1-877-239-4565

PrEP Exception Process
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If you have been denied coverage of a PrEP medication, we will inform you in writing of the denial. Our notice to
you will provide you with instructions for filing an exception request if the medication that is most appropriate for
your circumstances is not included in the drug formulary. You, your designee, prescribing physician or other
prescriber can request a standard or expedited review of a PrEP medication coverage denial. To make a request,
contact us in writing, electronically at www.myuhc.com/exchange or call the toll-free number on your ID card.

PrEP Standard Review

We will review your request and issue a determination to you, your designee, prescribing
prescriber, within 72 hours following receipt of your request.

PrEP Expedited Review

If you are suffering from a health condition that may seriously jeopardize your life, healt
maximum function, or if you are undergoing a current course of treatment using a non-for

cian or other

regain

determination is overturned, we will provide coverage for the PrEP
medically appropriate for you for the duration of the treatment.

Telephone: 1-505-827-4601 or toll free at 1-833-415

Address: Office of Superintendent of Insurane

FAX #: (505) 827-4734, Attn: MH

E-mail: mhcb.grievance@state.nm.u

Prosthetic Devices
External prosthetic devices th

alth and Cancer Rights Act of 1998. Benefits include
e covered for Covered Persons with external breast prosthesis.

or external prosthetic devices and do not include any device that is fully implanted into
are a Covered Health Care Service for which Benefits are available under the
overed Health Care Service categories in this Policy.

ust be ordered or provided by, or under the direction of a Physician.

for fitting, repairs and replacement, except as described in Section 2: Exclusions and
evices, Appliances and Prosthetics.

ecessity and Nondiscrimination Standards for Coverage of Prosthetics and Orthotics

This plan provides coverage for initial and secondary prosthetic devices and custom orthotics in a non-
discriminatory manner, and without restriction based on predetermined utilization limits, at the same level and
cost-sharing as the coverage provided for medical and surgical benefits. Prosthetic and custom orthotic devices
are considered habilitative and rehabilitative essential health benefits and are not subject to separate financial
requirements or utilization restrictions.

Coverage includes:
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° Clinical care;

e All supplies, materials, and devices determined by the physician to be medically necessary and most
appropriate to maximize upper and lower limb function, maintain activities of daily living or essential job-
related activities, and meet the medical needs for physical activities such but not limited to running, biking,
swimming strength training;

e  All services, including design, fabrication and repair;

o Replacement without regard to reasonable useful lifetime restrictions, including re

seeking medical or surgical intervention to restore or maintain the ability
physical activity. However, coverage for prosthetic devices aneg
required solely for comfort or convenience.

Reconstructive Procedures
Reconstructive procedures when the primary purpose he proced

° Treatment of a medical condition.

Reconstructive procedures include surgery or are related to an Injury, Sickness or
Congenital Anomaly. The primary result of the
Microtia repair is considered a reconstructive pr:

Cosmetic Procedures are e edures do not include reconstructive
procedures for treatment of a ewborn child. The fact that you may suffer psychological
consequences or socially avoida f an Injury, Sickness or Congenital Anomaly does not

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

. Acupuncture services.

. Chiropractic services.

. Pulmonary rehabilitation services for progressive exercises and monitoring of pulmonary functions.

. Cardiac rehabilitation services for continuous electrocardiogram (ECG) monitoring, progressive exercises

and intermittent ECG monitoring.
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o Post-cochlear implant aural therapy.
. Cognitive rehabilitation therapy.

Rehabilitation services must be performed by a Physician or by a licensed therapy provider. Benefits include

rehabilitation services provided in a Physician's office or on an outpatient basis at a Hospital or . ternate Facility.
Rehabilitative services provided in your home by a Home Health Agency are provided as des under Home
Health Care.

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

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

For outpatient rehabilitative services for speech therapy we will pay Benefits for the treatment o
speech, language, voice, communication and auditory processing o en the disorder results
stroke, cancer, or Congenital Anomaly.

Massage therapy is only covered when provided by a licensed physi cribed short-
term rehabilitation physical therapy program.

Cost share for physical rehabilitation services will not be
insurance percentage basis when Co-insurance is apg
applied.

Rehabilitation services also include services t ment or rehabilitation of individuals with
Autism Spectrum Disorder and include trea S erapy, occupational therapy, physical therapy
and Applied Behavioral Analysis.

Scopic Procedures - Outpatient Dia
Diagnostic and therapeutlc scoplc procedures a i ived on an outpatient basis at a Hospital

Diagnostic scopic procedures i i , biopsy’and polyp removal. Examples of diagnostic
scopic procedures include:

gical scopic procedures, which are for the purpose of performing

crib€d under Physician Fees for Surgical and Medical Services.)

ertain preventive screenings are described under Preventive Care Services.

e  Colorectal screenings for determining the presence of precancerous or cancerous conditions and other
health problems.

e  Specialist consultation prior to the screening procedure to determine if the patient is healthy enough for the
procedure and to explain the process to the patient, including required preparation.

e  Polyp removal during a colonoscopy.

POL25.H.2022.1EX.NM 47



¢ Any pathology exam on a polyp biopsy after the colonoscopy.
e Anesthesia.

Colorectal cancer screenings that have in effect a rating of "A" or "B" in the current recommendations of the
United States Preventive Services Task Force are described under Preventive Care Services.

Skilled Nursing Facility/Inpatient Rehabilitation Facility Services

Services and supplies provided during an Inpatient Stay in a Skilled Nursing Facility or |
Facility.

Benefits are available for:
o 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 and path
services are described under Physician Fees for Surgical and

ists. (Benefits for other
Services.)

Please note that Benefits are available only if both of the following

o You are not progressing in goal-directe

. Discharge rehabilitation goals have previ

Surgery and rel utpatient basis at a Hospital or Alternate Facility or in a Physician's
office
Benefits include cé es. Examples of surgical scopic procedures include:

e and cutting procedures.

. Preoperative and postoperative care.

o Observation following outpatient services.

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

. Physician services for radiologists, anesthesiologists and pathologists. (Benefits for other Physician

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

Outpatient Facility Fees

You are required to seek services from Network Providers unless prior approval has been o

coverage and are prohibited from balance billing you. Network facilities and Network
what is covered prior to the procedure. The Network Provider and Network facility may
cost share as listed in the Summary of Benefits and Coverage (SBC). An Explanation of

receive services, |f a facility fee may be assessed.

Telemedicine Services

from a distance. Telemedicine allows health ¢
Iocations using telecommunications and inform

use of electronic media and
medical expertise without travelt
Network Provider.

Temporomag
Benefits include ¢

ording to prevailing standards of the medical and dental practice profession as
the diagnosis and surgical treatment of temporomandibular joint and

tment of temporomandibular joint and craniomandibular disorders include intra-oral
ion the jaw joint and physical therapy.

charges that are incurred for any service related to fixed or removable appliances that
positioning of the teeth, occlusal (bite) adjustments, treatment of malocclusion, repair of
thetics (crowns, bridges, dentures, dental implants).

overed Health Care Service category in this Policy. Benefits for medication available by a
prescription or order or refill are provided under the Outpatient Prescription Drugs section of this Policy.

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).
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. Intravenous Chemotherapy or other intravenous infusion therapy.
. Radiation oncology.

. Hyperbaric oxygen therapy is a Covered Health Care Service when Medically Necessary and only if the
therapy is proposed for a condition recognized as one of the accepted indications as defingd by the
Hyperbaric Oxygen Therapy Committee of The Undersea and Hyperbaric Medical soci

Covered Health Care Services include medical education services that are provided on a
Hospital or Alternate Facility by appropriately licensed or registered health care profess;j
following are true:

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

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

Benefits include:

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

. Physician services for anesthesiologists, pathologists and radiolo
are described under Physician Fees for Surgical and Mediga

Transplantation Services
Organ transplants when ordered by a Physician. Be

out are not limited to:

. Bone marrow transplant including peri
(stem cell transplant) following high dos
following indications:

ow stem cell harvesting and transplantation

. Leukemia.

L] Aplastic anemia.

Heart.

o Heart/lung.

. Lung.
3 Kidney.
. Kidney/pancreas.

POL25.H.2022.1EX.NM 50



° Liver.

o Liver/small intestine.

. Meniscal Allograft.

. Multi-visceral (3 or more abdominal organs).

. Pancreas.

) Pancreas islet cell infusion.

. Small intestine.

. Simultaneous multi-organ transplants - unless Investigational.

Donor costs related to transplantation are Covered Health Care Services and are payable t
recipient's coverage under this Policy, limited to donor:

o Identification.

. Evaluation.

o Organ removal.

. Direct follow-up care.

To receive Benefits for transplantation services, it i
you with locating a Network Transplant Provider for

You can call us at the telephone number on ation about our specific guidelines regarding
Benefits for transplant services.

We will not:
o Deny coverage solely on the basis of a
. Deny to a Covered Per i i ility eligibility or continued eligibility to enroll or to

. Penalize or otherwise re ement or provide monetary or nonmonetary incentives to
a health care provider to in ovider not to provide an organ transplant or associated
care to a Co i disability.

Reduce o overed Person with a physical or mental disability for the
associated ation as determined in consultation with the Physician and
patient.

on and lodging for the covered patient receiving transplant and a companion up to a
If the recipient of the transplant is a dependent child under the limiting age of this
tation and lodging will be provided for the transplant recipient and two companions.

ed in a Physician's office, Benefits are available as described under Physician's Office Services -
Sickness and Injury. If you receive a Covered Health Care Service from an Out-of-Network urgent care provider,
when reasonable access to a Network urgent care provider is not available, we will reimburse the Out-of-Network
urgent care provider at the same level of Benefits as the Network urgent care provider. Reasonable access to a
Network urgent care provider means a distance of 20 miles from the Covered Person's residence.

Urgent care services include acute medical care that is available twenty-four hours per day, seven days per week,
so as not to jeopardize a Covered Person’s health status if such services were not received immediately; such
medical care includes ambulance or other emergency transportation; in addition, acute medical care includes,
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where appropriate, transportation and indemnity payments or service agreements for out-of-service area or out-
of-network coverage in cases where the Covered Person cannot reasonably access in-network services or
facilities.

Virtual Care Services

Virtual care for Covered Health Care Services that includes the diagnosis and treatment of le
conditions. Virtual care provides communication of medical information in real-time betwee
distant Physician or health specialist, outside of a medical facility (for example, from ho

Benefits are available only when services are delivered through a Virtual Network Pr,
Network Provider by contacting us at www.myuhc.com/exchange or the telephone n

Benefits are available for urgent on-demand health care delivered through live audio with
technology for treatment of acute but non-emergency medical needs.

Benefits do not include email or fax, or for services that occur within me
facilities).

Vision Services

Covered Health Care Services include Medically Ne
corrective lenses (eyeglasses or contact lenses) and

Benefits for contact lenses will be provided if
better eye except for the use of contact len

Except as described above, Benefits are not iption corrective lenses (eyeglasses or
contact lenses) or frames following post-catar ice: mples include, but are not limited to: coated
lenses, cosmetic contact lenses, no-line bifocal

. akia (those with no lens in the eye) or keratoconus. This

nefits are provided for one pair of standard (non-tinted) eyeglasses
within 12 months after cataract surgery or when related to genetic
eye refraction examination, lenses and standard frames.
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Section 2: Exclusions and Limitations

How Do We Use Headings in this Section?

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

We Do Not Pay Benefits for Exclusions

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

. It is recommended or prescribed by a Physician.

. It is the only available treatment for your condition.

Where Are Benefit Limitations Shown?

When Benefits are limited within any of the Covered Hg d in Section 1:
Covered Health Care Services, those limits are stat Care Service
category in the Summary of Benefits and Coverage . Limits g me Covered Health Care

2. Please review all limits carefully, as we will

not pay Benefits for any of the services, trea ies that exceed these Benefit limits.

Please note that in listing services or exa 2 js includes," it is not our intent to limit
the description to that specific list. When w i
specifically that the list "is limited to."”

Alternative Treatment
1. Aromatherapy.

2. in Section 1: Covered Health Care Services.

3. Massag d by a licensed physical therapist and as part of prescribed short-
term reha i

4. Rolfing.

rapy, dance therapy, animal assisted therapy and other forms of alternative treatment
tional Center for Complementary and Integrative Health (NCCIH) of the National

is exclusion does not apply to Manipulative Treatment and non-manipulative

ich Benefits are provided as described in Section 1: Covered Health Care Services.

ich includes dental X-rays and other imaging studies, supplies and appliances and all
es, including hospitalizations and anesthesia), except as described under Dental Anesthesia
Services in Section 1: Covered Health Care Services.

This exclusion does not apply to accident-related dental services for which Benefits are provided as
described under Dental Services in Section 1: Covered Health Care Services.

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

= Transplant preparation.
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Devices, Appliances and Prostheti
1.

Ll Prior to the initiation of immunosuppressive drugs.
Ll The direct treatment of cancer or cleft palate.

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

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

Endodontics, periodontal surgery and restorative treatment are excluded.

Preventive care, diagnosis, treatment of or related to the teeth, jawbones or gu
under Dental Services in Section 1: Covered Health Care Services.

requirement. This exclusion does not apply to accident-relate
provided as described under Dental Services in Section 1: Covi

Dental implants, bone grafts and other implant-related preee . i ply to dental
services for which Benefits are provided as described
Care Services.

Dental braces (orthodontics).

Treatment of congenitally missing, malpositione ary teeth, even if part of a Congenital

Anomaly.

types of braces, including over-the-count . clusion does not apply to cranial
molding helmets and crapial banding that i iteria. This exclusion does not apply to braces for

and Orthotics in Secti ices” This exclusion does not apply to orthotics
covered as required und and Nondiscrimination Standards for Coverage of

Repair or re
replace lo

ement of prosthetic devices due to misuse, malicious damage or gross neglect or to
tolen items.

r monitoring equipment purchased for home use, unless otherwise described as a Covered
are Service.

Powered and non-powered exoskeleton devices.
Powered wheelchairs.
Wigs.

POL25.H.2022.1EX.NM 54



Drugs

1. Prescription drug products for outpatient use that are filled by a prescription order or refill. See the
Outpatient Prescription Drugs section of this Policy for prescription drug products covered under the
pharmacy benefit.

2. Self-administered or self-infused medications that are covered under the Outpatient Pre tion Drugs
section. This exclusion does not apply to medications which, due to their traits (as de
consultation with your provider), must typically be administered or directly supervis
provider or licensed/certified health professional in an outpatient setting. This ex
insulin as described under the Outpatient Prescription Drugs section.

3. Non-injectable medications given in a Physician's office. This exclusion does no
medications that are required in an Emergency and used while in the Physician's

4, Over-the-counter drugs and treatments, except FDA-approved tobacco cessation me
both prescription and over-the-counter medications) as described under the Outpatient
section.

Growth hormone therapy.

Certain New Pharmaceutical Products and/or new do by us or our
designee, but no later than December 31st of the fqg
This exclusion does not apply if you have a life- i i that is likely to cause

death within one year of the request for treat ness of condition,
under such circumstances, Benefits may be ava Pharmaceutical Product to the extent
provided in Section 1: Covered Health

7. A Pharmaceutical Product that contai ive i nt(s) available in and therapeutically equwalent
(having essentially the same efficacy
Product. Such determinations may be

8. A Pharmaceutical Product that contains (
therapeutically equivale
covered Pharmaceuti

Sywhich is (are) a modified version of and
icacy and adverse effect profile) to another
be made up to monthly.

based o i it is hi ilar to a reference product (a biological Pharmaceutical Product) and
has no clijica i i terms of safety and effectiveness from the reference product.

10. i A hICh there are therapeuhcally equwalent (havmg essentially the

determinations may be made up to monthly

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

stigational or Unproven Services

gational and Unproven Services and all services related to Experimental or Investigational
s are excluded. The fact that an Experimental or Investigational or Unproven Service,
pharmacological regimen is the only available treatment for a particular condition will not

the procedure is considered to be Experimental or Investigational or Unproven in the treatment

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

Foot Care
1. Routine foot care. Examples include:
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Ll Cutting or removal of corns and calluses.
= Nail trimming, nail cutting, or nail debridement.

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

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

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

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

5. Arch supports.

Medical Supplies and Equipment

1. Prescribed or non-prescribed medical supplies and disposable sup Examples includ

= Compression stockings, except as described
Covered Health Care Services.

. Ace bandages.
. Gauze and dressings.
= Items routinely found in the ho

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

for the effective use of DME or prosthetic
d under Durable Medical Equipment (DME) and
ealth Care Services.

ided as described under Diabetes Services in Section 1:

oup nutritional counseling, including non-specific disease nutritional education such as
ting habits, calorie control or dietary preferences. This exclusion does not apply to

for which Benefits are provided under the United States Preventive Services Task Force
nder Preventive Care Services in Section 1: Covered Health Care Services or nutritional

as described under Physician’s Office Services — Sickness and Injury in Section 1: Covered
Care Services. This exclusion also does not apply to medical or behavioral/mental health related
nutritional education services that are provided as part of treatment for a disease by appropriately licensed
or registered health care professionals when both of the following are true:

. Nutritional education is required for a disease in which patient self-management is a part of
treatment.
. There is a lack of knowledge regarding the disease which requires the help of a trained health

professional.
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Personal Care, Comfort or Convenience
1.

2
3.
4.
5

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.

Nutritional or dietary supplements, except as required by law. This exclusion includes, but is not limited to,
those nutritional formulas and dietary supplements that can be purchased over-the-count

] Nutritional supplements for prenatal care of pregnant women when pre
practitioner/provider.

= Nutritional supplements administered by injection at the practitioner’s/provider’s o
when Medically Necessary.

Television.

Telephone.

Beauty/barber service.

Guest service.

