This document is a sample of the basic terms of coverage under a NHP.
Your actual benefits will depend on the plan purchased by your employer.

Neighborhood Health Partnership, Inc.

495 N. Keller Road
Maitland, FL 32751

1-800-899-6500

Please call 1-800-354-0222 for assistance regarding
inquiries, resolving a complaint or obtaining information
about Benefits and coverage.

Note: Call the telephone number on your ID card, or check our website www.myuhc.com to determine
appropriate providers to contact in the case of an Emergency Medical Condition and other information
regarding Emergency Health Care Services within the community. In 4 nases, the most cost effective
action may be to visit an Urgent Care Center. Check yowr Sum nary of#Benefits to determine the
Co-payment or Co-insurance for a visit to the Urgent Care Cei _2r o« uar Ph sician’s office, rather than
seeking care at an emergency room in a Hospital.

Our website www.myuhc.com also includes a health care £ osuv stimic or and information regarding plan
details, such as Co-payments and Co-insurance for vaf« us ser\ ces, any required deductible and the
status of your Out-of-Pocket Limit.

WARNING: LIMITED BENEFITS WILL BE PAID WH =N \T-C. NETWORK PROVIDERS ARE USED. You
should be aware that when you elect to utilize the ices o1 ou. »-Network provider for a covered service
(other than Emergency Health Care Services), h( nefit | svments to the out-of-Network provider are not based
upon the amount the out-of-Network provider cha. =2s. The hasis of the payment will be determined according to
the Contract's out-of-Network reimbursemex® anefi.. Qut-of-Network providers may bill you for any difference in
the amount. YOU MAY BE REQUIREF TO/. \Y MORE THAN THE CO-INSURANCE OR CO-PAYMENT
AMOUNT.

The Certificate of £.overage and Summary of Benefits
contain a deductible.

a_ (0.

Gregory Reidy,CEO

Neighborhood Health Partnership, Inc.
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Certificate of Coverage

Neighborhood Health Partnership, Inc.

What Is the Certificate of Coverage?

This Certificate of Coverage (Certificate) is part of the Policy that is a legal document between Neighborhood
Health Partnership, Inc. and the Group. The Certificate describes Covered Health Care Services, subject to the
terms, conditions, exclusions and limitations of the Policy. We issue the Policy based on the Group’s Application
and payment of the required Policy Charges.

In addition to this Certificate, the Policy includes:
¢ The Schedule of Benefits.
*+  The Group’s Application.

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

. Amendments.

You can review the Policy at the Group’s office during regular busii. ss hoi s.

Can This Certificate Change?

We may, from time to time, change this Certificate by ,& taching \legci documents called Riders and/or
Amendments that may change certain provisions of this Ceru. :ate. WI :n this happens we will send you a new
Certificate, Rider or Amendment.

Other Information You Should Have

We have the right to change, interpret, withdrav. or ada. 2enefits, or to end the Policy, as permitted by law,
without your approval.

On its effective date, this Certificate reple’ es a¢ a werrules any Certificate that we may have previously issued to
you. This Certificate will in turn » rruled F o any Certificate we issue to you in the future.

The Policy will take effect ol the datasmhowi. 7 the Policy. Coverage under the Policy starts at 12:01 a.m. and
ends at 12:00 midnight in th wti=® “zone'| f the Group’s location. The Policy will remain in effect as long as the
Policy Charges are paid when they are du' , subject to Section 4: When Coverage Ends.

We are delivering the Policy in FIor.."The Policy is subject to the laws of the state of Florida and ERISA, unless
the Group is not a private plan sponsor subject to ERISA. To the extent that state law applies, Florida law governs
the Policy.
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Introduction to Your Certificate

This Certificate and the other Policy documents describe your Benefits, as well as your rights and responsibilities,
under the Policy.

What Are Defined Terms?
Certain capitalized words have special meanings. We have defined these words in Section 9: Defined Terms.

When we use the words "we,” "us,” and "our" in this document, we are referring to Neighborhood Health
Partnership, Inc. When we use the words "you" and "your," we are referring to people who are Covered Persons,
as that term is defined in Section 9: Defined Terms.

How Do You Use This Document?

Read your entire Certificate and any attached Riders and/or Amendments. You may not have all of the information
you need by reading just one section. Keep your Certificate and Schedule of Benefits and any attachments in a
safe place for your future reference. You can also get this Certificate at www.myuhc.com.