Supplies, equipment and similar inci
= Air conditioners, air purifiers an
= Batteries and battery chargers.

= Breast pumps. This exclusion does
the Health Res Services

= Car seats.

sonal computers.

. Pillows.
" Power-operated vehicles.
. Radios.
. Saunas.
" Stair lifts and stair glides.
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= Strollers.

. Safety equipment.

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

L] Whirlpools.

Physical Appearance

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

= Membership costs and fees for health clubs and gyms. This exclusion does not a

skin abrasion procedures).

= Skin abrasion procedures performed a

as described under Reconstru tion 1: Covered Health Care Services.
. Treatment for skin wrinkles or a 2 the appearance of the skin.
= Treatment for spider veins.

ent of veins.

" Sclerotherapy tre
. Hair removal o
" Abdominoplasty.
Blepharoplasty.

" Pectoral implants for chest masculinization.

" Rhinoplasty.

" Skin resurfacing.
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Procedures and Treatments

1.

10.
11.
12.

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

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

Physical conditioning programs such as athletic training, body-building, exercise, fithess

Removal of hanging skin on any part of the body. Examples include plastic sur:
abdominoplasty and brachioplasty. This exclusion does not apply to Medicall

Medical and surgical treatment of excessive sweating (hyperhidrosis).

Medical and surgical treatment for snoring, except when provided as a part of treatm
obstructive sleep apnea.

Rehabilitation services to improve general physical conditions
factors, where improvement is not expected, including routine, |
treatment.

Rehabilitation services for speech therapy except as

same body region during the same visit or o

Biofeedback except for the treatment o phenomenon and urinary or fecal
incontinence.

Upper and lower jawbone surgery, ort jaw alignment. This exclusion does not apply
to reconstructive jaw surgery when ther ermality and associated functional medical
impairment.

Breast reduction and a i i ined to be a Cosmetic Procedure. This exclusion
does not apply to bre ine is requested to treat a physiologic
functional impairment o i the Women's Health and Cancer Rights Act of 1998 for
which Benefits are describ Procedures in Section 1: Covered Health Care

Services.

Helicobag
Intracellul

Morbid obe
program.

d from a provider through the Optum Bariatric Resource Services

a provider who is a family member by birth or marriage. Examples include a spouse,
or child. This includes any service the provider may perform on himself or herself.

Services performe

a provider with your same legal address.

d at a Freestanding Facility or diagnostic Hospital-based Facility without an order written

ive of a Freestanding Facility or diagnostic Hospital-based Facility, when that Physician or other

. Has not been involved in your medical care prior to ordering the service, or
= Is not involved in your medical care after the service is received.

This exclusion does not apply to mammography.
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Reproduction

1.

© N o o

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

The following services related to a Gestational Carrier or Surrogate:

All costs related to reproductive techniques including:

L] Assisted reproductive technology.

. Artificial insemination.

. Intrauterine insemination.

] Obtaining and transferring embryo(s).

Health care services including:
= Inpatient or outpatient prenatal care and/or preventive care:
= Screenings and/or diagnostic testing.
] Delivery and post-natal care.

e Gestational Carrier

The exclusion for the health care servi Sted above dg¢

or Surrogate is a Covered Person.
All fees including:

L] Screening, hiring and compens
agency fees.

Carrier or Surrogate including surrogacy

= Surrogate insurance premiums.

Storage and retrieval of a
ovarian tissue.

Examples include eggs, sperm, testicular tissue and

usion does not apply to treatment of a molar Pregnancy, ectopic Pregnancy, or
monly known as a miscarriage). This exclusion does not apply to therapeutic abortion
ermination recommended by a doctor to save the life of the mother.

Yer Another Plan

ices for which other coverage is required by federal, state or local law to be bought or
other arrangements. Examples include coverage required by workers' compensation, or

under workers' compensation or similar legislation is optional for you because you could elect it,
have it elected for you, Benefits will not be paid for any Injury, Sickness or Mental lliness that
would have been covered under workers' compensation or similar legislation had that coverage been
elected.

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

Health care services for treatment of military service-related disabilities, when you are legally entitled to
other coverage and facilities are reasonably available to you.
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4.

Health care services during active military duty.

Transplants

1. Health care services for organ and tissue transplants, except those described under Transplantation
Services and/or Surgery — Outpatient Services in Section 1: Covered Health Care Servic
2. Health care services connected with the removal of an organ or tissue from you for p
transplant to another person. (Donor costs that are directly related to organ remov
transplant through the organ recipient's Benefits under this Policy.)
Health care services for transplants involving animal organs.
4, Transplant services not received from a Network Transplant Provider.
Travel
1. Health care services provided in a foreign country.
2. Travel or transportation expenses, even though prescribed by a

P w0 D

Custodial Care or maintenance care.
Domiciliary care.
Private Duty Nursing and one-on-one

Respite care. This exclusion does not a
under Hospice Care or under Early Inte
Health Care Services.

ich Benefits are provided as described
abilitative Services in Section 1: Covered

Rest cures.

g, testing and support services including job training, placement services, and work
programs designed to return a person to work or to prepare a person for specific

of Injury or illness (such as cataract or macular degeneration). This exclusion does not apply to
services for which Benefits are provided as described under Vision Correction After Surgery in Section 1:
Covered Health Care Services.

Routine vision exams, including refractive exams to determine the need for vision correction.
Implantable lenses used only to fix a refractive error (such as Infacs corneal implants).

Eye exercise or vision therapy.
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5. Surgery that is intended to allow you to see better without glasses or other vision correction. Examples
include radial keratotomy, laser and other refractive eye surgery.

6. Over-the-counter Hearing Aids.

All Other Exclusions

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

Pharmaceutical

= Provided for the purpose of preventing, evaluating, diagnosing or treati
lliness, substance-related and addictive disorders, condition, disease or i

= Medically Necessary.

= Described as a Covered Health Care Service in this Policy under Section 1: Cov
Services and in the Summary of Benefits and Coverage

L] Not otherwise excluded in this Policy under Section 2: Ex

= Conducted for purposes of me
Services provided during a clini
Trials in Section 1: Covered Hea

his exclusion does not apply if you are a civilian
Injured or otherwise affec r, or terrorism in non-war zones.

4, verage under this Policy ends. This applies to all health

ervice is required to treat a medical condition that started before the
5 al responsibility to pay, or when a charge would not ordinarily be
6. der waives, does not pursue, or fails to collect, Co-payments, Co-

deductible or other amount owed for a particular health care service, no Benefits are
th care service when the Co-payments, Co-insurance and/or deductible are waived.

he Allowed Amount, when applicable, or in excess of any specified limitation.

storage services are not a Covered Health Care Service.

des, but is not limited to, long term storage (cryopreservation) of tissue, blood, blood
ts, sperm, eggs, and any other body or body parts. For example, if a member is entering the
ary, etc., we will not cover any long-term storage of the above.

" Storage services related to infertility treatment usually only require short term storage which is
generally covered as part of the retrieval and implantation charges for the infertility treatment.

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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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 non-Covered Health Care Service.

ition that is
al disease or
rocedure, that

For the purpose of this exclusion, a "complication" is an unexpected or unanticipated con
superimposed on an existing disease and that affects or modifies the prognosis of the
condition. Examples of a "complication" are bleeding or infections, following a Cosm
require hospitalization.

Proprietary Laboratory Analysis drug testing are not a covered service (such
Blood or tissue typing for paternity testing are not a covered service.
Specimen Provenance testing are not a covered service.

Services or supplies for teaching, vocational, or self-training purposes, except as listed i

Telephone consultations (except telemedicine) or for failure to a scheduled appointme

Stand-by availability of a medical practitioner when no treatment

Services or supplies that are provided prior to the effe inati of this Policy.
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Section 3: When Coverage Begins and Premiums

How Do You Enroll?

Eligible Persons must complete enroliment and make the required Premium payment, as determi
We will not provide Benefits for health care services that you receive before your effective da

What If You Are Hospitalized When Your Coverage Begin

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

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

e  You receive Covered Health Care Services on or after your first day of coverage related
Stay.

. You receive Covered Health Care Services in accordance with th

Network providers.

Who Is Eligible for Coverage?

BeWell determines who is eligible to enroll

Eligible Person

Eligible Person refers to a person who meets th
actually enrolls, we refer to that person as a Poli
Policyholder, see Section 8:

Eligible Persons must live with

Dependent
Dependent geng

Dependents of an B Me snroll unless the Eligible Person is also covered under the Policy.

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

Iment period is the period of time when Eligible Persons can enroll themselves and their
ined by BeWell.

Is and the required Premium.

Special Enroliment Period

An Eligible Person and/or Dependent may also be able to enroll during a special enroliment period, as determined
by BeWell.

Adding New Dependents
Policyholders may enroll Dependents only as determined by BeWell.
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The Policyholder must notify BeWell of a new Dependent to be added to this Policy. The effective date of the
Dependent's coverage must follow BeWell rules. Additional Premium may also be required, and it will be
calculated from the date determined by BeWell.

NOTE. Subject to a determination of BeWell, an eligible child born to you or your spouse will be covered from the
time of birth until the 31st day after its birth. The newborn child will be covered from the time of its,birth for loss

due to Injury and Sickness, including loss from complications of birth, premature birth, medic
congenital defect(s), and birth abnormalities.

Premiums

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

the month

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

e Local, State and Federal Government programs, includi

on behalf of any other third party including, but not li
sponsored organization.

Premiums shall not be pro-rated based upo Y ¢ overage. A full month's Premium shall be

. : nds, under Events Ending Your

us to accept credit ' i e a $20 fee for any check or automatic payment deduction that is
returned unpaid.

or Tobacco Use

tatus has been misstated, Benefits may be adjusted based on the relationship of the
that should have been paid, based on the correct age or tobacco use status.

new residence be
no longer livingg

ing on the date determined by BeWell. If the change in residence results in the Policyholder
Service Area, this Policy will terminate as described in Section 4: When Coverage Ends.

Grace

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 the cost of services received during the
grace period. In no event shall the grace period extend beyond the date this Policy terminates.
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We may pay Benefits for Covered Health Care Services incurred during this 31-day grace period. Any such
Benefit payment is made in reliance on the receipt of the full Premium due from you by the end of the grace
period.

However, if we pay Benefits for any claims during the grace period, and the full Premium is not paid by the end of
the grace period, we will require repayment of all Benefits paid from you or any other person or ggganization that
received payment on those claims. If repayment is due from another person or organization, ree to assist
and cooperate with us in obtaining repayment. You are responsible for repaying us if we ar uccessful in
recovering our payments from these other sources.

If you are receiving an Advance Payment of Tax Credit, as allowed under section 3 i ed for
by the Patient Protection and Affordable Care Act (PPACA), you will have a three-mo i
which you may pay your Premium and keep your coverage in force. We will pay for Co

No claims will be paid beyond the first month of the grace period until
month grace period.

Adjustments to Premiums

We reserve the right to change the schedule of Premiums g
written notice of any change in Premium to the Policyhold : e date of the
change.
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Section 4: When Coverage Ends

General Information about When Coverage Ends
As permitted by law, we may end this Policy and/or all similar policies for the reasons explained j

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

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

Unless otherwise stated, an Enrolled Dependent's coverage ends on the date the Policyhold
We will refund any Premium paid and not earned due to Policy termin

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

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

This Policy will renew on January 1 of each calendar; I if any of the
following occur:

e  We refuse to renew all policies issued onghi - e type and level of Benefits, to residents of
the state where you then live, as explai Policy Ends below.

e There is fraud or intentional misreprese ith your knowledge in filing a claim for
Benefits, as explained under Fraud or Inti 1 on below.

e  Your eligibility would otherwise be prohibite

If you believe that your cove alth care requirements, race, gender, age, or
sexual orientation you may a ealth Insurance Grievance Procedure or to the
New Mexico Office of Superinte following address:

perintendent of Insurance

PO Box 1689
Fe, NM 87504-1689

What Events

rmined by BeWell that this Policy will terminate because the Policyholder no longer lives in
rea. Note that you are still eligible for coverage if you intend to reside in the Service Area,
hout a fixed address, or you have entered with a job commitment or are seeking

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

=  The date we specify, after we give you and the applicable state authority at least 180 days prior written
notice, that we will terminate this Policy because we will discontinue offering and refuse to renew all
individual policies/certificates in the individual market in the state where you reside.

e You Are No Longer Eligible
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Your coverage ends on the date you are no longer eligible to be a Policyholder or an Enrolled Dependent, as
determined by BeWell. Please refer to Section 8: Defined Terms for definitions of the terms “Eligible Person,”
“Policyholder,” "Dependent" and "Enrolled Dependent."

e We Receive Notice to End Coverage

Your coverage ends on the date determined by BeWell rules if we receive notice from BeWell j

cting us to
end your coverage.

Your coverage ends on the date determined by BeWell rules if we receive notice from y
your coverage.

Other Events Ending Your Coverage

When any of the following happen, we will provide written 30 days advance notice to the P
coverage has ended on the date we identify in the notice:

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

We will provide at least 30 days advance required : i e will end on the
date we identify in the notice because you comm : constituted fraud, or

i ) iding incorrect
ependent. You may appeal this decision
ow to appeal the decision.

information relating to another person's eligibi
during the notice period. The notice will

intentional misrepresentation of materi ht to demand that you pay back all Benefits we
paid to you, or paid in your name, durin rectly covered under the Policy.

e  You Accept Reimbursement for Premiu

nt by or on behalf of any third party including,
provider sponsored organization for any portion
of the Premium for covera icy. prohibition does not apply to the following third parties:

of the Public Health Service Act.

rograms, including grantees directed by government programs
istent with the program'’s statutory authority.

ill extend the coverage for that child beyond this age if both of the following are true:

child is not able to support him/herself because of mental, developmental, or

e as long as the Enrolled Dependent child is medically certified as disabled and dependent
erwise ends in accordance with the terms of this Policy.

You mu ish 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.

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.
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Continuation of Coverage

Covered family members have the right to continue this policy as the named insured or through a conversion
policy upon the death of the named insured or upon the divorce, annulment or dissolution of marriage or legal
separation of the spouse from the named insured unless coverage terminates for nonpayment of premium,

nonrenewal of the policy or the expiration of the term for which the policy is issued.

Please refer to Section 3: When Coverage Begins and Premiums for enroliment informatio

Reinstatement
If any renewal premium be not paid within the time granted the insured for payment,

without requiring in connection therewith an application for reinstatement, shall reinstate t
however, that if the insurance company or such agent requires an application for reinstatem

insurance company has previously notified the insured in writing of its
reinstated policy shall cover only loss resulting from such accidental i |nju
reinstatement and loss due to such sickness as may begin
respects the insured and insurance company shall have the nder the policy

immediately before the due date of the defaulted premi j i ereon or attached
hereto in connection with the reinstatement. Any prem i
applied to a period for which premium has not been
prior to the date of reinstatement.
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Section 5: How to File a Claim

How Are Covered Health Care Services from Network Providers Paid?

We pay Network providers directly for your Covered Health Care Services. If a Network providergills you for any
Covered Health Care Service, contact us. However, you are required to meet any applicable tible and to
pay any required Co-payments and Co-insurance to a Network provider.

How Are Covered Health Care Services from an Out-of-
Paid?
When you receive Covered Health Care Services from an out-of-Network provider as a r

if we refer you to an out-of-Network provider, you are responsible for requesting payment fr
the claim in a format that contains all of the information we require, as described below.

r reduce any claim if it
nished as soon as reaso
year from the ti roof is

Failure to furnish such proof within the time required shall not invalid
reasonably possible to give proof within such time, provided such proo
possible and in no event, except in the absence of legal capacity,
otherwise required.

Required Information

When you request payment of Benefits from us, yo St provide us g information:

. The Policyholder's name and address.

. The patient's name and age.

. The number stated on your ID card.

. The name and address of the provider o
o The name and address

) An itemized bill from your
description of each charge.

thorized agent of the insurance company, with information sufficient to identify the insured, shall
be deemed notice to the insurance company.

We, upon receipt of a notice of claim, will furnish to the claimant such forms as are usually furnished for filing
proofs of loss. If such forms are not furnished within fifteen days after the giving of such notice the claimant shall
be deemed to have complied with the requirements of this policy as to proof of loss upon submitting, within the
time fixed in the Policy for filing proofs of loss, written proof covering the occurrence, the character and the extent
of the loss for which claim is made.
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Payment of Benefits

We will pay Benefits within 30 days for a clean claim that has been submitted electronically or within 45 days of
the date of receipt for a clean claim that has been submitted manually.

Indemnities payable under this Policy for any loss other than loss for which this Policy provides any periodic

payment will be paid immediately upon receipt of due written proof of such loss. Subject to dueaitten proof of
loss, all accrued indemnities for loss for which this Policy provides periodic payment will be
balance remaining unpaid upon the termination of liability will be paid immediately upon r
proof. Written proof must contain all of the required information.

If a clean claim is not reimbursed within 30 days for an electronic claim or 45 days f
receipt, we will pay interest on that amount at the rate of one and one-half times the p
Mexico banks during the period the claim is unpaid. Interest shall accrue, and the interes
determined, as of the 31st day or 46th day after the proof of loss was furnished.