Review the Benefit limitations of this Certificate by reading the attached Schedule of Benefits along with Section 1:
Covered Health Care Services and Section 2: Exclusions and Limitations. Read.Section 8: General Legal Provisions
to understand how this Certificate and your Benefits work. Call us if yous .ave = Jestions about the limits of the
coverage available to you.

If there is a conflict between this Certificate and any summaries pro. ded v py the Group, this Certificate
controls.

Please be aware that your Physician is not responsible for kng ng or ¢ mmunicating your Benefits.

How Do You Contact Us?

Call the telephone number listed on your identi¥ = an (ID, cara: Throughout the document you will find
statements that encourage you to contact us for m re inic_mation.
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Your Responsibilities

Enrollment and Required Contributions

Benefits are available to you if you are enrolled for coverage under the Policy. Your enrollment options, and the
corresponding dates that coverage begins, are listed in Section 3: When Coverage Begins. To be enrolled and
receive Benefits, both of the following apply:

*  Your enrollment must be in accordance with the requirements of the Policy issued to your Group, including
the eligibility requirements.

. You must qualify as a Subscriber or a Dependent as those terms are defined in Section 9: Defined Terms.

Your Group may require you to make certain payments to them, in order for you to remain enrolled under the
Policy. If you have questions about this, contact your Group.

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

The Policy does not pay for all health care services. Benefits are limited to Covered Health Care Services. The
Schedule of Benefits will tell you the portion you must pay for Covered Health Care Services.

WARNING: LIMITED BENEFITS WILL BE PAID WHEN OUT-OF-NETWCQ2'% PROVIDERS ARE USED. You
should be aware that when you elect to utilize the services of an out-of-} 2twor provider for a Covered Health
Care Service (other than Emergency Health Care Services), benei. waym atsf .o tF  out-of-Network provider are
not based upon the amount the out-of-Network provider charges. 1 » ba. - of tb' payment will be determined
according to the Policy’s out-of-Network reimbursement benefit. Out-o. \etwc. . providers may bill you for any
difference in the amount. YOU MAY BE REQUIRED TO/. A+ MOr ° THAN THE CO-INSURANCE OR
CO-PAYMENT AMOUNT.

Decide What Services You Should Rectiv»

Care decisions are between you and your Physief .. \We do »t m e decisions about the kind of care you
should or should not receive.

Choose Your Physician

It is your responsibility to select the I altk cai »orofessionals who will deliver your care. We arrange for
Physicians and other healths are “professi  hals/ and facilities to participate in a Network. Our credentialing
process confirms public inf¢ mation=ut 7 professionals’ and facilities’ licenses and other credentials, but
does not assure the quality ¢ *ka® “servic, 5. These professionals and facilities are independent practitioners and
entities that are solely responsible for the / iure they deliver.

Obtain Prior Authorization

Some Covered Health Care Services require prior authorization. In general, Physicians and other health care
professionals who participate in a Network are responsible for obtaining prior authorization. However, if you
choose to receive Covered Health Care Services from an out-of-Network provider, you are responsible for
obtaining prior authorization before you receive the services. For detailed information on the Covered Health Care
Services that require prior authorization, please refer to the Schedule of Benefits.

Pay Your Share

You must meet any applicable deductible and pay a Co-payment and/or Co-insurance for most Covered Health
Care Services. These payments are due at the time of service or when billed by the Physician, provider or facility.
Any applicable deductible, Co-payment and Co-insurance amounts are listed in the Schedule of Benefits. You
must also pay any amount that exceeds the Allowed Amount.
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Pay the Cost of Excluded Services

You must pay the cost of all excluded services and items. Review Section 2: Exclusions and Limitationsto become
familiar with the Policy’s exclusions.

Show Your ID Card

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

File Claims with Complete and Accurate Information

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

Use Your Prior Health Care Coverage

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

Determine Benefits

We make administrative decisions regarding whether the Policy will pay for any portion of the cost of a health
care service you intend to receive or have received. Our decisions are for payment purposes only. We do not
make decisions about the kind of care you should or should not receive. You and your providers must make
those treatment decisions.

We have the final authority to do the following:

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

. Make factual determinations relating to Benefits.