Payment of Benefits under the Policy shall be in cash or cash equivale
we determine to be adequate. Where Benefits are payable dire

Indemnity for loss of life will be payable in a
respecting such payment which may be pre
designation or provision is then effective, suc €
accrued indemnities unpaid at the insured’s de he insurer, be paid either to such
beneficiary or to such estate. All other indemniti

eficiary designation and the provisions
active at the time of payment. If no such

Allowed Amounts
Allowed Amounts are the amou

e  For Network Beneflts for Cove es provided by a Network provider, except for your cost
sharing obI|

basis from out-of-Network Physicians who have not satisfied the notice and
nforeseen or urgent medical needs that arise at the time a non-Ancillary
which notice and consent has been satisfied as described below, you are not
he out-of-Network provider may not bill you, for amounts in excess of your Co-payment,
eductible which is based on the Recognized Amount as defined in this Policy.

alth Care Services that are Emergency Health Care Services provided by an out-of-
ider, you are not responsible, and the out-of-Network provider may not bill you, for amounts in
your applicable Co-payment, Co-insurance or deductible which is based on the Recognized
Amount as defined in this Policy.

e  For Covered Health Care Services that are Air Ambulance services provided by an out-of-Network
provider, you are not responsible, and the out-of-Network provider may not bill you, for amounts in excess of
your applicable Co-payment, Co-insurance or deductible which is based on the rates that would apply if the
service was provided by a Network provider which is based on the Recognized Amount as defined in this
Policy.
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Allowed Amounts are determined in accordance with our reimbursement policy guidelines or as required by law,
as described in this Policy.

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

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

e  When Covered Health Care Services are received from an out-of-Network provider a
including when there is no Network provider who is reasonably accessible or avail
Health Care Services, Allowed Amounts are an amount negotiated by us or an
Please contact us if you are billed for amounts in excess of your applicable Co-
any deductible. We will not pay excessive charges or amounts you are not legally

nged by us,
provide Covered

When Covered Health Care Services are received from an out-of-Network provider a
Allowed Amounts are determined as follows:

For non-Emergency Covered Health Care Services received at c
Network Physicians when such services are either Ancillary Service
satisfied the notice and consent criteria of section 2799B-2(d) of the Pu
VISIt as defined by the Secretary (mcludmg non- AnC|IIary Service

us.
e  The amount determined by Independent

For the purpose of this provision, "certain Netw
Social Security Act), a hospita

0 a hospital (as defined in 1861(e) of the
ccess hospital (as defined in 1867(mm)(1) of the
section 1833(i)(1)(A) of the Social Security

ate as determined by a state All Payer Model Agreement.

e as determined by state law.

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

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

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

e  The amount determined by Independent Dispute Resolution (IDR).
IMPORTANT NOTICE: You are not responsible, and an out-of-Network provider may not bill you, for amounts in

amount is required by applicable law, determined based upon the median amount n
providers for the same or similar service.

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

POL25.H.2022.1EX.NM 73



Section 6: Summary of Health Insurance Grievance
Procedures

This is a summary of the process you must follow when you request a review of a decision by your insurer. You
will be provided with detailed information and appropriate complaint forms by your insurer at e
addition, you can review the complete New Mexico regulations that control the process on t
Care Bureau page found under the Department's tab on the Office of Superintendent of
website, located at www.osi.state.nm.us. You may also request a copy from your insur

P.O. Box 6111

Mail Stop CA-0197

Cypress, CA 90630

or from OSI by calling 1-505-827-4601 or toll free at 1-855-427-5674.

Prior Authorizatio

Coverage: First, the insurer determines whether the iCg e terms of your health
en your insurer will not

Medical necessity: Next, if the insurer find
determines, in consultation with a physician,
physician determines medical necessity eithe
after application of uniform standards used by i if you have a crippling hand injury that
could be corrected by plastic surgery and you a i your insurer pay for cosmetic plastic

surgery to give you a more at ive nose, your i rove your first request for hand surgery but

disapprove the second requ

Srvice is covered by the policy, the insurer
ervice is medically necessary. The consulting

Experimental or Investigation
authorization if the service you are
not pay for experi

on the terms of your policy, your insurer might also deny
e scope of your policy. For example, if your policy does
are requesting is classified as experimental, the insurer
so deny authorization if a procedure that your provider has

nt for the condition being treated.

ization take?

r authorization decision: The insurer must make a prior authorization decision for most
g days. A standard decision timeline applies to benefit certification requests that are not

, a standard benefit certification request may involve surgical care, like routine hip

ry. An insurer must make an initial decision on a standard request for an exception to an

erapy requirements or drug formulary within 24 hours for urgent care requests and 72 hours for
standard care request. A step-therapy requirement means trying a less expensive drug before “stepping up” to a
more expensive option. Asking for an exception to this requirement means asking to skip the less expensive drug.
A drug formulary exception request means to ask for coverage of a medication that is not on the formulary.

What if | need services in a hurry?

Urgent care situation: An urgent care situation occurs when a decision from the insurer is needed quickly
because: (1) delay would jeopardize your life or health; (2) delay would jeopardize your ability to regain maximum
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function; (3) the physician with knowledge of your medical condition reasonably requests an expedited decision;
(4) the physician with knowledge of your medical or behavioral health condition, believes that delay would subject
you to severe pain or harm that cannot be adequately managed without the requested care or treatment; or (5)
the medical or behavioral health demands of your case require an expedited decision.

If you are facing an urgent care situation or your insurer has notified you that payment for an ongeing course of
treatment that you are already receiving is being reduced or discontinued, you or your provideffmay request an
expedited review and the insurer must either authorize or deny the initial request quickly. Th urer must make

IMPORTANT: If you are facing an emergency, you should seek medical care immed and then
ess once

Adverse determination: An adverse determin
coverage based on medical necessity. This me

es any decision to deny or limit your

can happen pre-service, through a denial of
refuses to pay a claim. If an insurance company
at has previously been covered will no longer
be covered, the insurer must n i limiting that coverage. This type of denial may also
include a refusal to cover a servi i i ht otherwise be provided because the service is
determined to be experimental, inve i ically necessary or appropriate.

An adverse denj
coverage in the

by the plan to retroactively end your coverage or stop offering you
r coverage. For example, an insurance company’s decision to

actices that affect the availability, delivery, or quality of health care services; claims
bursement for health care services; or if your coverage has been terminated.

ow to Appeal a Decision or File a Grievance
ed, how can | appeal this decision?

r services is denied or you are dissatisfied with the way your insurer handles an

you will receive a detailed written description of the grievance procedures from your insurer
detailed instructions for requesting a review. You may submit the request for review either
depending on the terms of your policy. The insurer provides representatives who have been
trained ist you with the process of requesting a review. This person can help you to complete the necessary
forms and with gathering information that you need to submit your request. For assistance, contact the insurer’s
consumer assistance office as follows:

Medical Appeal UnitedHealthcare Appeals & Grievances
PO Box 6111

Mail Stop CA-0197

Cypress, CA 90630
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Telephone: 1-866-842-9268
Fax: 1-888-404-0949
www.myuhc.com/exchange

Prescription Drug Appeal OptumRXx

c/o Appeals Coordinator
PO Box 2975

Mission, KS 66201
Telephone: 1-888-403-3398
Fax: 1-877-239-4565

Always contact your insurance company first about filing an appeal or grievance and speci
assistance filing an appeal or grievance.

If the insurance company is non-responsive or if you have further qu
the New Mexico Office of the Superintendent of Insurance Managed
team at:

Telephone: 1-505-827-4601 or toll free at 1-855-427-56
Address: Office of Superintendent of Insurance -
P.O. Box 1689, Santa Fe, NM 87504

1120 Paseo de Peralta, Fourth Floor,

FAX #: (505) 827-4253, Attn: MHC
E-mail: mhcb.grievance@osi.nm.go
Review of

Who can request a review?

A review may be requested
The patient may be the actual
person whose medical benefit is

ent who receives coverage through the policy holder. The
vant.” If you are selecting someone to act on your

behalf, such as a provider, you may i designating that person to be your representative in the
appeal.

Appealing an a¢ overage determination - first level review

If you are dissatis , ision by your insurer, you have the right to request that the insurer’s

decision be reviewe
may choose to conta

enerally recognized standards.

to decide whether to request a review?

vide? What else can | provide?

insurer review its decision, you can ask the insurer to provide you with a list of the

the medical director consider, such as a statement or recommendation from your doctor, a written statement from
you, or published clinical studies that support your request.

How long does a first level internal review take?

Expedited review. If a review request involves an urgent care situation, your insurer must complete an expedited
internal review as required by the medical demands of the case, but in no case later than 72 hours from the time
the internal review request was received.
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Standard review. Your insurer must complete both the medical director's review and (if you then request it) the
insurer's internal panel review within 30 days after receipt of your pre-service request for review or within 60 days
if you have already received the service.

The medical director denied my request - now what?

anel that is
that is

If you remain dissatisfied after the medical director’s review, you may either request a review b
selected by the insurer or you may skip this step and ask that your request be reviewed by
appointed by the Superintendent.

. If you ask to have your request reviewed by the insurer’s panel, then you have
the panel in person or by telephone or have someone, (including your attorne

Important: If you are covered under the NM State Healthcare Purchasing Act as a
may NOT request an IRO review if you skip the panel review.

. If you decide to skip the panel review, you will have the opportuni
the IRO, but you will not be able to appear in person or b
information to the IRO.

How long do | have to make my decision?

If you wish to have your request reviewed by the ins
you receive the medical director’s decision. If you wis
directly to the IRO, you must inform OS/ of yo i
decision.

er's panel review and have your matter go
onths after you receive the medical director’s

What happens during a panel review?

If you request that the insurer provide a panel t i isi insurer will schedule a hearing with a
group of medical and other professionals to revi . equest was denied because the insurer
felt the requested services we xperimental or were investigational, then the
panel will include at least on perience with the requested services.

The insurer will contact you with nel’s hearing date so that you may arrange to attend in
person or by telephone or arrange d with you or on your behalf. You may review all the

consider. If you ing i r by telephone, you may ask questions of the panel members. Your
medical providerima i telephone, may address the panel, or send a written statement.
iew within 30 days following your original request for an internal

as been reviewed by the insurer’s panel and you are still dissatisfied with the decision, you
from the date of the panel decision to request a review by an IRO.

What’s an RO and what does it do?

An IRO (Independent Review Organization) is a certified organization appointed by OS/ to review requests that
have been denied by an insurer. The /RO employs various medical and other professionals from around the
country to perform reviews. Once OS/ selects and appoints an /RO, the /RO will assign one or more professionals
who have specific credentials that qualify them to understand and evaluate the issues that are particular to a
request. Depending on the type of issue, the IRO may assign a single reviewer to consider your request, or it may
assign a panel of reviewers. The /RO must assign reviewers who have no prior knowledge of the case and who
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have no close association with the insurer or with you. The reviewer will consider all the information that is
provided by the insurer and by you. (OS/ can assist you in getting your information to the /RO.) In deciding, the
reviewer may also rely on other published materials, such as clinical studies.

The IRO will report the final decision to you, your provider, your insurer, and to OS/. Your insurer must comply
with the decision of the IRO. If the IRO finds that the requested services should be provided, then, the insurer
must provide them.

The IRO’s fees are billed directly to the insurer — there is no charge to you for this

How long does an /RO review take?

The IRO must complete the review and report back within 20 days after it receives the
the review. (However, if the IRO has been asked to provide an expedited review regardin
the IRO must report back within 72 hours after receiving all the information it needs to revie

Review by the Superintendent of Insurance

If you remain dissatisfied after the /RO’s review, you may still be able
Superintendent. You may submit your request directly to OS/, within 20
meets certain requirements, a hearing will be scheduled. You willthen ha

y also ask other
rs to hear the

Insurance and any fees for the hearing
o be represented by an attorney or

There is no charge to you for a review by
officers are billed directly to the insurer.
your witnesses require a fee, you will need

ves your request, it will appoint two or more members to form a committee to review the
. The committee members must be representatives of the company who were not involved

e information, and/or attend the hearing in person or by telephone.

If you are unable to prepare for the committee hearing within the time set by the insurer, you may request that the
committee hearing be postponed for up to 30 calendar days. The reconsideration committee will mail its decision
to you within 7 days after the hearing.

How can | request an external review?

If you are dissatisfied with the reconsideration committee’s decision, you may ask the Superintendent to review
the matter within 20 days after you receive the written decision from the insurer. You may submit the request to
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OSlI using forms that are provided by your insurer. Forms are also available on the OSI website located at
www.osi.state.nm.us. You may also call OS/ to request the forms at 1-505-827-4601 or toll free at 1-833-427-
5674.

How does the external review work?

information for
py to you. You

Upon receipt of your request, the Superintendent will request that both you and the insurer su
consideration. The insurer has five days to provide its information to the Superintendent, wi
may also submit additional information including documents and reports for review by the
Superintendent will review all the information received from both you and the insurer a
within 45 days after receipt of the complete request for external review. If you need
information, you may request an extension of up to 90 days. Any extension will caus
decision to take more time.

General Information
Confidentiality

Any person who comes into contact with your personal health care rec uring the grievance pro

. In fact, the

Special needs and cultural and linguistic diversity

Information about the grievance procedures will be pa erent language upon

sumer assistance

Reporting requirements

Insurers are required to provide an annual re ent with details about the number of
grievances it received, how many were resolv
review the results of the annual reports on the

Superintendent of Insurance. This is not legal
not discussed in these procedures.

The preceding summary ha
advice, and you
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Section 7: General Legal Provisions
What Is Your Relationship with Us?

It is important for you to understand our role with respect to this Policy and how it may affect y
this Policy under which you are insured. We do not provide medical services or make treat
means:

e administer
ecisions. This

. We communicate to you decisions about whether the Policy will cover or pay f you
may receive. The Policy pays for Covered Health Care Services, which are m i
Policy.

. The Policy may not pay for all treatments you or your Physician may believe are nee

not pay, you will be responsible for the cost.

We may use individually identifiable information about you to identify
products or services that you may find valuable. We will use individua
permitted or required by law, including in our operations and in our rese
commercial purposes including research.

Please refer to our Notice of Privacy Practices for details.,

What Is Our Relationship with Pro

to Covered Persons.

We do not provide health care services or su i ine. We arrange for health care providers to
participate in a Network and we pay Benefits. i dependent practitioners who run their own
offices and facilities. Providers are not required ifi umbers, targeted averages, or maximum

durations of patient visits.

What Is Your Relati

ar provider, any amount identified as a member responsibility, including Co-payments,
eductible and any amount that exceeds the Allowed Amount, when applicable.

ely 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.

Examples of financial incentives for Network providers are:
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. Bonuses for performance based on factors that may include quality, member satisfaction and/or cost-
effectiveness.

. Capitation - a group of Network providers receives a monthly payment from us for each Covered Person
who selects a Network provider within the group to perform or coordinate certain health care services. The
Network providers receive this monthly payment regardless of whether the cost of providiag or arranging to
provide the Covered Person's health care is less than or more than the payment.

. Bundled payments - certain Network providers receive a bundled payment for a gr;
Care Services for a particular procedure or medical condition. Your Co-paymen
be calculated based on the provider type that received the bundled payment.
receive these bundled payments regardless of whether the cost of providing or
Covered Person's health care is less than or more than the payment. If you recei
related to a procedure where a bundled payment is made, an additional Co-paymen
may not be required if such follow-up services are included in the bundled payment. Y
Covered Health Care Services that are not considered part of t
Covered Health Care Services would be subject to the applic
described in the Summary of Benefits and Coverage ("SBC").

Covered Health
or Co-insu e will

We use various payment methods to pay specific Network proyi
change. If you have questions about whether your Networ! 3
incentives, we encourage you to discuss those questions . us at the

telephone number on your ID card. We can advise w any financial
incentive, including those listed above.
Are Incentives Available to Y
Sometimes we may offer coupons, enhance i [ entives to encourage you to take part in
various programs, including wellness progra i agement programs, surveys, discount
programs, administrative programs, and/or pro more cost-effective setting. In some
instances, these programs may be offered in combi i tedHealthcare entity. The decision about
whether or not to take part in agrogram is yours . r, we recommend that you discuss taking part in
such programs with your Ph unity to participate in available programs and
of any criteria for eligibility. C . nge or the telephone number on your ID card if
you have any questions.
imited to, the following:

e Gift card ince > i $500 for completing certain activities throughout the year, such

as having a \ rimary Care Physician or taking other plan communication-related

r terms, conditions, limitations and exclusions set out in the Policy, including this Policy,
Benefits and Coverage ("SBC") and any Riders and/or Amendments.

is authority to other persons or entities that provide services in regard to the administration of
the Policy.

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.

This authority provision is not intended - nor is it administered - to deny Covered Persons of their lawful rights to:
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. Challenge Benefit determinations as part of the internal complaint system.
. File complaints.
. Obtain independent medical exams.

This provision is designed to:

o Accommodate the rapidly changing state of medical knowledge and practice.

. Permit us to take advantage of the most current scientific and medical thinking t
experimental or unproven procedure falls within the scope of coverage.

. Decisions such as the appropriateness of medical treatment will be made by th

State and other entities (governmental agencies) also have the right to interpret the Policy:

Who Provides Administrative Services?

We provide administrative services or, as we determine, we may arra
administrative services, such as claims processing. The identity of the s
services they provide may be changed from time to time as weJdetermine. i e you prior
notice of any such change, nor are we required to obtain yg ¢ hose persons
or entities in the performance of their responsibilities.

Amendments to this Policy

required notification), we have the right to ¢ i aw or add Benefits or end this Policy.

Any provision of this Policy which, on its effe
statutes or regulations (of the jurisdiction in w
requirements of such statutes and regulations.

with the requirements of state or federal

No other change may be mad i i it i y an Amendment or Rider which has been signed
by one of our officers and ¢ i i i ments. All of the following conditions apply:

. Amendments and Riders i e upon renewal, except as otherwise permitted by law.

. No agent has the authority to i to waive any of its provisions.

formation from you to decide your claim for Benefits. We will keep this information
Iso use de-identified data for commercial purposes, including research, as permitted by
how we may use or disclose your information is found in our Notice of Privacy Practices.

ider 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 whether or not they have
signed the Policyholder's enroliment 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.
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o 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 transfer the information gathered
under this Policy in a de-identified format for commercial purposes, including research and analytic purposes.
Please refer to our Notice of Privacy Practices.