We may assign this authority to other persons or entities that may provide administrative services for the Policy,

such as claims processing. The identity of the service providers and the nature of their services may be changed
from time to time as we determine. In order to receive Benefits, you must cooperate with those service providers.

Pay for Our Portion of the Cost of Covered Health Care Services

We pay Benefits for Covered Health Care Services as described in Section/ . Cov .ed Health Care Services and in
the Schedule of Benefits, unless the service is excluded in Sectioi® 2: Exc¢ 1si<7is a | Limitations. This means we
only pay our portion of the cost of Covered Health Care Services. i also' eans{ nat not all of the health care
services you receive may be paid for (in full or in part) by the Policv.

Pay Network Providers

It is the responsibility of Network Physicians and facilitie file '\ p2i nent from us. When you receive Covered
Health Care Services from Network providers, you do n it hav. to st mit a claim to us.

Pay for Covered Health Care Servir 2s Fiavided by Out-of-Network Providers

In accordance with any state prompt paveanquire hents, we pay Benefits after we receive your request for
payment that includes all required informa‘ on. ; = Sec on 5: How to File a Claim.

Review and Determir’. Benefit¢ in /.ccordance with our Reimbursement
Policies

We develop our reimbursemeric policy ¢ iidelines, as we determine, in accordance with one or more of the
following methodologies:

« As shown in the most recent edition of the Current Procedural Terminology (CPT), a publication of the
American Medical Association, and/or the Centers for Medicare and Medicaid Services (CMS).

. As reported by generally recognized professionals or publications.
. As used for Medicare.

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

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

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

Offer Health Education Services to You

We may provide you with access to information about additional services that are available to you, such as
disease management programs, health education and patient advocacy. It is solely your decision whether to take
part in the programs, but we recommend that you discuss them with your Physician.
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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 Covered Health Care
Service if it is Medically Necessary. (See definitions of Medically Necessary and Covered Health Care Service
in Section 9: Defined Terms.)

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

*  You receive Covered Health Care Services prior to the date that any of the individual termination conditions
listed in Section 4: When Coverage Ends occurs.

* The person who receives Covered Health Care Services is a Covered Person and meets all eligibility
requirements specified in the Policy.

The fact that a Physician or other provider has performed or prescribed a procedure or treatment, or the fact that
it may be the only available treatment for a Sickness, Injury, Mental lliness, substance-related and addictive
disorders, disease or its symptoms does not mean that the procedure or treatment is a Covered Health Care
Service under the Policy.

This section describes Covered Health Care Services for which Benefits are available. Please refer to the attached
Schedule of Benefits for details about:

. The amount you must pay for these Covered Health Card Servic 's £ .cluf ng any Annual Deductible,
Co-payment and/or Co-insurance).

« Any limit that applies to these Covered Health Care Services (i hludiny visit, day and dollar limits on
services).

+ Any limit that applies to the portion of the Allowed Amou:. \you ar¢ required to pay in a year (Out-of-Pocket
Limit).
. Any responsibility you have for obtaining prior autl orizaw. 2 or »tifying us.

Please note that in listing services or examples| wheir we say "this includes," it is not our intent to limit the
description to that specific list. When we ac intena' 9 limit a list of services or examples, we state
specifically that the list "is limited to."

1. Ambulance Services

Emergency ambulance trans ortatione™ma lic. 7 sed ambulance service (either ground or air ambulance or water
vehicle) to the nearest Hospit. »w/« "¢ the| quired Emergency Health Care Services can be performed.

Non-Emergency ambulance transportatia’ " by a licensed ambulance service (either ground or air ambulance, as
we determine appropriate) betweeir. " _uities only when the transport meets one of the following:

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

*+ To the closest Network Hospital that provides the required Covered Health Care Services that were not
available at the original Hospital, including transportation costs of a newborn to the nearest appropriate
facility to treat the newborn’s condition. The Physician must certify that such transportation is necessary to
protect the health and safety of the newborn.

. From a short-term acute care facility to the closest Network long-term acute care facility (LTAC), Network
Inpatient Rehabilitation Facility, or other Network sub-acute facility where the required Covered Health Care
Services can be delivered.

. From a Hospital to the Covered Person’s nearest home.
. From a Hospital to a Skilled Nursing Facility.

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

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

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

2. Cellular and Gene Therapy

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

Benefits for CAR-T therapy for malignancies are provided as described under Transplantation Services.

3. Chiropractic Services

Benefits are provided for Chiropractic Services performed by a Network Chiropractor for conditions that are
medically recognized and accepted as being appropriately treated by such therapy.

Benefits include related Chiropractic Services massage therapy.

4. Clinical Trials

Routine patient care costs incurred while taking part in a qualifying ¢ »ical® i< for tk : treatment of:

. Cancer or other life-threatening disease or condition. For purpose. af tincCcnefit, a life-threatening disease
or condition is one which is likely to cause death unless thed.cc 2 01" e disease or condition is interrupted.

. Cardiovascular disease (cardiac/stroke) which is not li(} threater, 1g, when we determine the clinical trial
meets the qualifying clinical trial criteria stated below

. Surgical musculoskeletal disorders of the spine, [iip e« & knd s, which are not life threatening, when we
determine the clinical trial meets the qualifying« ~ al trial™ viteria »tated below.

. Other diseases or disorders which are not{‘ 2 threc aning, when we determine the clinical trial meets the
qualifying clinical trial criteria stated below.

Benefits include the reasonable and nfcess v iter 5 and services used to prevent, diagnose and treat
complications arising from taking.2art in \ \qus fyit._»slinical trial.

Benefits are available only w' ¢n you are cl. ica!, eligible, as determined by the researcher, to take part in the
qualifying clinical trial.

Routine patient care costs for qualifying ¢! .ical trials include:
. Covered Health Care ServiceS .nich Benefits are typically provided absent a clinical trial.
. 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 arising from the receipt of an
Experimental or Investigational Service(s) or item.

Routine costs for clinical trials do not include:
*  The Experimental or Investigational Service(s) or item. The only exceptions to this are:

=  Certain Category B devices.
=  Certain promising interventions for patients with terminal illnesses.

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

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

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

With respect to cancer or other life-threatening diseases or conditions, a qualifying clinical trial is a Phase |, Phase
II, Phase Ill, or Phase IV clinical trial. It takes place in relation to the prevention, detection or treatment of cancer
or other life-threatening disease or condition. It meets any of the following criteria in the bulleted list below.

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

5.

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

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

= Agency for Healthcare Research and Quality (AHRQ).

= Centers for Medicare and Medicaid Services (CMS).

= Acooperative group or center of any of the entities descri®. ad ab( e @' thef Department of Defense
(DOD) or the Veterans Administration (VA).

= Aqualified non-governmental research entity identified irgthe gu. =lines issued by the National Institutes
of Health for center support grants.

= The Department of Veterans Affairs, the Department o1*_=fense, r the Department of Energy if the study
or investigation has been reviewed and approva’ .~ »roug. "2y stem of peer review. The peer review
system is determined by the Secretary of Heal hana“ stmai. Rervices to meet both of the following
criteria:

+ Comparable to the system of peer rc_iew of s dies and investigations used by the National
Institutes of Health.

¢+ Ensures unbiased review o the / gr. st scientific standards by qualified individuals who have no
interest in the out® _.v. 7 of the 1 view

The study or investigati 1 takessmze « 7 _Zr an investigational new drug application reviewed by the U.S.
Food and Drug Administ. tia:

The study or investigation is a dr/; 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 (IRBs) before you are enrolled in the trial. We may, at any
time, request documentation about the trial.

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.

Congenital Heart Disease (CHD) Surgeries

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

Coarctation of the aorta.

Aortic stenosis.

Tetralogy of fallot.

Transposition of the great vessels.
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. Hypoplastic left or right heart syndrome.

Benefits include the facility charge and the charge for supplies and equipment. Benefits for Physician services are
described under Physician Fees for Surgical and Medical Services.

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

You can call us at the telephone number on your ID card for information about our specific guidelines regarding
Benefits for CHD services.

6. Dental Services - Accident Only

Dental services when all of the following are true:
+  Treatment is needed because of accidental damage.
*  You receive dental services from a Doctor of Dental Surgery or Doctor of Medical Dentistry.

Please note that dental damage that happens as a result of normal activities of daily living or extraordinary use of
the teeth is not considered an accidental Injury. Benefits are not available for repairs to teeth that are damaged as
a result of such activities.