For complete listings of your medical records or billing statements you may contact your h
Providers may charge you reasonable fees to cover their costs for providing records or
forms.

If you request medical forms or records from us, we also may charge you reasonable
completing the forms or providing the records.

A valid authorization to disclose nonpublic personal information will be
that used for any other purpose and is valid for no more than 24 months,

In the event of a question or dispute regarding your rig i etwork Physician of
our choice examine you at our expense. We, at our i opportunity to examine

Change of Beneficiary

Unless the insured makes an irrevocable desig
to the insured and the consent of the beneficia
of this policy or to any change

ot be requisite to surrender or assignment
to any other changes in this policy.

Is Workers' Compen

Benefits provided under this Polic
workers' compensation i

d do not affect any requirements for coverage by

underinsured or uninsured motorist protection, no-fault or traditional auto insurance,
t coverage (auto, homeowners or otherwise), workers' compensation coverage, other
rs or third party administrators.

insurance
or entity who is liable for payment to you on any equitable or legal liability theory.

These third parties and persons or entities are collectively referred to as "Third Parties."

You agree as follows:

. That you will cooperate with us in protecting our right to reimbursement, including, but not limited to:

= Providing any relevant information requested by us.
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= Signing and/or delivering such documents as we or our agents reasonably request to secure the
subrogation and reimbursement claim.

= Responding to requests for information about any accident or injuries.
= Making court appearances.
. That no court costs or attorneys' fees may be deducted from our recovery without our

consent; and so-called "Fund Doctrine" or "Common Fund Doctrine" or "Attorney's F,
defeat this right, and we are not required to participate in or pay court costs or att
attorney hired by you to pursue your damage/personal injury claim.

) That regardless of whether you have been fully compensated or made whole,
Benefits we have paid on your behalf from any full or partial recovery that you or
obtain, whether in the form of a settlement (either before or after any determination
with such proceeds available for collection to include any and all amounts earmarked a
damage settlement or judgment.

. That Benefits paid by us may also be considered to be Benefit
. That you agree that if you receive any payment from an
Injury or illness, whether by settlement (either before g ,

you will serve as a trustee over the funds, and failug i emed as a breach
of your duties hereunder.

. That you or an authorized agent, such as yo ) nd owing us, as stated

stigation of legal action against you.

o That we may set off from any future B
advanced under this section to the ext

ided by us the value of Benefits paid or

. That in the case of your wrongful death, i ion will apply to your estate, the personal

. That the provisions of
child who incurs a Sick
damages arising out of a

thlrd party. If a parent or guardian may bring a claim for
of this reimbursement clause shall apply to that claim.

t we paid in excess of the amount we should have paid under this Policy. If the
rson or organization, you agree to help us get the refund when requested.

you and you do not promptly refund the full amount, we may recover the overpayment by
id amount to pay, in whole or in part, your future Benefits that are payable under the Policy.
m a person or organization other than you, we may recover the overpayment by reallocating
t to pay, in whole or in part; (i) future Benefits that are payable in connection with services
provi r Covered Persons under the Policy; or (ii) future Benefits that are payable in connection with
services provided to persons under other plans for which we 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.
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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 years of the date we notified you of our

final decision on your appeal or you lose any rights to bring such an action against us.

No action at law or in equity shall be brought to recover on this policy prior to the expiration
written proof of loss has been furnished in accordance with the requirements of this PO|IC
be brought after the expiration of three years after the time written proof of loss is req

What Is the Entire Policy?

This Policy, the Summary of Benefits and Coverage ("SBC"), the Policyholder’s applicatio
and/or Amendments, make up the entire Policy. All statements made by the Policyholder will;
fraud, be deemed representations and not warranties and no such statements shall void the in
Benefits unless contained in a written application for such insurance.

Provider Network
We arrange for health care providers to take part in a Netwg

Before obtaining services you should always
change. You can verify the provider's statu
providers is available by contacting us at w
request a copy. If you receive a Covered Hea
incorrectly prior to receipt of the Covered Healt i [ yrovider was a Network provider, either
through a database, provider directory, orinar est for such information (via telephone,
electronic, web-based or inter i ible for cost sharing (Co-payment, Co-insurance
and applicable deductible) t i ice had been provided from a Network

e number on your ID card. A directory of
ge or the telephone number on your ID card to

provider.
It is possible that you might not be from a particular Network provider. The network of

i [ ' rticular Network provider may not be accepting new
patients. If a prq is otherwise not available to you, you must choose another Network

ently receiving treatment for Covered Health Care Services from

eet applicable quality standards or for fraud. If you would like help to find out if you are
e Benefits, please call the telephone number on your ID card.

g a course of treatment using an out-of-Network Physician or health care facility, you
sition of care Benefits. This transition period is available for specific medical

periods of time. If you have questions regarding this transition of care reimbursement

p to find out if you are eligible for transition of care Benefits, please call the telephone

d.

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

If you have a medical condition that we believe needs special services, we may direct you to a Network
Transplant Provider for treatment. If you require a transplant or cellular gene therapy for which expertise is limited,
we will help you select a provider which may be inside or outside your local geographic area.

t Provider,
cluding tolls,
e reimbursed up to

If you are required to travel to obtain such Covered Health Care Services from a Network Tra
you will be eligible for reimbursement of certain travel and lodging expenses. Travel expens
parking, personal vehicle car milage (if more than 50 miles from your home), bus or train
$150 per day during the entire period of time the Covered Person is covered under th

You or your Network Physician must notify us of special service needs (such as tran
services by a Network Transplant Provider. If you do not notify us in advance, and if yo
out-of-Network facility (regardless of whether it is a Network Transplant Provider) or othe
Provider, Benefits will not be paid.

Health Care Services from Out-of-Network Pr
Benefits

If specific Covered Health Care Services are not available from i le for
Network Benefits when Covered Health Care Services are s with prior
authorization. In this situation, your Network Physician wi i is not available
from a Network provider, we will work with you and yQ e through an Out-of-

Network Provider.

Health Care Services from O gent Care Providers Paid as
Network Benefits

If you receive a Covered Health Care Service urgent care provider, when reasonable
access to a Network urgent care provider is no i
provider at the same level of Benefits as the Ne
urgent care provider means

re provider. Reasonable access to a Network
red Person's residence.
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Section 8: Defined Terms
Air Ambulance - medical transport by helicopter or airplane.

Alcohol Dependency Treatment Center - a facility that provides a program for the treatment of alcohol
dependency pursuant to a written treatment plan approved and monitored by a Physician or megts the quality
standards of the appropriate authority and which also meets the following:

. It is affiliated with a Hospital under a contractual agreement with an established sy; or patient referral.

o It is accredited as such a facility by the Joint Commission on Accreditation of

. It meets at least the minimum standards adopted by the Substance Abuse Bur ioral Health
Services Division of the Health and Environment Department for treatment of alco
treatment centers.

Person cost sharing responsibility, for a Covered Health Care Servic
by an Out-of-Network Provider.

. As reported by generally recognized professio
o As used for Medicare.
. As determined by medical staff and o

determination that we accept.

Alternate Facility - a health care facility that is
an outpatient basis, as permitted by law:

o Surgical services.
. Emergency Health Care
Rehabilitative, laboratory, dia services.

r Substance-Related and Addictive Disorders Services on an

ency medicine, anesthesiology, pathology, radiology and neonatology;
istant surgeons, hospitalists, and intensivists;

rvices, including radiology and laboratory services, unless such items and services are
rom the definition of Ancillary Services as determined by the Secretary;

. Provided by such other specialty practitioners as determined by the Secretary; and
. Provided 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
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amount that exceeds Allowed Amounts or Recognized Amounts when applicable. The Summary of Benefits and
Coverage ("SBC") will tell you if your plan is subject to payment of an Annual Deductible and how it applies.

Autism Spectrum Disorder - a condition marked by enduring problems communicating and interacting with

others, along with restricted and repetitive behavior, interests or activities, and as listed in the current edition of
the International Classification of Diseases section on Mental and Behavioral Disorders or the Di
Statistical Manual of Mental Disorders published by the American Psychiatric Association.

Basic Health Care Benefits - benefits for Medically Necessary services consisting of pr
emergency care, inpatient and outpatient Hospital and Physician care, diagnostic labor;
therapeutic radiological services and does not include services for alcohol or substa
rehabilitation treatment.

Behavioral Health Services - professional and ancillary services for the treatment, habi
identification of Mental llinesses, substance use disorders and trauma spectrum disorders, |
detoxification, Residential Treatment and partial hospitalization, intensive outpatient therapy, o
medications, including brand-name pharmacy drugs when generics a i

Congenital Anomaly - a physical develop
within the first twelve months of birth.

Co-payment - the charge, stated as a set doll
Care Services.

Please note that for Covered
o The Co-payment.
. The Allowed Amount or th

Cosmetic Proced i nge or improve appearance without significantly

his Policy under Section 2: Exclusions and Limitations.

Policyholder or a Dependent, but this term applies only while the person is enrolled under
you" and "your" in this Policy to refer to a Covered Person.

- 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
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function, as opposed to improving that function to an extent that might allow for a more independent
existence.

Definitive Drug Test - quantitative test to identify specific medications, illicit substances and metabolites with
numerical results reporting the specific quantities of a substance.

Dependent - the Policyholder's legal spouse or a child of the Policyholder or the Policyholder' use. The term

"child” includes:

) A natural child.

. A stepchild.

o A legally adopted child.

. A child placed for adoption.
o A child for whom legal guardianship has been awarded to the Policyholder or the Policyh
The following conditions apply:

o A Dependent includes a child listed above under age 26.

. A child is no longer eligible as a Dependent on the Iag

as a Dependent on the Policyholder's federal e with the parent or in
the insurer's service area.

The Policyholder must reimburse us for any me a child did not satisfy these conditions.

e body by diffusion from one fluid
compartment to another through a semi-perm
in common clinical usage: hemodialysis and p

d by a practitioner/provider that is
njury, or to prevent the Covered Person'’s further

Durable Medical Equipment
Medically Necessary for the
deterioration. This equipmen
accidental Injury, and includes i uipment, wheelchairs, Hospital beds, crutches, and other
medical equipment.

Eligible Person igibili irements determined by BeWell. An Eligible Person must
live within the S

Emergency - a ition manifesting itself by acute symptoms of sufficient severity

physical health of the Covered Person (or, with respect to a pregnant woman, the
1 or her unborn child) in serious jeopardy;

S. As used in this plan, “Experimental” or “Investigational” as related to drugs, devices and medical
treatments or procedures means:

e  The drug or device cannot be lawfully marketed without approval of the U.S. Food and Drug Administration
(FDA) and approval for marketing has not been given at the time the drug or device is furnished; or
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o Reliable evidence shows that the drug, device or medical treatment or procedure is the subject of on-going
phase I, Il, or Il clinical trials or under study to determine its maximum tolerated dose, its toxicity, its safety,
its efficacy, or its efficacy as compared with the standard means of treatment or diagnosis; or

e Reliable evidence shows that the consensus of opinion among experts regarding the drug, medicine, and/or
device, medical treatment, or procedure is that further studies or clinical trials are necessan@to determine its

treatment or diagnosis; or
e  Except as required by State law, the drug or device is used for a purpose that is

e  For the purposes of this section, “reliable evidence” shall mean only published j in the
authoritative medical and scientific literature listed in State law; the written protoco
treatment facility or the protocol(s) of another facility studying substantially the same
treatment or procedure; or the written informed consent used by the treating facility or b
studying substantially the same drug, device or medical treatment or procedure; or

e Asused in this section, “Experimental” or “Investigational” does
types of therapy that are the subjects of on-going phase IV clinica

Freestanding Facility - an outpatient, diagnostic or ambulatog i ich performs
services and submits claims separately from a Hospital.

Functional or Physical Impairment - a Functional or
deviation from the normal function of a tissue or org
capacity to move, coordinate actions, or perform ph
of the following areas:

o physical and motor tasks;
. independent movement;
) performing basic life functions.

Genetic Counseling - couns a qualified

. Identifying your potenti

. i ks and limitations of Genetic Testing to help you make

dlood or other tissue for changes in genes (DNA or RNA) that may indicate an
g a specific disease or disorder, or provide information to guide the selection of
es, including cancer.

not biologically related to the child.

- services that help a person learn, keep, or improve skills and functional abilities that they

impairment. Most Hearing Aids share several similar electronic components, and technology used for
amplification may be analog or digital. (Semi-implantable electromagnetic Hearing Aids and bone-anchored
Hearing Aids are classified by the U.S. Food and Drug Administration (FDA) as Hearing Aids. Some non-
wearable hearing devices are described as hearing devices or hearing systems. Because their function is to bring
sound more effectively into the ear of a person with hearing loss, for the purposes of this Policy, they are Hearing
Aids).
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Home Health Agency - a program or organization authorized by law to provide health care services for care or
treatment of a Sickness or Injury in the home.

Home Health Care Services - services provided to a Covered Person confined to the home due to physical
illness. Home Health Care Services and home intravenous services and supplies will be provided by a Home
Health Agency at a Covered Person’s home when prescribed by the Covered Person’s practitio

the last six months of life due to a Terminal lliness.
Hospital - an institution that is operated as required by law and that meets both of th

. It is mainly engaged in providing inpatient health care services, for the short te
injured or sick persons. Care is provided through medical, diagnostic and surgica
supervision of a staff of Physicians.

. It has 24-hour nursing services.

A Hospital is not mainly a place for rest, Custodial Care or care of th
convalescent home or similar institution.

Hospital-based Facility - an outpatient facility that performs

Independent Freestanding Emergency Department - g

o Provides Emergency Health Care Servi

Infusion Therapy - means treatment by pl i 1ts into the vein and parenteral administration of
medications and nutrients.

Inpatient Rehabilitation Facility - any of the follQwi vides inpatient rehabilitation health care services
' herapy), as authorized by law:

. A long term acute reha

. A Hospital, or

ders. The most common IBT is Applied Behavior Analysis (ABA).

ram - a structured outpatient treatment program.

elated and Addictive Disorders Services, the program provides nine to nineteen hours per
ed programming for adults and six to nineteen hours for adolescents, consisting primarily of

. Fewer than seven days each week.
. Fewer than eight hours each day for periods of 21 days or less.

Exceptions may be made in certain circumstances when the need for more care is finite and predictable.
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Long-term Acute Care Facility (LTAC) - means a facility or Hospital that provides care to people with complex
medical needs requiring long-term Hospital stay in an acute or critical setting.

Maintenance Program - A program with the goals to maintain the functional status or to prevent decline in
function.

Medically Necessary - health care services, that are all of the following as determined by us
consultation with your health care provider.

designee in

. In accordance with Generally Accepted Standards of Medical Practice.

o Clinically appropriate, in terms of type, frequency, extent, service site and dur:
effective for your Sickness, Injury, Mental lliness, substance-related and addict
symptoms.

. Not mainly for your convenience or that of your doctor or other health care provider.

. Not more costly than an alternative drug, service(s), service sit

produce equivalent therapeutic or diagnostic results as to the
Injury, disease or symptoms.

Generally Accepted Standards of Medical Practice are standa
C unity, relying
primarily on controlled clinical trials, or, if not available, 9 i i e institution that

Necessary. The decision to apply Physician
determination of when to use any such expert

opinion in determining whether health care
specialty society recommendations, the cho
opinion, shall be determined by us.

We develop and maintain clinical policies that i epted Standards of Medical Practice

specific services. These clini i revised from time to time), are available to
hone number on your ID card. They are also

diagnosis and treatment of those mental health or psychiatric
he International Classification of Diseases section on Mental

Psychiatric Associa fition is listed in the current edition of the International Classification of
Diseases section on

elated and Addictive Disorders Delegate - the organization or individual,
2s or arranges Mental Health Care Services and Substance-Related and Addictive

f Mental Disorders published by the American Psychiatric Association. The fact that a
in the current edition of the International Classification of Diseases section on Mental and
Behavioral Disorders or Diagnostic and Statistical Manual of Mental Disorders published by the American
Psychiatric Association does not mean that treatment for the condition is a Covered Health Care Service.

Morbid Obesity Surgery - procedures that are performed to treat comorbid conditions associated with morbid
obesity.
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Necessary Medical Supplies - medical supplies that are used in the home with covered DME are covered when
the supply is necessary for the effective use of the item/device (e.g., batteries for power wheelchairs and
prosthetics, or tubing for a delivery pump).

Network - when used to describe a provider of health care services, this means a provider that has a participation
agreement in effect (either directly or indirectly) with us or with our affiliate to participate in our
not include those providers who have agreed to discount their charges for Covered Health C
affiliates are those entities affiliated with us through common ownership or control with us
corporate parent, including direct and indirect subsidiaries.

our ultimate

A provider may enter into an agreement to provide only certain Covered Health Car
Covered Health Care Services, or to be a Network provider for only some of our pro
provider will be a Network provider for the Covered Health Care Services and products
participation agreement and an out-of-Network provider for other Covered Health Care Se
The participation status of providers will change from time to time.

Network Area - the Service Area, supplemented by any additional pr:
providers. Contact us at www.myuhc.com/exchange or the telephone
information on the Network Area.

Network Benefits - the description of how Benefits are paid

Benefits and how Network Benefits apply.

Network Transplant Provider - a provider and/or f
organization contracting on our behalf to deliver transg
not be located within your geographic area. If is né dbtain such Covered Health Care Services
from a Network Transplant Provider, you m rsement of certain travel expenses. A Hospital
or Physician that is in the Network for medic Network Transplant Provider. To receive
Network Benefits for transplantation services, in consultation with your provider, assist you
with locating a Network Transplant Provider fo

New Pharmaceutical Produc i uct or new dosage form of a previously approved
Pharmaceutical Product. It appli i tarting on the date the Pharmaceutical Product or new
dosage form is approved by the U. inistration (FDA) and ends on the earlier of the following
dates:

° The date 3 ignee, which is based on when the Pharmaceutical Product is

strategies are implemented.

e description of how Benefits are paid for Covered Health Care Services provided
. The Summary of Benefits and Coverage ("SBC") will tell you if your plan offers Out-
w Out-of-Network Benefits apply.

any Doctor of Medicine or Doctor of Osteopathy who is properly licensed and
have a participation agreement in effect (either directly or indirectly) with us or with

ho acts within the scope of his or her license will be considered on the same basis as a

Physician.

Out-of-Network Provider - when used to describe a provider of health care services, this means a provider that
does not have a participation agreement in effect (either directly or indirectly) with us or with our affiliate to
participate in our Network.
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Out-of-Pocket Limit - the maximum amount you pay every year. The Summary of Benefits and Coverage
("SBC") will tell you how the Out-of-Pocket Limit applies.

Partial Hospitalization/Day Treatment/High Intensity Outpatient - a structured ambulatory program. The
program may be freestanding or Hospital-based and provides services for at least 20 hours per week.

Pharmaceutical Product(s) - U.S. Food and Drug Administration (FDA)-approved prescriptio ications or

products administered in connection with a Covered Health Care Service by a Physician.
Physician - any Doctor of Medicine or Doctor of Osteopathy who is properly licensed a

Please Note: Any podiatrist, dentist, psychologist, chiropractor, optometrist, obstetrici
assistant, Certified Nurse Midwife, Registered Lay Midwife or Registered Nurse in Ex
Nurse Practitioner, independent social worker, woman's health care provider, Practition
Doctor of Oriental Medicine or other provider who acts within the scope of his or her licens
the same basis as a Physician.

Policy - the entire agreement that includes all of the following:
. This Policy.

o Summary of Benefits and Coverage ("SBC").
. Policyholder Application.

. Riders.

o Amendments.

These documents make up the entire agree Policyholder.
Policyholder - the person (who is not a Dep

Practitioner of the Healing Arts - any perso i ificate authorizing the licensee to offer or
undertake to diagnose, treat, operate on or pre , injury, disease, deformity or physical or
mental condition pursuant to:

3 The Chiropractic Phy.
o The Dental Health Care
. The Medical Practice Act.
. Chapter 6 e 10 NMSA 19

. The Acup

a negative or positive result.

Primary Care Physician - a Physician , geriatrician, internist, physician assistant, or nurse practitioner who has a
majority of his or her practice in general pediatrics, internal medicine, obstetrics/gynecology, family practice or
general medicine, who, within the scope of the professional license, supervises, coordinates and provides initial
and basic care to Covered Persons.
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Private Duty Nursing - A provision of continuous Skilled Care from Registered Nurses (RNs) or Licensed
Practical Nurses (LPNs) in an individual’s residence by a Home Health Agency, under the direction of the
patient’s Physician.

Provider - A licensed provider who is contracted to provide medical services to Covered Persons (as defined
within the provider contract). The provider may be a Hospital, pharmacy, other facility or a Physigian or health
care professional who has contractually accepted the terms and conditions as set forth.

Qualified Health Plan Issuer - a health insurance issuer that offers a Qualified Health PI accordance with a

certification from BeWell.

Recognized Amount - the amount which Co-payment, Co-Insurance and applicabl i i d on for
the below Covered Health Care Services when provided by out-of-Network providers:

e  Out-of-Network Emergency Health Care Services.
¢ Non-Emergency Covered Health Care Services received at certain Network facilities by o
satisfied the notice and consent criteria of section 2799B-2(d) o
this provision, "certain Network facilities" are limited to a hosp|tal (a
Act), a hospital outpatient department a critical access hos
any other facility specified by the Secretary.
The amount is based on one of the following in the Q
1) An All Payer Model Agreement if adopted,
2) State law, or

3) The lesser of the qualifying payment a nder applicable law, or the amount billed by
the provider or facility.

The Recognized Amount for Air Ambulance se of-Network provider will be calculated
based on the lesser of the qualifying payment a ined under applicable law or the amount billed by
the Air Ambulance service p

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

o ¢ 1 physical functional disorder resulting from a disease or

and associated procedures following a mastectomy that resulted from disease,
ernal breast prosthesis incidental to the surgery.

eatment related to a chronic and/or acute health iliness or condition. The plan of treatment will
es for which progress will be tracked by one or more Remote Physiologic Monitoring devices.
Remote physiologic monitoring must be ordered by a licensed physician or other qualified health professional who
has examined the patient and with whom the patient has an established, documented and ongoing relationship.
Remote Physiologic Monitoring may not be used while the patient is inpatient at a Hospital or other facility. Use of
multiple devices must be coordinated by one Physician.

Residential Treatment - treatment in a Residential Treatment Center, which provides Mental Health Care
Services or Substance-Related and Addictive Disorders Services. It must meet all of the following requirements:
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. Provides a program of treatment, under the active participation and direction of a Physician.

. Offers organized treatment services that feature a planned and structured regimen of care in a 24-hour
setting and provides at least the following basic services:
. Room and board.
= Evaluation and diagnosis.
] Medication provision/assistance.
. Counseling.
] Referral and orientation to specialized community resources.

A Residential Treatment Center that qualifies as a Hospital is considered a Hospital.

hours a day.
Rider - any attached written description of additional Covered Health Ca
Covered Health Care Services provided by a Rider may be subj
for those that are specifically amended in the Rider.

Secretary - as that term is applied in the No Surpriseg S ns Act (P.L. 116-260).

Service Area - the geographic area where w
appropriate regulatory agency.

Short-Term Acute Care Facility - means a faci that provides care to people with medical needs
[ ch as for recovery following a surgery, care

Sickness - physical illness, dise erm Sickness as used in this Policy includes Mental
lliness or substance-related and a

e of behavioral health disorders.

Specialist - a Physician who has a majority of his or her practice in areas other than general pediatrics, internal
medicine, general obstetrics/gynecology, family practice or general medicine.

Specialty 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 Specialty Dispensing Entities.
Sub-Acute Facility - means a facility that provides intermediate care on short-term or long-term basis.
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Substance-Related and Addictive Disorders Services - services for the diagnosis and treatment of alcoholism
and substance-related and addictive disorders that are listed in the current edition of the International
Classification of Diseases section on Mental and Behavioral Disorders or Diagnostic and Statistical Manual of
Mental Disorders published by the American Psychiatric Association. The fact that a disorder is listed in the
current edition of the International Classification of Diseases section on Mental and Behavioral Disorders or
Diagnostic and Statistical Manual of Mental Disorders published by the American Psychiatric iation does not
mean that treatment of the disorder is a Covered Health Care Service.

Surrogate - a female who becomes pregnant usually by artificial insemination or transfi
(embryo) for the purpose of carrying the fetus for another person.

Temporomandibular Joint Syndrome (TMJ) - Temporomandibular joint and muscl
group of conditions and symptoms characterized by pain and dysfunction to the tempor:
surrounding muscles that control jaw movement. Symptoms often include pain or tenderne
temporomandibular joint, ear, neck, back, or shoulder pain, limited jaw mobility, or audible so
movement.

Terminal lliness - in the context of hospice means a life expectancy,
less.

Tertiary Care Facility - a Hospital unit which provides comple

provided through facilities, group homes and supervi

those defined in the American Society of Addi Criteria, and are either:

e  Sober living arrangements such as dru
and safe housing, an alcohol/drug-free
addition to ambulatory treatment when it

2hol/drug halfway houses. They provide stable
for recovery. They may be used as an
and structure needed to help you with

recovery; or

e  Supervised living arrang as facilities, group homes and supervised
apartments. They provi portunity to learn how to manage activities of
daily living. They may be iti atment when it doesn't offer the intensity and structure

Unproven Servi ervices, inclu dications and devices, regardless of U.S. Food and Drug

health condition o ficial effect on health outcomes due to insufficient and
inadequate clinica igned randomized controlled trials or observational studies in the

care services. These medical and drug policies are subject to change without prior notice. You can
view these policies at www.myuhc.com and www.liveandworkwell.com.

Please note:

. If you have a life-threatening Sickness or condition (one that is likely to cause death within one year of the
request for treatment) we may, as we determine, consider an otherwise Unproven Service to be a Covered
Health Care Service for that Sickness or condition. Prior to such a consideration, we must first establish
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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 - Medically Necessary health care services provided in urgent situations for unforeseen conditions
due to illness or Injury that are not life-threatening but require prompt medical attention.

Urgent Care Center - a facility operated to provide health care services in emergencies or aft urs, or for
unforeseen conditions due to illness or Injury that are not life-threatening but require promp cal attention.

Virtual Network Provider - a provider or facility that has entered into an agreement wit
organization contracting on our behalf, to deliver Covered Health Care Services thro

technology or audio only.
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Section 9: Coordination of Benefits

Benefits When You Have Coverage under More than One Plan

This section describes how Benefits under the Policy will be coordinated with those of any oth
provides benefits to you. The language in this section is from model laws drafted by the Nati
Insurance Commissioners (NAIC) and represents standard industry practice for coordinati

n that
Association of

When Does Coordination of Benefits Apply?

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

e Primary Plan. The Plan that pays first is called the Primary Pla
accordance with its policy terms without regard to the possibility {

expenses.
e Secondary Plan. The Plan that pays after the Prima . ndary Plan may
reduce the benefits it pays so that payments from a | Allowable
Expense. Allowable Expense is defined below.
Definitions
For purposes of this section, terms are defi
A. Plan. A Plan is any of the following th services for medical, pharmacy or dental care
or treatment. If separate contracts are i ed coverage for members of a group, the
separate contracts are considered parts e is no COB among those separate
contracts.

1. Plan includes:
contracts, close p or group-type coverage (whether insured or

g-term care contracts, such as skilled nursing care;

tomobile contracts; and Medicare or any other federal

e two, each of the parts is treated as a separate Plan.

eans, in a COB provision, the part of the contract providing the health care benefits

ion to certain benefits, such as dental benefits, coordinating only with similar benefits, and
her COB provision to coordinate other benefits.

nefit Determination Rules. The order of benefit determination rules determine whether This
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 secondary, it determines its benefits after
those of another Plan and may reduce the benefits it pays so that all Plan benefits do not exceed 100% of
the total Allowable Expense.
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D. Allowable Expense. Allowable Expense is a health care expense, including deductibles, co-insurance and
co-payments, that is covered at least in part by any Plan covering the person. When a Plan provides
benefits in the form of services, the reasonable cash value of each service will be considered an Allowable
Expense and a benefit paid. An expense that is not covered by any Plan covering the person is not an
Allowable Expense. In addition, any expense that a provider by law or according to contractual agreement
is prohibited from charging a Covered Person is not an Allowable Expense.

The following are examples of expenses or services that are not Allowable Expense

1. The difference between the cost of a semi-private hospital room and a pri
Allowable Expense unless one of the Plans provides coverage for priv

2. If a person is covered by two or more Plans that compute their benefit pa
usual and customary fees or relative value schedule reimbursement metho
reimbursement methodology, any amount in excess of the highest reimbursem
specific benefit is not an Allowable Expense.

3. If a person is covered by two or more Plans that provid
negotiated fees, an amount in excess of the highest of th
Expense.

4. If a person is covered by one Plan that calculs

Plans. However, if the provider has con
service for a specific negotiated fi
payment arrangement and if t
the Allowable Expense used b

ermits, the negotiated fee or payment shall be
0 determine its benefits.

5. The amount of any benefit reduc i because a Covered Person has failed to
comply with the Plan provisions is
provisions include second surgical i thorization of admissions and preferred provider
arrangements.

E. Closed Panel Plan. Cl
primarily in the form of se
the Plan, and that excludes b
or referral 3 panel member.

ides health care benefits to Covered Persons
providers that have contracted with or are employed by
vided by other providers, except in cases of emergency

parent awarded custody by a court decree or, in the absence of
child resides more than one half of the calendar year excluding

of benefits and provides that this supplementary coverage shall be in excess of any other
an provided by the contract holder. Examples of these types of situations are major medical
that are superimposed over base plan hospital and surgical benefits and insurance type
coverages that are written in connection with a Closed Panel Plan to provide out-of-network benefits.

C. A Plan may consider the benefits paid or provided by another Plan in determining its benefits only when it
is secondary to that other Plan.

D. Each Plan determines its order of benefits using the first of the following rules that apply:
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1. Non-Dependent or Dependent. The Plan that covers the person other than as a dependent, for
example as an employee, member, policyholder, subscriber or retiree is the Primary Plan and the
Plan that covers the person as a dependent is the Secondary Plan. However, if the person is a
Medicare beneficiary and, as a result of federal law, Medicare is secondary to the Plan covering the
person as a dependent; and primary to the Plan covering the person as other than a dependent (e.g.

Plan and the other Plan is the Primary Plan.

2. Dependent Child Covered Under More Than One Coverage Plan. U
stating otherwise, plans covering a dependent child shall determine th

a) For a dependent child whose parents are married or are living toget
have ever been married:

(1)  Unless specified otherwise, the plan determined to be primary by m
plans, pays first.

b) For a dependent child whose parents are divorce
whether or not they have ever been married:

(1)  The plan of the parent decreed b
coverage pays first.

(2)  When a court decree or org
plan determined to be pri

edical coverage, the
pays first.

(3) Ifacourt decree st
parent has respo
dependent child, t

benefits.

e joint custody without specifying that one
are expenses or health care coverage of the
agraph a) above shall determine the order of

r of benefits shall be determined, as applicable, under
pove as if those individuals were parents of the child.

ee or Retired or Laid-off Employee. The Plan that covers a person as an active

is, an employee who is neither laid off nor retired is the Primary Plan. The same

f a person is a dependent of an active employee and that same person is a

t of a retired or laid-off employee. If the other Plan does not have this rule, and, as a result,
do not agree on the order of benefits, this rule is ignored. This rule does not apply if the

ed D.1. can determine the order of benefits.

A or State Continuation Coverage. If a person whose coverage is provided pursuant to
BRA or under a right of continuation provided by state or other federal law is covered under
another Plan, the Plan covering the person as an employee, member, subscriber or retiree or
covering the person as a dependent of an employee, member, subscriber or retiree is the Primary
Plan, and the COBRA or state or other federal continuation coverage is the Secondary Plan. If the
other Plan does not have this rule, and as a result, the Plans do not agree on the order of benefits,
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this rule is ignored. This rule does not apply if the rule labeled D.1. can determine the order of

benefits.

5. Longer or Shorter Length of Coverage. The Plan that covered the person the longer period of time
is the Primary Plan and the Plan that covered the person the shorter period of time is the Secondary
Plan.

6. If the preceding rules do not determine the order of benefits, the Allowable Exp, shall be shared

equally between the Plans meeting the definition of Plan. In addition, This P
than it would have paid had it been the Primary Plan.

| not pay more

Effect on the Benefits of This Plan

A. When This Plan is secondary, it may reduce its benefits so that the total benefits p

Primary Plan. The Secondary Plan may then reduce its payme
with the amount paid by the Primary Plan, the total benefits pa|d
not exceed the total AIIowabIe Expense for that cla|m Jo

coverage.

B. If a Covered Person is enrolled in two or more

Right to Receive and Release

Certain facts about health care coverage and i apply these COB rules and to determine
benefits payable under This Plan and other Pla we need from, or give them to, other
organizations or persons for the purpose of appl etermining benefits payable under This
Plan and other Plans coverin

We need not tell, or get the ¢
give us any facts we need to ap
information we need to apply these
denied.

ch person claiming benefits under This Plan must
mine benefits payable. If you do not provide us the
e Benefits payable, your claim for Benefits will be

Payments
A payment made e : include an amount that should have been paid under This Plan. If it

oenefits in the form of services, in which case "payment made" means reasonable cash
ed in the form of services.

ments we made is more than we should have paid under this COB provision, we may
one or more of the persons we have paid or for whom we have paid; or any other person
ay be responsible for the benefits or services provided for you. The "amount of the

ludes the reasonable cash value of any benefits provided in the form of services.

How Are Benefits Paid When This Plan is Secondary to Medicare?

If This Plan is secondary to Medicare, then Benefits payable under This Plan will be based on Medicare's reduced
benefits.
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Medicaid

If a person is covered by Medicaid, any overlapping benefits they receive from health insurance or reimbursed
payments under Third Party Liability rules shall be paid to the Health Service Department or the appropriate state

$V
?\
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Section 10: Outpatient Prescription Drugs

This section of the Policy provides Network Benefits for Prescription Drug Products.

Because this section is part of a legal document, we want to give you information about t
help you understand it. Certain capitalized words have special meanings. We have defi
the Policy in Section 8: Defined Terms or in this section under the heading Defined
Prescription Drugs.

cument that will

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

NOTE: The Coordination of Benefits provision in the Policy in Sectio oordination of Benefits a

Prescription Drug Products covered through this section. Benefits for iption Drug Products will
coordinated with those of any other health plan in the same manner as B for Covered He Care Services
described in this Policy.
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Introduction

Coverage Policies and Guidelines

Our Individual and Family Plan Pharmacy Management Committee (IPMC) makes tier placement changes on our
behalf. The IPMC places FDA-approved Prescription Drug Products into tiers by considering a ber of factors
including clinical and economic information. Clinical factors may include review of the place ji rapy or use as
compared to other similar product or services, site of care, relative safety or effectivenes e Prescription Drug
Product, as well as if certain supply limits or prior authorization requirements should a i
include the Prescription Drug Product's total cost including any rebates and evaluati
of the Prescription Drug Product.

Some Prescription Drug Products are more cost effective for treating specific conditions
therefore, a Prescription Drug Product may be placed on multiple tiers according to the con
Prescription Drug Product was prescribed to treat.