Dental services to repair damage caused by accidental Injury must follow these time-frames:

. Treatment is started within three months of the accident, or if not a_Covered Person at the time of the
accident, within the first three months of coverage under the Policy, » iless «xtenuating circumstances exist
(such as prolonged hospitalization or the presence of fixation < ires fr¢ n frf Ctuit | care).

+  Treatment must be completed within 12 months of the accident, \»if nc a2 Caf cred Person at the time of the
accident, within the first 12 months of coverage under the Policyv,

Benefits for treatment of accidental Injury are limited to the follo ving:

. Emergency exam.

. Diagnostic X-rays.

. Endodontic (root canal) treatment.

*+  Temporary splinting of teeth.

. Prefabricated post and core.

. Simple minimal restorative procedur¢ , (filli g

. Extractions.

. Post-traumatic crowns if such areas™m on., T .nically acceptable treatment.

-

. Replacement of lost teetr. O Injur. 'with implant, dentures or bridges.

7. Diabetes Services
Diabetes Self-Management and Training/Diabetic Eye Exams/Foot Care

Outpatient self-management training for the treatment of diabetes, education and medical nutrition therapy
services. Services must be ordered by a Physician and provided by appropriately licensed or registered health
care professionals.

Benefits also include medical eye exams (dilated retinal exams) and preventive foot care for diabetes.
Diabetic Self-Management Items

Insulin pumps and supplies and continuous glucose monitors for the management and treatment of diabetes,
based upon your medical needs. An insulin pump is subject to all the conditions of coverage stated under
Durable Medical Equipment (DME), Orthotics and Supplies. Benefits for blood glucose meters, insulin syringes with
needles, blood glucose and urine test strips, ketone test strips and tablets and lancets and lancet devices are
described under the Outpatient Prescription Drug Rider.
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8. Durable Medical Equipment (DME), Orthotics and Supplies

Benefits are provided for DME and certain orthotics and supplies. If more than one item can meet your functional
needs, Benefits are available only for the item that meets the minimum specifications for your needs. If you
purchase an item that exceeds these minimum specifications, we will pay only the amount that we would have
paid for the item that meets the minimum specifications, and you will be responsible for paying any difference in
cost.

DME and Supplies

Examples of DME and supplies include:

= Equipment to help mobility, such as a standard wheelchair.

= Astandard Hospital-type bed.

= Oxygen and the rental of equipment to administer oxygen (including tubing, connectors and masks).
= Negative pressure wound therapy pumps (wound vacuums).

= Mechanical equipment needed for the treatment of long term or sudden respiratory failure (except that
air-conditioners, humidifiers, dehumidifiers, air purifiers and filters and personal comfort items are
excluded from coverage).

. Burn garments.
= |nsulin pumps and all related needed supplies as described unders .ac '2s Services.

= External cochlear devices and systems. Benefits for cochit » imp. ntaf.on | e provided under the
applicable medical/surgical Benefit categories in this Certifice 2.

Benefits include lymphedema stockings for the arm as requirara'>v the *Women'’s Health and Cancer Rights
Act of 1998.

Benefits also include speech aid devices and tracheo-esopi. aeal ve ce devices required for treatment of
severe speech impediment or lack of speech directht uc wto S wilss or Injury. Benefits for the purchase
of these devices are available only after completina' a requ. ad th. 2-month rental period. Benefits are
limited as stated in the Schedule of Benefits.

Orthotics

Orthotic braces, including needed chaf ges = shc s to fit braces. Braces that stabilize an injured body
part and braces to treat curvature of [ 1e s ne e a Covered Health Care Service.

Therapeutic shoes, includ¢” g inserts anc ar e difications, for the treatment of severe diabetic foot disease.
We will decide if the equipme_t sha® . “pe urchased or rented.

Benefits are available for repairs and rer’ .cement, except as described in Section 2: Exclusions and Limitations,
under Medical Supplies and Equip:

These Benefits apply to external DME. Unless otherwise excluded, items that are fully implanted into the body are
a Covered Health Care Service for which Benefits are available under the applicable medical/surgical Covered
Health Care Service categories in this Certificate.

9. Emergency Health Care Services - Outpatient

Services that are required to stabilize or begin treatment in an Emergency Medical Condition. Emergency Health
Care Services must be received on an outpatient basis at a Hospital or Alternate Facility.