We may, from time to time, change the placement of a Prescription
and changes may happen up to monthly, but not within one hundred t

deductibles or Co-insurance obligations, will not make
Drug Product within one hundred twenty days
Product unless a generic version of the Pre
advance of any of the following changes to t

. d classification, unless that reclassification

e U.S. Food and Drug Administration (FDA); or
the market for any reason.

ted Covered Person the following information in plain language regarding

egarding the method we use to determine the prescription drugs to be included in or excluded
rescription Drug List; and

o A statement of how often we review the contents of each Prescription Drug List.

When considering a Prescription Drug Product for tier placement, the IPMC reviews clinical and economic factors
regarding Covered Persons as a general population. Whether a particular Prescription Drug Product is
appropriate for you is a determination that is made by you and your prescribing Physician.
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NOTE: Tier status for a Prescription Drug Product may be determined by accessing your Benefits for Prescription
Drug Products by contacting us at www.myuhc.com/exchange or the telephone number on your ID card. The tier
to which a Prescription Drug Product is assigned may change as detailed in the Policy.

Prescription Drug Products that are considered to be PPACA Zero Cost Share Preventive Care Medications will
be provided at $0 cost share for Covered Persons.

Identification Card (ID Card) - Network Pharmacy

You must either show your ID card at the time you obtain your Prescription Drug Prod
or you must provide the Network Pharmacy with identifying information that can be
business hours.

If you don't show your ID card or provide verifiable information at a Network Pharmacy, y
and Customary Charge for the Prescription Drug Product at the pharmacy.

submit a claim on this basis, you may pay more because you did not
Drug Product was dispensed. The amount you are reimbursed will be
less the required Co-payment and/or Co-insurance, and any deductible t

Submit your claim to:
OptumRx Claims Department
PO Box 650540
Dallas, TX 75265-0540

Specialty Pharmacies

If you require certain Prescription Drug Produ j ited to, Specialty Prescription Drug
Products, we may direct you to a Specialty Pha
Prescription Drug Products. If you choose not to i escription Drug Product from the Specialty
Pharmacy, you may not have

Network Pharméa
use the chosen
choose a Networl

inate all future pharmacy services. Benefits will be paid only if you
ake a choice within 31 days of the date we notify you, we will

y make access available to discounts or incentive programs. Incentive programs may be
opulations and may include other incentives. These discount and incentive programs

access these discount and incentive programs. These programs may be offered or
us or through a third party vendor. If we receive any funds from a third party vendor in

g the discount or incentive programs available to you, we will use those funds to offset our
u access to the programs.

conjunction with
costs of providi

d mailings or provide other communications to you, your Physician, or your pharmacy that
communicate a variety of messages, including information about Prescription and non-prescription Drug Products.
These communications may include offers that enable you, as you determine, to purchase the described product
at a discount. In some instances, non-UnitedHealthcare entities may support and/or provide content for these
communications and offers. Only you and your Physician can determine whether a change in your Prescription
and/or non-prescription Drug regimen is appropriate for your medical condition.
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Special Programs

We may have certain programs in which you may receive an enhanced Benefit based on your actions such as
adherence/compliance to medication or treatment regimens, and/or taking part in health management programs.
You may access information on these programs by contacting us at www.myuhc.com/exchange or the telephone

number on your ID card. %
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Benefits for Prescription Drug Products

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

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

Benefits are available for Preferred brand drugs, Non-preferred brand drugs, and 9
medications, as appropriate, from retail or mail order pharmacies.

What Happens When a Brand-name Drug Becomes Available as a Generic?

you will no longer have Benefits for that particular Brand-name Pres
How Do Supply Limits Apply?

Benefits for Prescription Drug Products are subject to the sug i ary of Benefits
and Coverage ("SBC"). For a single Co-payment and/or i iption Drug
Product up to the stated supply limit.

Note: Some products are subject to additional supp
limits are subject, from time to time, to our review anad
Prescription Order or Refill and/or the amountdi
amount be dispensed.

ay limit the amount dispensed per
supply, or may require that a minimum

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

imit for dispensing by contacting us at

Specialty Prescription Drug Products
Benefits are provided for Sp

Please see Defined Terms for ipti rugs for a full description of Specialty Prescription Drug
Products.

1 design, this section may offer limited Network Pharmacy providers. You can confirm
work Pharmacy by calling the telephone number on your ID card or you can access a

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

PPACA and Preventive Care Medications

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

e  Prescribed by a Physician;

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

e  The medication is filled at a Network Pharmacy.

Contact us at www.myuhc.com/exchange or call the number on your ID card to find out i
PPACA Zero Cost Share Preventive Care Medication.

If your health care provider determines you need a medication that is not on the PP
Preventive Care Medication list, they can let us know your medication is Medically Nec
information about your diagnosis and medication history. If you are using your medication
condition and it is approved, it will be covered at no cost to you. If you are using it to treat an
condition, a cost share may apply.

List of Zero Cost Share Medications

You may obtain up to a one-month supply, unless adjusted based on th
based on supply limits, of certaln Prescription Drug Products

We shall allow you to fill or refill a prescriptio day supply and apply a prorated daily
copayment or coinsurance for the fill or refill, i

. The prescriber determines the fill or refill

chemotherapeutic a
Care Services, rega 5 er placeme t. This includes anticancer medlcatlons used to kill or slow the growth

-name Drugs when a generic equivalent is not available. Zero cost share applies to
ription Drug Products obtained at a Network Pharmacy only.

scription Drug Products are available for pharmacotherapy when prescribed by a Physician for
tobacco cessation treatment and are limited to:

o Two 90-day courses of pharmacotherapy per Covered Person per calendar year.

. Initiation of any course of pharmacotherapy will be considered an entire course of pharmacotherapy, even if
a Covered Person discontinues or fails to complete the course.
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Over-the-counter PPACA Zero Cost Share Preventive Care Medications for tobacco cessation covered as part of
the two 90-day courses of pharmacotherapy per Covered Person include: Nicotine replacement gum, nicotine
replacement lozenge, nicotine replacement patch. Prescription tobacco cessation medications include bupropion
sustained-release (generic Zyban) tablet, Nicotrol Inhaler, Nicotrol Nasal Spray, and varenicline tartrate (generic
Chantix) tablet. Please note, this list is subject to change.

For the purposes of this Policy, "pharmacotherapy” means the use of first-line drugs, approve
and Drug Administration (FDA) and available by prescription only, to assist in the cessatio
smoking. Benefits for pharmacotherapy for tobacco cessation treatment are subject to a
of this Policy.

Contraceptive Coverage

You may owe cost sharing if you receive a Brand-name contraceptive
equivalent is available.

Note: Additional contraceptive Benefits are available under
Health Care Services.

Covered Contraceptive Methods

e  Oral Contraceptives (The Pill) (Combined Pill)
e  Oral Contraceptives (Extended/Continu
e  Oral Contraceptives (Mini Pill — Proges
e Patch

e  Vaginal Contraceptive Ring
e  Diaphragm with Spermi
e  Sponge with Spermicide
e  Cervical Cap with Spermicide
e Male Condg
e Female Co

Spermicide

our pharmacy. If you need to change your contraceptive method before the six-month
ay do so without cost-sharing. You will not owe cost sharing for any related contraceptive
cts management.

is available within the same category of contraception. Please see the table of contraceptive categories above.
Ask your provider about a possible equivalent.

Non-Covered Contraceptives

If your provider determines that a non-covered contraceptive is Medically Necessary, your provider may ask us to
cover that contraceptive without cost-sharing. If we deny the request, you or your provider can submit a grievance
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to contest that denial. If your health care provider determines that the use of a non-covered contraceptive is
Medically Necessary, the health care provider’s determination will be final.

Male Condoms
This plan covers male condoms. No prescription or cost sharing is required for coverage of male condoms.
Please see the section below on Coverage for Contraception Where a Prescription Is Not Requited for

instructions on reimbursement for condoms.

Sexually Transmitted Infections
Your plan covers, and no cost sharing applies to, contraception methods that are pre
and treatment of sexually transmitted infections.

Coverage for Contraception Where a Prescription Is Not Required

Your plan covers contraception with no cost sharing even when a prescription is not requir
methods such as condoms or Plan B may fall into this category. You will not have to pay upfr
contraceptives that do not require a prescription when obtained through a Network pharmacy.
purchases, you may submit a request for reimbursement as follows:

e  Within 90 days of the date of purchase of the contraceptive metho
e Provide the receipt with the item name and amount, yo e following:
OptumRx Claims Department
PO Box 650334
Dallas, TX 75265-0334
Or,
e  Provide the receipt with the reimbursem .myuhc.com/exchange, to the following:
OptumRx Claims Department
PO Box 650334
Dallas, TX 75265-03

If you submit your complete re lectronically or by fax, we will reimburse you within 30
days of receiving the request. If y i request for reimbursement by U.S. mail, we will
i uest may lead to delays in reimbursement.

Availability of ¢
Under your plan, ider to prescribe or dispense contraceptive coverage is not a
covered Benefit.

Drug Products are dispensed to you, your Physician or your pharmacist is required to
om us or our designee. The reason for obtaining prior authorization from us is to

your Physician or your pharmacist to obtain prior authorization from us or our designee so
we C whether the Prescription Drug Product, in accordance with our approved guidelines, was
y a Specialist.

The Prescription Drug Products requiring prior authorization are subject, from time to time, to our review and
change, but not less than one hundred twenty days of any previous change to coverage for that Prescription Drug
Product, unless a generic version of the prescription drug is available. You may find out whether a particular
Prescription Drug Product requires notification/prior authorization by accessing your Prescription Drug List at
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https://www.uhc.com/member-resources/pharmacy-benefits/prescription-drug-lists/individual-exchange or by
contacting us at www.myuhc.com/exchange or the telephone number on your ID card.

Uniform prior authorization forms can be found online at
https://www.uhcprovider.com/content/dam/provider/docs/public/prior-auth/pa-requirements/commercial/NM-
Commercial-Prior-Author-Form.pdf or requested by calling us at the telephone number on your ID card. Once the
uniform prior authorization form has been received, a response will be sent within three busin ys or be
deemed approved.

If your Physician or your pharmacist is not able to obtain prior authorization from us bef
Product is dispensed, you may seek reimbursement after you receive the Prescriptio
seek reimbursement from us as described in the Policy in Section 5: How to File a

When you submit a claim on this basis, you may pay more because your Physician or y
obtain prior authorization from us before the Prescription Drug Product was dispensed. Th
reimbursed will be based on the Prescription Drug Charge, less the required Co-payment an
and any deductible that applies.

Benefits may not be available for the Prescription Drug Product after
we determine that the Prescription Drug Product is not a Covered Healt
Necessary or it is an Experimental or Investigational or UnprovemServi

related to such programs by contacting us at www.
card.

ed by the U.S. Food and Drug Administration
er, cancer, or a substance use disorder,

Prior authorization requirements do not app
(FDA) that is prescribed for the treatment of
pursuant to a medical necessity determinatio
generic version is available.

Does Step Therapy Ap

Certain Prescription Drug Pr j quirements. In order to receive Benefits for such
Prescription Drug Products you scription Drug Product(s) first.

www.myuhc.co

articular step therapy drug is not appropriate, the provider may
rescription drug should be substituted. We will work with your

If your prescribi
submit a medical

er this Policy or your previous health coverage, you have tried the step therapy drug or
on drug in the same pharmacologic class or with the same mechanism of action as the step

o The step therapy protocol is not in your best interest, based on clinical appropriateness, because your use of
the prescription drug is expected to:

=  Cause a significant barrier to your adherence to, or compliance with, your plan of care;

=  Worsen a comorbid condition;

»  Decrease your ability to achieve or maintain reasonable functional ability in performing daily activities.
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If an exception to step therapy requirements is granted, coverage of the prescription drug that is the subject of the
exception request will be authorized for no less than the duration of the therapeutic effect of the drug.

Step therapy requirements do not apply to contraceptives. In addition, step therapy requirements do not apply to
medication approved by the U.S. Food and Drug Administration (FDA) that is prescribed for the treatment of an
autoimmune disorder, cancer, or a substance use disorder, pursuant to a medical necessity det ination, except
in cases in which a biosimilar, interchangeable biologic or generic version is available.

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

When a Prescription Drug Product is not listed on the PDL, you, your designee, or you
other prescriber) may request an exception for the Prescription Drug Product not listed o
as if it were included in the PDL. Review of an exception request takes into consideration th
Drug Product, how it is administered, and the associated Medically Necessary services.

The treatment for which the Prescription Drug Product not listed on t
Health Care Service. In addition, your prescribing Physician (or other
determine that:

e  The Prescription Drug Product on the PDL has been, g ¥ ective for you;
or

e  The Prescription Drug Product on the PDL has g
experience adverse reactions.

Standard Exception Request

To request an exception, you, your designe Physician (or other prescriber) may contact us in
writing or call the toll-free number on your ID : i ity of our determination within 72 hours.

Please note, if your request for an exception is
Co payment and/or Co-insurance based on the

be responsible for paying the applicable
ct tier placement, or at the second highest

Based on exigent circumstances,
request an expedited review. Exige

our prescribing physician (or other prescriber) may
when you are suffering from a health condition that may

seriously jeopard to regain maximum function or when you are undergoing a current
course of treat | > We will make a coverage determination on an expedited review
request based o ' ify you, your designee and the prescribing physician (or other
prescriber, as app ge determination no later than 24 hours following receipt of the request. If

we grant an except € mstances, we will provide coverage of the non-formulary drug for
the duration of the e

the IRO will notify you, your designee and your prescribing physician (or other prescriber,
overage determination no later than 72 hours following receipt of the request, if the original
rd exception request, and no later than 24 hours following receipt of the request if the

an expedited exception. If we grant an external exception review of a standard exception
rovide coverage of the non-formulary drug for the duration of the prescription. If we grant an
external exception of an expedited exception request, we will provide coverage of the non-formulary drug for the
duration of the exigency.
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What Do You Pay?

You are responsible for paying the Annual Deductible stated in the Summary of Benefits and Coverage ("SBC")
which is attached to your Policy before Benefits for Prescription Drug Products under this Policy are available to
you unless otherwise allowed under your Policy.

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

You are responsible for paying the applicable Co-payment and/or Co-insurance describ
Benefits and Coverage ("SBC") table. You are not responsible for paying a Co-paym -i ce for
PPACA Zero Cost Share Preventive Care Medications.

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

The amount you pay for the following under your Policy may not be included in calculating an
Limit stated in your Policy:

e Any non-covered drug product. You are responsible for paying 1

be available to you.

We will not produce a health benefits plan for sale or phg
disclosure to the purchaser of the plan or services of th
protections. When calculating your cost-sharing obli
discounts provided or payments made by manufacture
amount will accumulate toward your Out-of-P

| drug cost-sharing
e shall credit you for
rug claim, and the

Payment Information

NOTE: When Covered Health Care Services
may be reduced.

n Health Service provider, your cost share

Payment Term And De

Co-payment

Pharmacy is a specific dollar amount.

or Prescription Drug cts at a Retail Network Pharmacy, you are responsible for paying the lowest of the
following:

rug Products from a mail order Network Pharmacy, you are responsible for paying the lower of
the following:

e  The applicable Co-payment and/or Co-insurance.
e  The Prescription Drug Charge for that Prescription Drug Product.

You are not responsible for paying a Co-payment and/or Co-insurance for PPACA Zero Cost Share Preventive
Care Medications.

POL25.H.2022.1EX.NM 114



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

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

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

2. Coverage for Prescription Drug Products for the amount dispensed (days' su
exceeds the supply limit.

3. Coverage for Prescription Drug Products for the amount dispensed (days' supply o
less than the minimum supply limit.

Prescription Drug Products dispensed outside the United State

treatments for specific diseases and/or dosage reg

investigational or unproven. This exclusion doe ipti t provided to a
patient during a cancer clinical trial if the drug : .S. nd Drug
Administration (FDA), whether or not the FDA 1 ating the patlent s

provider of the drug.

7. Prescription Drug Products furnished deral government. Any Prescription Drug
Product to the extent payment or bene i : able from the local, state or federal
government (for example, Medicare) wh enefits are received, except as otherwise

provided by law.

8. Prescription Drug Pro ss or Mental lliness arising out of, or in the
er any workers' compensation law or other

fits is made or payment or benefits are received.

pacers specifically stated as covered.

ept the following, which require a Prescription Order or Réfill:

ith fluoride to prevent dental cavities in children.

packaging or repackagers of Prescription Drug Products.

n 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.  Prescription Drug Products when prescribed to treat infertility except for the diagnosis and treatment of any
underlying cause of infertility as described under Physician’s Office Services — Sickness and Injury in
Section 1: Covered Health Care Services.

18.  Prescription Drug Products not placed on a tier of the Prescription Drug List at the time the Prescription
Order or Refill is dispensed. We have developed a process for reviewing Benefits for a Pr, ipti
Product that is not on an available tier of the Prescription Drug List, but that has been
Medically Necessary alternative. For information about this process, call the telepho
card.

19. Compounded drugs that do not contain at least one ingredient that has been
and Drug Administration (FDA) and requires a Prescription Order or Refill. Co at contain
a non-FDA approved bulk chemical. Compounded drugs that are available as a s
available Prescription Drug Product. (Compounded drugs that contain at least one i
a Prescription Order or Refill are placed on Tier 5.)