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

Benefits are not available for services to treat a condition that does not meet the definition of an Emergency
Medical Condition.
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10. Gender Dysphoria
Benefits for the treatment of gender dysphoria provided by or under the direction of a Physician.

For the purpose of this Benefit, "gender dysphoria" is a disorder characterized by the specific diagnostic criteria
classified in the current edition of the Diagnostic and Statistical Manual of the American Psychiatric Association.

11. Habilitative Services

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

Habilitative services are limited to:

. Physical therapy.

. Occupational therapy.

. Speech therapy.

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

Benefits are provided for habilitative services for both inpatient services ar 1 out atient therapy when you have a
disabling condition when both of the following conditions are met:

. Treatment is administered by any of the following:
= Licensed speech-language pathologist.
= Licensed audiologist.
= Licensed occupational therapist.
= Licensed physical therapist.
= Physician.
. Treatment must be proven and not Exparmenta ar Investigational.
The following are not habilitative services;
. Custodial Care.
. Respite care.
. Day care.
*  Therapeutic recreation.
*  Vocational training.
. Residential Treatment.
« Aservice that does not help you meet functional goals in a treatment plan within a prescribed time frame.
. Services solely educational in nature.
. Educational services otherwise paid under state or federal law.
We may require the following be provided:
*  Treatment plan.
. Medical records.
. Clinical notes.
. Other necessary data to allow us to prove that medical treatment is needed.

When the treating provider expects that continued treatment is or will be required to allow you to achieve
progress that is capable of being demonstrated, we may request a treatment plan that includes:

. Diagnosis.
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. Proposed treatment by type, frequency, and expected duration of treatment.
. Expected treatment goals.
. Frequency of treatment plan updates.

Habilitative services provided in your home by a Home Health Agency are provided as described under Home
Health Care. Habilitative services provided in your home other than by a Home Health Agency are provided as
described under this section.

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

12. Hearing Aids

Hearing aids required for the correction of a hearing impairment (a reduction in the ability to perceive sound
which may range from slight to complete deafness). These are electronic amplifying devices designed to bring
sound more effectively into the ear. These consist of a microphone, amplifier and receiver.

Benefits are available for a hearing aid that is purchased due to a written recommendation by a Physician.
Benefits are provided for the hearing aid and associated fitting charges and testing.

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

Benefits do not include bone anchored hearing aids. Bone ancho. i he (g aid are a Covered Health Care
Service for which Benefits are available under the applicable medic ‘surg s _overed Health Care Services
categories in this Certificate. They are only available if you have e#m.of i following:

. Craniofacial anomalies whose abnormal or absent ear caa Is previ it the use of a wearable hearing aid.
. Hearing loss severe enough that it would not be remedied '« »a wez# able hearing aid.

13. Home Health Care

Services received from a Home Health Agency thc are all'« ithe following:
. Ordered by a Physician.
. Provided in your home by a register d ni s« »ar provided by either a home health aide or licensed practical

nurse and supervised by a«" | ered ny' se.
. Provided on a part-time/ ntermitte=*,Ca; nedule.
. Provided when Skilled C. e Jequire

We will determine if Benefits are avail2'* 2 by reviewing both the skilled nature of the service and the need for
Physician-directed medical manage:..cit.

14. Hospice Care

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

. Physical, psychological, social, spiritual and respite care for the terminally ill person.
. Short-term grief counseling for immediate family members while you are receiving hospice care.

Benefits are available when you receive hospice care from a licensed hospice agency.

You can call us at the telephone number on your ID card for information about our guidelines for hospice care.
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15. 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).

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

16. Lab, X-Ray and Diagnostic - Outpatient

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

. Lab and radiology/X-ray.

. Mammography coverage, inclusive of 3-D imaging.

Benefits include:

*  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.)

. Genetic Testing ordered by a Physician which results in gvailabl | maf.ca't treatment options following
Genetic Counseling.

. Presumptive Drug Tests and Definitive Drug Tests.
Lab, X-ray and diagnostic services for preventive care are desc| ved u._‘er r_ eventive Care Services.

CT scans, PET scans, MRI, MRA, nuclear medicine and_majc \diagn{ stic services are described under Major
Diagnostic and Imaging - Outpatient.

17. Major Diagnostic and Imaging - Ouil atie:

Services for CT scans, PET scans, MRI, MRA. nuc »ar meuicine and major diagnostic services received on an
outpatient basis at a Hospital or Alternate I .ciii. hor ir yPhysician’s office.

Benefits include:
. The facility charge and t* : charge for st_\nli<', and equipment.

. Physician services for r¢ liola® S, a =2sthesiologists and pathologists. (Benefits for other Physician services
are described under Physician Fees f  Surgical and Medical Services.)

18. Mental Health Care and Substance-Related and Addictive Disorders Services

Mental Health Care and Substance-Related and Addictive Disorders Services include those received on an
inpatient or outpatient basis in a Hospital, an Alternate Facility or in a provider’'s office. All services must be
provided by or under the direction of a properly qualified behavioral health provider.

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

. Residential Treatment.

. Partial Hospitalization/Day Treatment.
. Intensive Outpatient Treatment.

. 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:
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. Diagnostic evaluations, assessment and treatment planning.
+  Treatment and/or procedures.

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

. Provider-based case management services.

. Crisis intervention.

. Mental Health Care Services for Autism Spectrum Disorder (including Intensive Behavioral Therapies such as
Applied Behavior Analysis (ABA)) that are the following:

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

. Provided by a Board Certified Behavior Analyst (BCBA) or other qualified provider under the appropriate
supervision.

. Focused on treating maladaptive/stereotypic behaviors that are posing danger to self, others and
property, and impairment in daily functioning.

This section describes only the behavioral component of treatment for Autism Spectrum Disorder. Medical
treatment of Autism Spectrum Disorder is a Covered Health Care Service for which Benefits are available
under the applicable medical Covered Health Care Services categories in this Certificate.

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

We encourage you to contact the Mental Health/Substance-Related™ 2d A¢ 'ie ve D orders Designee for referrals
to providers and coordination of care.

19. Ostomy Supplies

Benefits for ostomy supplies are limited to the following:

. Pouches, face plates and belts.

. Irrigation sleeves, bags and ostomy irrigation / athe rs.
. Skin barriers.

Benefits are not available for deodorants, fi* cic ‘ubric. »ts, tape, appliance cleaners, adhesive, adhesive remover,
or other items not listed above.

20. Pharmaceutical Pr¢ fucts.«Sutpoont

Pharmaceutical Products for < .cred He ith Care Services administered on an outpatient basis in a Hospital,
Alternate Facility, Physician’s office, or irt jour home.

Benefits are provided for Pharmaceutical Products which, due to their traits (as determined by us), are
administered or directly supervised by a qualified provider or licensed/certified health professional. Depending on
where the Pharmaceutical Product is administered, Benefits will be provided for administration of the
Pharmaceutical Product under the corresponding Benefit category in this Certificate. Benefits for medication
normally available by a prescription or order or refill are provided as described under your Outpatient Prescription
Drug Rider.

If you require certain Pharmaceutical Products, including specialty Pharmaceutical Products, we may direct you
to a Designated Dispensing Entity. Such Dispensing Entities may include an outpatient pharmacy, specialty
pharmacy, Home Health Agency provider, Hospital-affiliated pharmacy or hemophilia treatment center contracted
pharmacy.

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

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

We may have certain programs in which you may receive an enhanced or reduced Benefit based on your actions
such as adherence/compliance to medication or treatment regimens and/or participation in health management
programs. You may access information on these programs by contacting us at www.myuhc.com or the telephone
number on your ID card.

21. Physician Fees for Surgical and Medical Services

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

22. Physician’s Office Services - Sickness and Injury

Services provided in a Physician’s office for the diagnosis and treatment of a Sickness or Injury. Benefits are
provided regardless of whether the Physician’s office is freestanding, located in a clinic or located in a Hospital.

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

. Education is required for a disease in which patient self-management is a.rart of treatment.
+ Thereis a lack of knowledge regarding the disease which requires the ielp # "a trained health professional.

Covered Health Care Services include Genetic Counseling.
Benefits include allergy injections.

Covered Health Care Services for preventive care provided in,é Physic. n’'s ‘cifice are described under Preventive
Care Services.

Benefits for CT scans, PET scans, MRI, MRA, nuclea’ 'mc ‘icine. .a major diagnostic services are described
under Major Diagnostic and Imaging - Outpatient.