20. Drugs available over-the-counter that do not require a Prescripti

21.  Certain New Prescription Drug Produ
placed on a tier by our IPMC.

22.  Growth hormone for children with famili ature based upon heredity and not caused
by a diagnosed medical condition).

23.  Any product for which the pri i ition, nutritional supplements, or dietary
management of disea ipti i ducts even when used for the treatment of
Sickness or Injury. Fo iti

24. A Prescription Drug Produ ive ingredient(s) available in and Therapeutically
Equivalent to another covere
monthly, butino more than one d twenty days of any previous change to coverage for that

ide at any time to reinstate Benefits for a Prescription Drug Product

25, ipti sontains (an) active ingredient(s) which is (are) a modified version of and

19 Product. We may decide at any time to reinstate Benefits for a Prescription Drug
2viously excluded under this provision.

ug Products for which there are Therapeutically Equivalent alternatives available,
ed by law or approved by us. Such determinations may be made up to monthly, but
e hundred twenty days of any previous change to coverage for that Prescription Drug

y decide at any time to reinstate Benefits for a Prescription Drug Product that was

ded under this provision.

27. cts, including but not limited to prescription fluoride topicals.

28. scription Drug Product with either:
= An approved biosimilar.
= A biosimilar and Therapeutically Equivalent to another covered Prescription Drug Product.

For the purpose of this exclusion a "biosimilar” is a biological Prescription Drug Product approved based on
both of the following:
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29.
30.

31.

32.

Ll It is highly similar to a reference product (a biological Prescription Drug Product) and

. It has no clinically meaningful differences in terms of safety and effectiveness from the reference
product.
= Such determinations may be made up to monthly, but no more than one hundred twenty days of any

previous change to coverage for that Prescription Drug Product. We may decide
reinstate Benefits for a Prescription Drug Product that was previously exclude

y time to
r this provision.

Diagnostic kits and products, including associated services.

Publicly available software applications and/or monitors that may be availabl
Order or Reéfill.

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

Drugs to treat sexual dysfunction and/or impotency.
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Defined Terms for Outpatient Prescription Drugs

Brand-name - a Prescription Drug Product: (1) which is manufactured and marketed under a trademark or name
by a specific drug manufacturer; or (2) that we identify as a Brand-name product, based on available data
resources. This includes data sources such as Medi-Span, that classify drugs as either brand or generic based on
a number of factors. Not all products identified as a "brand name" by the manufacturer, pharmagg, or your
Physician will be classified as Brand-name by us.

Chemically Equivalent - when Prescription Drug Products contain the same active ingr

Generic - a Prescription Drug Product: (1) that is Chemically Equivalent to a Brand-
identify as a Generic product based on available data resources. This includes data
that classify drugs as either brand or generic based on a number of factors. Not all pro
"generic" by the manufacturer, pharmacy or your Physician will be classified as a Generic

Individual and Family Plan Pharmacy Management Committee (IPMC) - the committee th
placing Prescription Drug Products into specific tiers.

List of Zero Cost Share Medications - a list that identifies certain P
Drug List (PDL) that are available at zero cost share (no cost to you). Y
Medications by contacting us at www.myuhc.com/exchange g

Network Pharmacy - a pharmacy that has:

3 Entered into an agreement with us or an organij ide Prescription Drug
Products to Covered Persons.

. Agreed to accept specified reimbursem
3 Been designated by us as a Network
A Network Pharmacy may be a:

. Retail Network Pharmacy.

. Specialty Network Phar,
. Mail Order Network Ph

New Prescription Drug Produc roduct or new dosage form of a previously approved
n the date the Prescription Drug Product or new dosage

and Affordable Care Act of 2010.

reventive Care Medications - the medications that are obtained at a Network
Order or Refill from a Physician and that are payable at 100% of the Prescription
tion of any Co-payment, Co-insurance or Annual Deductible) as required by

e following:

telephone number on your ID card.

Prescription Drug Charge - the rate we have agreed to pay our Network Pharmacies for a Prescription Drug
Product dispensed at a Network Pharmacy. The rate includes any applicable dispensing fee and sales tax.

Prescription Drug List (PDL) - a list of Prescription Drug Products that are covered by your Policy. This list
places into tiers medications or products that have been approved by the U.S. Food and Drug Administration
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(FDA). This list is subject to our review and change from time to time. You may find out to which tier a particular
Prescription Drug Product has been placed by contacting us at www.myuhc.com/exchange or the telephone
number on your ID card.

Prescription Drug Product - a medication or product that has been approved by the U.S. Food and Drug
Admm/strat/on (FDA) and that can, under federal or state Iaw be dlspensed only accordmg toa i

o Inhalers (with spacers).
. Insulin.
. Certain vaccines/immunizations administered at a Network Pharmacy.
. The following diabetic supplies:
] standard insulin syringes with needles;
] blood-testing strips - glucose;
= urine-testing strips - glucose;
] ketone-testing strips;
" certain insulin pumps;
" certain continuous glucose monitors;
= lancets and lancet devices;
= glucose meters, including thos
" injection aids, including those a

the legally blind;
. glucagon emergency kits; and

= prescriptive or:

Prescription Order or Refill - a Prescription Drug Product issued by a duly licensed
health care provider whose scope ng such a directive
Specialty Phar an agreement with us or with an organization contracting

on our behalf, td rug Products. This may include Specialty Prescription Drug
Products. Not all\Ne aci ialty Pharmacies.

ge - the usual fee that a pharmacy charges individuals for a Prescription Drug
ce to reimbursement or pricing agreed to by the pharmacy and any third party. This fee
dispensing fee and sales tax.
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Section 11: Pediatric Dental Care Services

How Do You Use This Document?

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

, for Covered

What Are Defined Terms?

Because this section is part of a legal document, we want to give you information about
help you understand it. Certain capitalized words have special meanings. We have defined
the Policy in Section 8: Defined Terms or in this section under the heading Defined Terms for
Care Services.

When we use the words "we," "us," and "our" in this document, we are
Mexico, Inc. When we use the words "you" and "your" we are referring to
the term is defined in the Policy in Section 8: Defined Terms,
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How do you Access Pediatric Dental Care Services?

Network Benefits

Benefits - Benefits apply when you choose to obtain Covered Dental Care Services from a Network Dental
Provider. Network Benefits are determined based on the contracted fee for each Covered Den are Service. In
no event, will you be required to pay a Network Dental Provider an amount for a Covered D are Service
that is greater than the contracted fee.

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

You must always check the participation status of a provider prior to seeking services.
participation status of a provider may change. You can check the participation status by c
provider. We can provide help in referring you to a Network Dental Provider.

We will make available to you a Directory of Network Dental Provider.

What Are Covered Dental Care Services?

You are eligible for Benefits for Covered Dental Care
are Necessary and are provided by or under the dirg

What Is a Pre-Treatment Estimate?

If the charge for a Dental Service is expected to
bridgework, you may notify us t begins and receive a pre-treatment estimate. If

hould send a notice to us, via claim form, within

A pre-treatment estima S an agreement to pay for expenses. This procedure lets you know in
advance approxima i expenses will be considered for payment.

for orthodontic services. Speak to your Dental Provider about obtaining a pre-
are Services are provided.

r rather than a percentage of the provider's billed charge. Our negotiated rate 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 Necessary as determined by us
in consultation with your provider. If you agree to receive a service or supply that is not Necessary the Network
provider may charge you. However, these charges will not be considered Covered Dental Care Services and
Benefits will not be payable.
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Annual Deductible

Benefits for Pediatric Dental Care Services provided under this section are subject to the Annual Deductible
stated in the Summary of Benefits and Coverage ("SBC").

Out-of-Pocket Limit - any amount you pay in Coinsurance for Pediatric Dental Care Services under this section
applies to the Out-of-Pocket Limit stated in the Summary of Benefits and Coverage ("SBC").

Benefits for Pediatric Dental Care Services
Benefits are provided for the Dental Care Services stated in this section when such

A. Necessary.
B. Provided by or under the direction of a Dental Provider.

C. Clinical situations that can be effectively treated by a less costly, dental appropriate alt
will be given a Benefit based on the least costly procedure.

D. Not excluded as described in Pediatric Dental Exclusions belo

Benefits
Benefit limits are calculated on a calendar year basis unlg

Pediatric Dental Exclusions

2. Any Dental Service or Procedure not lis
Benefits for Pediatric Dental Care Servic

Congenita i rpose is to improve physiological functioning of the involved part
of the bod

ens not accepted by the American Dental Association (ADA) Council on Dental
that an Experimental, or Investigational or Unproven Service, treatment, device or

ions, received with or without a prescription, unless they are dispensed and used in the
during the patient visit.

11.

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.

Setting of facial bony fractures and any treatment related with the dislocation of facial skeletal hard tissue.

13. Replacement of complete dentures, fixed and removable partial dentures or crowns and implants, implant
crowns and prosthesis if damage or breakage was directly related to provider error. This type of
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replacement is the responsibility of the Dental Provider. If replacement is Necessary because of patient
non-compliance, the patient is liable for the cost of replacement.

14.  Services related to the temporomandibular joint (TMJ), either bilateral or unilateral. Upper and lower jaw
bone surgery (including that related to the temporomandibular joint). Orthognathic surgery, jaw alignment,
and treatment for the temporomandibular joint.

15. Charges for not keeping a scheduled appointment without giving the dental office 24
telephone consultations and sales tax.

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

17. Dental Care Services otherwise covered under the Policy, but provided after the
under the Policy ends, including Dental Care Services for dental conditions arising p
individual coverage under the Policy ends.

18.  Services rendered by a provider with the same legal residence ou or who is a membe

including spouse, brother, sister, parent or child.
19.  Foreign Services are not covered outside of the United States.
20. Fixed or removable prosthodontic restoration proced
21.  Procedures related to the reconstruction of a pati
22. Billing for incision and drainage if the involvea
23. Placement of fixed partial dentures solely for the
24. Acupuncture; acupressure and other

25.  Orthodontic coverage does not include i ace maintainer, any treatment related to
treatment of the temporomandibular joi i . e to correct a malocclusion, replacement of

26. Services that exceed imitati i in this section.

Defined Terms for Pe

The following definiti Section 8: Defined Terms of the Policy:

Allowed Denta
is in effect, are o

Covered Dental C
under this section.

ounts for Covered Dental Care Services, incurred while the Policy
Dental Care Services with that provider.

are Service or Dental Procedure for which Benefits are provided

st or dental practitioner who is duly licensed and qualified under the law of jurisdiction
ed to provide Dental Care Services, perform dental surgery or provide anesthetics for

the Policy is in effect, provided such care or treatment is recognized by us as a generally
r treatment according to prevailing standards of dental practice.

are Services and supplies under this section which are determined by us in consultation
rough case-by-case assessments of care based on accepted dental practices to be

. Necessary to meet the basic dental needs of the Covered Person.

. Provided in the most cost-efficient manner and type of setting appropriate for the delivery of the Dental
Care Service.

o Consistent in type, frequency and duration of treatment with scientifically based guidelines of national
clinical, research, or health care coverage organizations or governmental agencies that are accepted by us.
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o Consistent with the diagnosis of the condition.

. Required for reasons other than the convenience of the Covered Person or his or her Dental Provider.

. Demonstrated through prevailing peer-reviewed dental literature to be either:
= Safe and effective for treating or diagnosing the condition or sickness for which their

= Safe with promising efficacy

. For treating a life threatening dental disease or condition.
. Provided in a clinically controlled research setting.
. Using a specific research protocol that meets standards equivalent

National Institutes of Health.

The fact that a Dental Provider has performed or prescribed a proced
only treatment for a particular dental disease does not mean thatitis a
as defined in this section. The definition of Necessary used i

necessary.
Benefit Descriptions and Frequen

Diagnostic Services

Evaluations (Checkup Exams) - Limited to 2
service was done during the visit other than

Periodic oral evaluation.
Limited oral evaluation - probl cused.
Teledentistry - synchronous -
Teledentistry - asynchronous - i arded to dentist for subsequent review.
Comprehensive oral evaluation.

Comprehensive

The following se limit.

Detailed and exte problem focused.

bitewings).
of radiographic images - image capture only.

| radiographic image - image capture only.

Intraoral - periapical radiographic image - image capture only.

Any combination of the following services is limited to 2 series of films per 12 months.
Bitewings - single film.

Bitewings - two films.

Bitewings - four films.
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Vertical bitewings.

Intraoral - bitewing radiographic image - image capture only.
Limited to 1 time per 36 months.

Panoramic radiograph image.

Panoramic radiographic image - image capture only.
2-D Cephalometric radiographic image - image capture only.

3-D Photographic image - image capture only.

The following service is limited to two images per calendar year.
Extra-oral posterior dental radiographic image - image capture only.
The following services are not subject to a frequency limit.
Cephalometric X-ray.

Oral/Facial photographic images.

Interpretation of diagnostic image.

Diagnostic casts.

2-D Oral/facial photographic image obtained intra-orall

Preventive Services
Dental Prophylaxis (Cleanings) - Limited to tw@ytimes eve
Prophylaxis - adult.
Prophylaxis - child.
Fluoride Treatments - Limited to two times eve
Fluoride.

Sealants (Protective Coatin

Space maintaine
Space maintainer
Space maintainer - f
i ble, unilateral - per quadrant.
ble - bilateral maxillary.

bilateral space maintainer - maxillary.
bilateral space maintainer - mandibular.

Re-cement or re unilateral space maintainer - per quadrant.
nilateral space maintainer - per quadrant.
Removal of fixed bilateral space maintainer - maxillary.

Removal of fixed bilateral space maintainer - mandibular.

Distal shoe space maintainer - fixed - unilateral - per quadrant.
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Minor Restorative Services

Amalgam Restorations (Silver Fillings) - Not subject to a frequency limit. Multiple restorations on one surface will
be treated as a single filling.

Amalgams - one surface, primary or permanent.

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

Composite Resin Restorations (Tooth Colored Fillings) - Not subject to a frequency
one surface will be treated as a single filling.

Resin-based composite - one surface, anterior.
Resin-based composite - two surfaces, anterior.
Resin-based composite - three surfaces, anterior.

Resin-based composite - four or more surfaces or involving incised an erior.

Crownsl/Inlays/Onlays
The following services are subject to a limit of one time g

Onlay - metallic - two surfaces.
Onlay - metallic - three surfaces.
Onlay - metallic - four surfaces.
Crown - porcelain/ceramic substrate.
Crown - porcelain fused to high noble metal.
Crown - porcelain fused to predominately base
Crown - porcelain fused to no
Crown - porcelain fused to tit

Crown - 3/4 por
Crown - full cast

ree surfaces.

Re-cement inlay.

Re-cement crown.

Protective restoration.

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

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

Pin retention - per tooth, in addition to crown.

The following services are not subject to a frequency limit.
Prefabricated post and core in addition to crown.

Crown repair necessitated by restorative material failure.

Inlay repair.

Onlay repair.

Veneer repair.

The following service is limited to one time per tooth every 36 months.
Resin infiltration/smooth surface.

Endodontics
The following services are not subject to a frequency limit.
Therapeutic pulpotomy (excluding final restoration).

Partial pulpotomy for apexogenesis - permanent tooth wi
Pulpal therapy (resorbable filling) - anterior primary tg
Pulpal therapy (resorbable filling) - posterior, primary
Anterior root canal (excluding final restoratio
Bicuspid root canal (excluding final restorati
Molar root canal (excluding final restoration).
Retreatment of previous root canal therapy - an
Retreatment of previous root

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

Root amputation - per root.

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

The following services are limited to a frequency of one every 36 months.
Gingivectomy or gingivoplasty - four or more teeth.

Gingivectomy or gingivoplasty - one to three teeth.

Gingivectomy or gingivoplasty - with restorative procedures, per tooth.
Gingival flap procedure , four or more teeth.

Gingival flap procedure, including root planing - one to three contiguous teeth or toot
quadrant.

Osseous surgery.

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

spaces

Bone replacement graft - first site in quadrant.

The following services are not subject to a frequency limit.
Clinical crown lengthening - hard tissue.
Pedicle soft tissue graft procedure.
Free soft tissue graft procedure.
Subepithelial connective tissue graft procedures, pe
Soft tissue allograft.

Free soft tissue graft - first tooth.

Free soft tissue graft - additional teeth.
The following services are limited to one time p
Periodontal scaling and root plami

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

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

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

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

Immediate maxillary partial denture - cast metal framework with resin denture bases (including retentive/clasping
materials, rests and teeth).

Immediate mandibular partial denture - cast metal framework with resin denture bases (including
retentive/clasping materials, rests and teeth).

Removable unilateral partial denture - one piece cast metal (including retentive/clasping m
teeth), maxillary.

Removable unilateral partial denture - one piece cast metal (including retentive/claspij
teeth), mandibular.

Removable unilateral partial denture - one piece flexible base (including retentive/claspi , rests, and

teeth) - per quadrant.

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

The following services are not subject to a frequency limit.
Adjust complete denture - maxillary.

Adjust complete denture - mandibular.
Adjust partial denture - maxillary.

Adjust partial denture - mandibular.

Repair broken complete denture base.
Repair broken complete denture base - ma
Repair broken complete denture base - maxi
Replace missing or broken teeth - complete de
Repair resin denture base.
Repair resin partial denture
Repair resin partial denture ba
Repair cast framework.

ited to rebasing performed more than 6 months after the initial insertion with a
ne per 12 months.

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

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

Reline mandibular partial denture (indirect).

Reline mandibular partial denture (laboratory).

Add metal substructure to acrylic full denture (per arch).
The following services are not subject to a frequency limit.
Tissue conditioning (maxillary).

Tissue conditioning (mandibular).

Bridges (Fixed partial dentures)
The following services are not subject to a frequency limit.

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

Pontic - cast noble metal.

Pontic - titanium and titanium alloys.

Pontic - porcelain fused to high noble metal.

Pontic - porcelain fused to predominately base metal.
Pontic - porcelain fused to noble metal.
Pontic - porcelain fused to titanium and titaniu
Pontic - porcelain/ceramic.
Retainer - cast metal for resin bonded fixed p
Retainer - porcelain/ceramic for resin bonded fi
Inlay/onlay - porcelain/ceramic
Inlay - metallic - two surface
Inlay - metallic - three or more s
Onlay - metallic - three surfaces.

sed to predominately base metal.
used to noble metal.

ed to titanium and titanium alloys.
noble metal.

Retainer crown - ast noble metal.
Retai
Retainer crown - 3/4 titanium and titanium alloys.

4 porcelain/ceramic.

Retainer crown - full cast high noble metal.

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

The following services are not subject to a frequency limit.
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Re-cement or re-bond fixed partial denture.
Core build up for retainer, including any pins.
Fixed partial denture repair necessitated by restorative material failure.

Oral Surgery

The following services are not subject to a frequency limit.

Extraction, erupted tooth or exposed root.

Surgical removal of erupted tooth requiring elevation of mucoperiosteal flap and re
tooth.

Removal of impacted tooth - soft tissue.
Removal of impacted tooth - partially bony.
Removal of impacted tooth - completely bony.
Removal of impacted tooth - completely bony with unusual surgical co
Surgical removal or residual tooth roots.
Coronectomy - intentional partial tooth removal.
Tooth reimplantation and/or stabilization of accidentall

Surgical access of an unerupted tooth.

- per site.

ubject to a frequency limit; however, it is covered as a separate Benefit only if no
e exam and radiographs) were done on the same tooth during the visit.

ent of dental pain - minor procedure.

dically Necessary.

eneral anesthesia each additional 15 minutes.

Deep sedation/general anesthesia - first 15 minutes.

Intravenous moderate (conscious) sedation/anesthesia - first 15 minutes.
Intravenous conscious sedation/analgesia - first 30 minutes.

Intravenous conscious sedation/analgesia - each additional 15 minutes.
Therapeutic drug injection, by report.
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Consultation (diagnostic service provided by a dentist or Physician other than the practitioner providing
treatment).

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

Occlusal guard - soft appliance, full arch.
Occlusal guard - hard appliance, partial arch.

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

Endosteal implant.

Surgical placement of interim implant body.
Eposteal implant.

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

Custom abutment.

Abutment supported porcelain ceramic cro
Abutment supported porcelain fused to high
Abutment supported porcelain fused to predo

for porcelain fused to noble metal fixed partial denture.
or cast high noble metal fixed partial denture.

tainer for predominately base metal fixed partial denture.
tainer for cast metal fixed partial denture.

Implant supported retainer for metal FPD - high noble alloys.

Implant/abutment supported fixed partial denture for completely edentulous arch.
Implant/abutment supported fixed partial denture for partially edentulous arch.
Implant maintenance procedure.
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Scaling and debridement in the presence of inflammation or mucositis of a single implant, including cleaning of
the implant surfaces, without flap entry and closure.

Implant supported crown - porcelain fused to predominantly base alloys.
Implant supported crown - porcelain fused to noble alloys.

Implant supported crown - porcelain fused to titanium and titanium alloys.
Implant supported crown - predominantly base alloys.
Implant supported crown - noble alloys.

Implant supported crown - titanium and titanium alloys.
Repair implant prosthesis.

Replacement of semi - precision or precision attachment.
Repair implant abutment.

Remove broken implant retaining screw.

Abutment supported crown - porcelain fused to titanium and titanium al
Implant supported retainer - porcelain fused to predominantl
Implant supported retainer for FPD - porcelain fused to ng
Implant removal.

Debridement peri-implant defect.
Debridement and osseous peri-implant defec
Bone graft peri-implant defect.
Bone graft implant replacement.
Implant/abutment supported interim fixed dentu
Implant/abutment supported interi
Implant supported retainer -
Implant supported retainer for

3 - porcelain fused to titanium and titanium alloys.

Drthodontics

hodontic treatment are approved by us, only in those instances that are related to
h as cleft lip and or palate, Crouzon’s Syndrome, Treacher-Collins Syndrome, Pierre-
-facial atrophy, hemi-facial hypertrophy; or other severe craniofacial deformities which
ndicapping malocclusion as determined by our dental consultants. Benefits are not

ensive orthodontic treatment for crowded dentitions (crooked teeth), excessive spacing
poromandibular joint (TMJ) conditions and/or having horizontal/vertical (overjet/overbite)

All orthodontic treatment must be prior authorized.

Benefits will be paid in equal monthly installments over the course of the entire orthodontic treatment plan,
starting on the date that the orthodontic bands or appliances are first placed, or on the date a one-step
orthodontic procedure is performed.
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Services or supplies furnished by a Dental Provider in order to diagnose or correct misalignment of the teeth or
the bite. Benefits are available only when the service or supply is determined to be Medically Necessary.

The following services are not subject to a frequency limitation as long as benefits have been prior authorized.
Limited orthodontic treatment of the primary dentition.

Limited orthodontic treatment of the transitional dentition.

Limited orthodontic treatment of the adolescent dentition.
Interceptive orthodontic treatment of the primary dentition.
Interceptive orthodontic treatment of the transitional dentition.
Comprehensive orthodontic treatment of the transitional dentition.
Comprehensive orthodontic treatment of the adolescent dentition.
Removable appliance therapy.

Fixed appliance therapy.

Pre-orthodontic treatment visit.

Periodic orthodontic treatment visit.

Orthodontic retention.

Removal of fixed orthodontic appliances for reasons @ of treat
Repair of orthodontic appliance - maxillary.
Repair of orthodontic appliance - mandibular.
Re-cement or re-bond fixed retainer - maxill
Re-cement or re-bond fixed retainer - mandib
Repair of fixed retainer, includes reattachment
Repair of fixed retainer, includ attachment -
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Section 12: Pediatric Vision Care Services

How Do You Use This Document?

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

What Are Defined Terms?

Because this section is part of a legal document, we want to give you information about
help you understand it. Certain capitalized words have special meanings. We have defined
the Policy in Section 8: Defined Terms or in this section under the heading Defined Terms for
Care Services.

When we use the words "we," "us," and "our" in this document, we are
Mexico, Inc. When we use the words "you" and "your" we are referring to
the term is defined in the Policy in Section 8: Defined Terms.,
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Benefits for Pediatric Vision Care Services

What Are the Benefit Descriptions?

Network Benefits

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

on Network
ay call the provider

Benefits are not available for Vision Care Services that are not provided by a UnitedHe Network

Vision Care Provider.

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

Routine Vision Exam
A routine vision exam of the eyes and according to the standards of care

r area, including:

. A patient history that includes reasons for exam, patig

. Visual acuity with each eye and both eyes, far ang
example, 20/20 and 20/40).

vision tasks, such as reading), and d

o Pupil reaction to light and focusing.

corrective lenses subjective refraction to determine lens power of corrective lenses.

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

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

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

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

Contact Lenses
Lenses worn on the surface of the eye to correct visual acuity limitations.

Benefits include the fitting/evaluation fees, contact lenses, and follow-up care.

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

Necessary Contact Lenses
Benefits are available when a Vision Care Provider has deters

o Keratoconus.

. Anisometropia.

) Irregular corneal/astigmatism.
. Aphakia.

) Facial deformity.

. Corneal deformity.

o Pathological myopia.

. Aniseikonia.

Aniridia.
. Post-trau

Low Vision

who have severe visual problems that cannot be corrected with regular
n Care Provider has determined a need for and has prescribed the service. Such
by the Vision Care Provider and not by us.

plete low vision analysis and diagnosis which includes:
hensive exam of visual functions.

cription of corrective eyewear or vision aids where indicated.
elated follow-up care.

. Low vision therapy: Subsequent low vision therapy if prescribed.

Payment Information

Benefits for Vision Care Services are determined based on the negotiated contract fee between us and the Vision
Care Provider. Our negotiated rate with the Vision Care Provider is ordinarily lower than the Vision Care
Provider's billed charge.
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Annual Deductible

Unless otherwise stated, Benefits for pediatric Vision Care Services provided under this section are subject to any
Annual Deductible stated in the Summary of Benefits and Coverage ("SBC").

Out-of-Pocket Limit - any amount you pay in Co-insurance for Vision Care Services under this section applies to
the Out-of-Pocket Limit stated in the Summary of Benefits and Coverage ("SBC").

Pediatric Vision Exclusions

Except as may be specifically provided in this section under the heading Benefits for
Services, Benefits are not provided under this section for the following:

1. Medical or surgical treatment for eye disease which requires the services of a Ph
Benefits are available as stated in the Policy.
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Services.

6. Missed appointment charges.

7. Applicable sales tax charged on Vision Care

8. Orthoptics or vision therapy training an

9. Corrective surgical procedures such
Keratectomy (PRK).

10.

11.

uired to pay all billed charges directly to your Vision
ent from us. Information about claim timelines and responsibilities
lies to Vision Care Services provided under this section, except

Care Provider.
in the Policy in

formation to us:
By mail:

Claims Department

P.O. Box 30978

Salt Lake City, UT 84130
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By facsimile (fax):
248-733-6060

Defined Terms for Pediatric Vision Care Services
The following definitions are in addition to those listed in Section 9: Defined Terms of the Poli

Covered Contact Lens Formulary - a selection of available contact lenses that may be
UnitedHealthcare Vision Network Vision Care Provider on a covered-in-full basis, subje
applicable Co-payment.

UnitedHealthcare Vision Networks - any optometrist, ophthalmologist, optician or o
us who provides Vision Care Services for which Benefits are available under the Policy.

Vision Care Provider - any optometrist, ophthalmologist, optician or other person who may
Vision Care Services.

Vision Care Service - any service or item listed in this section unde
Care Services.

Vision Care Service and Frequency of
Routine Vision Exam or Refraction only in lieu of a comp
Eyeglass Lenses (single vision, bifocal, trifocal, lenti
Lens Extras (polycarbonate lenses, standard scratch-re
Eyeglass Frames — once every 12 months.
Contact Lenses and Fitting and Evaluation
e  Contact Lens Fitting and Evaluation — on
e  Covered Contact Lens Formulary — limited
Necessary Contact Lenses

Low Vision Care Services (low
these services will be paid as rei
to pay all billed charges at the time

therapy) — once every 24 months. Note that Benefits for
aining these Vision Care Services, you will be required
en obtain reimbursement from us.
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Section 13: Consolidated Appropriations Act Summary

The Policy complies with the applicable provisions of the Consolidated Appropriations Act (the “Act”) (P.L. 116-
260).

No Surprises Act

Balance Billing

Under the Act, the No Surprises Act prohibits balance billing by out-of-Network provi
instances:

. When Ancillary Services are received at certain Network facilities on a non-Emerg
Network Physicians.

of-Network Physicians who have not satisfied the notice and ¢
medical needs that arise at the time a non-Ancillary Service is p
been satisfied as described in the Act.

. When Emergency Health Care Services are provided

. When Air Ambulance services are provided by ax

provided by a Network provider and is deter Recognized Amount.

If you get a bill from an Out-of-Network Pro
owed:

above circumstances that you do not believe is

. Call us first at the telephone number list ard. We will try to the resolve the issue
with the provider on your behalf.

t by phone at 1-800-985-3059 or online at
plaint.

ork facilities" are limited to a hospital (as defined in 1861(e) of the
Social Security A i ent, a critical access hospital (as defined in 1861(mm)(1) of the

ayment to the Out-of-Network Provider:

e Services are received from out-of-Network providers for the instances as described
ich are used to determine our payment to out-of-Network providers, are based on
Jer listed below as applicable:

ent rate as determined by a state All Payer Model Agreement.

ent rate as determined by state law.

o The amount determined by Independent Dispute Resolution (IDR).

Continuity of Care

The Act provides that if you are currently receiving treatment for 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
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https://www.osi.state.nm.us/pages/misc/mhcb-complaint

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.

Provider Directories

The Act provides that if you receive a Covered Health Care Service from an out-of-Networl
informed incorrectly by us prior to receipt of the Covered Health Care Service that the pr,
provider, either through our database, our provider directory, or in our response to yo
information (via telephone, electronic, web-based or internet-based means), your c
than if the service had been provided from a Network provider.

ider and were
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Language Assistance Services
1-877-265-9199, TTY 711

English: Translation services and interpreters are available at no cost to you.
please call the number above or the Member Services number on your health

Spanish: Hay servicios de traduccidn e interpretacidn disponibles sin costo para ust
ayuda, llame al nUmero anterior o al nimero de Servicios para Miembros que figura en
identificacién de su plan de salud.

&l D %LEI’JKJ\ 5% %ﬁﬁﬁo

Vietnamese: Dich vu dich thuat va théng dich
quy vi can tro gidp, vui 16ng goi sb & trén hé
chwong trinh strc khée clia quy vi.

Korean: 119 At 28} E oA} v & Ut 280 o sl

JH)| A HE 2 A 34 A L.

sl oSled gl Il JuaiVl a8 Gacluall ) dalsy 51 S0 san yidl g daa yill Cladd d 535 :Arabic
: ) o yre A8y e 3 sa sal) liae V) ciland i

appeler le numéro ci-dessus ou le numéro de services aux membres figurant
nce maladie.

: g Panstwo bezptatnie skorzystac z ustugi ttumaczenia pisemnego lub ustnego.
Jesli potrzebujg Panstwo pomocy, nalezy zadzwoni¢ pod numer podany powyzej lub numer
ustug dla cztonkdéw podany na karcie identyfikacyjnej cztonka planu ubezpieczenia

zdrowotnego.
'JJ United
Healthcare



German: Ubersetzungsdienste und Dolmetscher stehen lhnen kostenlos zur Verfiigung. Wenn Sie
Hilfe bendtigen, rufen Sie bitte die oben genannte Nummer oder die Nummer des
Mitgliederservices auf lhrer Versichertenkarte an.

Gujarati: 2i<ale AAAL 2l 2AUNAL AHIRLHIZ (g5 GUaos 9. oxl dH Heesdl o632
GURell 12 U2 AUAL AHIZL SE Ll BUDEL 518 UL UGS, AL <612 U2 S1 5320,

ajuda, ligue para o numero acima ou para o numero de Atendi
cartdo de identificacdo do plano de saude.

Japanese: BIERU—EALERRY—EAEF A TEET,
BTV ID H—FOAVN—H—EABSICES

Hindi: S7qaTE HaT0 3T gwTuT eae forg {49
AFITFHAT &, AT FIAT AT TFTET
AT 9T A H

L YU 0l o jlad b eyl s S 4y 81 casd
50 il 253 OIS (55 02l 7 )3 e Dilead Gl o jlads

Ambharic: PFTCFIR AT7A9

ANAPT NAL NAD- @ C M ©P NCEP AL NAD- PANAT ATAI Tt € (C
LM

Italian: Sono @ izi di traduzione e interpreti. Se hai bisogno di aiuto,
chiama il nume assistenza presente sulla tua tessera sanitaria.
Pennsylvania Du schwetzscht un Druwwel hoscht fer Englisch verschtehe,

ge fer dich helfe unni as es dich ennich eppes koschte zeelt. Wann du Hilf
amer drowwe uff odder die Nummer fer Member Services as uf dei Health

hazaad bee hadilnééh bee dka'anida’awo’'i do6d ata’ dahalne'i t'ad
ika'adoowot ninizingo, t'dd shoodi hddahdi nédmboo biki’ dgii doodagce

'JJ Hgﬁgcare@



Notice of non-discrimination

The company complies with applicable federal civil rights laws and does not discriminate,

exclude people, or treat them differently based on race, color, national origin ,disability,
or sex, including sex characteristics, including intersex traits; pregnancy or
conditions; sexual orientation; gender identity, and sex stereotypes.

If you believe you were treated unfairly because of your race, color,n
disability, or sex, you can send a grievance to our Civil Rights Coordinat

Mail: Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O.Box 30608, Salt Lake City, UTAH 84

Email: UHC_Civil_Rights@uhc.com

If you need help with your complaint, please ca
number onyour health planID card (TTY/RTH

You can also file acomplaint with the U.S. D
Online:
Phone:

Is available at https://www.uhc.com/legal/nondiscrimination-and-
language-assistance-notices.

'JJ Hgﬁgcare@

EXEX25HM0257664_001


mailto:UHC_Civil_Rights%40uhc.com?subject=
https://www.hhs.gov/civil-rights/filing-a-complaint/index.html
https://www.uhc.com/legal/nondiscrimination-and-language-assistance-notices
https://www.uhc.com/legal/nondiscrimination-and-language-assistance-notices

NOTICE OF
PROTECTION PROVIDED BY
NEW MEXICO LIFE INSURANCE GUARANTY ASSOCIATIO

This notice provides a brief summary of the New Mexico Life Insurance Guaranty Ass
Association”) and the protection it provides for policyholders. This safety net was cr.
Mexico law, which determines who and what is covered and the amounts of cov

The Association was established to provide protection in the unlikely event that you
insurance company becomes financially unable to meet its obligations and is taken o
Department. If this should happen, the Association will typically arrange to continue cove
claims, in accordance with New Mexico law, with funding from assessments paid by other i
companies.

The basic protections provided by the Association are:
o Life Insurance

. $300,000 in death benefits

. $100,000 in cash surrender or withd
. Health Insurance

. $500,000 in hospital, medi

. $300,000 in disability inco

The maximum amount of prote

is $300,000 (§ ical insurance policies).

s of unallocated annuities covered under the act: For

New Mexico Office of the
Superintendent of Insurance

PO Box 1689
Santa Fe, NM 87504-2880 Santa Fe, NM 87504-1689
505-820-7355 855-427-5674

Insurance companies and agents are not allowed by New Mexico law to use the existence of the
Association or its coverage to encourage you to purchase any form of insurance. When selecting an



insurance company, you should not rely on Association coverage. If there is any inconsistency between
this notice and New Mexico law, then New Mexico law will control.

Q
N
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