When a test is performed or a sample is drawnge the F. ssician’s office, Benefits for the analysis or testing of a
lab, radiology/X-ray or other diagnostic service, ithether<performed in or out of the Physician’s office, are
described under Lab, X-ray and Diagnostic< . natie:

23. Pregnancy - Maternit® scrvices

Benefits for Pregnancy inclt e all.s#® C. ity-reiated medical services for prenatal care, postnatal care, delivery
and any related complicatic. Subject to applicable law, these services may be provided by -certified
nurse-midwives, licensed midwives, and( sirth centers licensed pursuant to Florida law, who are also Network
providers.

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

We also have special prenatal programs to help during Pregnancy. They are voluntary and there is no extra cost
for taking part in the program. To sign up, you should notify us during the first trimester, but no later than one
month prior to the expected date of delivery. It is important that you notify us regarding your Pregnancy.

We will pay Benefits for an Inpatient Stay of at least:
* 48 hours for the mother and newborn child following a normal vaginal delivery.

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

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

Post-delivery coverage is provided for a mother or her newborn infant. This includes a postpartum assessment
and newborn assessment, which may be provided at the Hospital, at the attending Physician’s office, at an
outpatient maternity center, or in the home by a qualified licensed health care professional trained in mother and
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baby care. The services will include physical assessment of the newborn and mother, and the performance of any
Medically Necessary clinical tests and immunizations in keeping with prevailing medical standards.

24. Preventive Care Services

Preventive care services provided on an outpatient basis at a Physician’s office, an Alternate Facility or a Hospital

encompass medical services that have been demonstrated by clinical evidence to be safe and effective in either

the early detection of disease or in the prevention of disease, have been proven to have a beneficial effect on

health outcomes and include the following as required under applicable law:

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

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

«  With respect to infants, children and adolescents, evidence-informed preventive care and screenings
provided for in the comprehensive guidelines supported by the Health Resources and Services Administration
and the state of Florida’s Child Health Supervision Services..

. With respect to women, such additional preventive care and screenings as provided for in comprehensive
guidelines supported by the Health Resources and Services Administration.

Benefits defined under the Health Resources and Services Administration (HRSA) requirement include one
breast pump per Pregnancy in conjunction with childbirth. Breast pumpa™...at be ordered by or provided
by a Physician. You can find more information on how to access Ben¢ ts foif ureast pumps by contacting
us at www.myuhc.com or the telephone number on your ID cai«

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

= Which pump is the most cost effective.
= Whether the pump should be purchased or ren® . ‘and . »y7.ation of any rental).

= Timing of purchase or rental.

25. Prosthetic Devices

External prosthetic devices that replace a/ .nb ¢ » bod, »part, limited to:
« Artificial arms, legs, feet and@nds.
+ Artificial face, eyes, ears’ (nd nose

. Breast prosthesis as re_wize® “py til \ Women’'s Health and Cancer Rights Act of 1998. Benefits include
mastectomy bras. Benefits tor lymph' dema stockings for the arm are provided as described under Durable
Medical Equipment (DME), Orfaatia® "and Supplies.

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

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

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

Benefits are available for repairs and replacement, except as described in Section 2: Exclusions and Limitations,
under Devices, Appliances and Prosthetics.
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26. Reconstructive Procedures

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

Reconstructive procedures include surgery or other procedures which are related to an Injury, Sickness or
Congenital Anomaly. The primary result of the procedure is not a changed or improved physical appearance.

Cosmetic Procedures are excluded from coverage. Procedures that correct an anatomical Congenital Anomaly
without improving or restoring physiologic function are considered Cosmetic Procedures. The fact that you may
suffer psychological consequences or socially avoidant behavior as a result of an Injury, Sickness or Congenital
Anomaly does not classify surgery (or other procedures done to relieve such consequences or behavior) as a
reconstructive procedure.

Please note that Benefits for reconstructive procedures include breast reconstruction following a mastectomy, and
reconstruction of the non-affected breast to achieve symmetry. Other services required by the Women’s Health
and Cancer Rights Act of 1998, including breast prostheses and treatment of complications, are provided in the
same manner and at the same level as those for any other Covered Health Care Service. You can call us at the
telephone number on your ID card for more information about Benefits for mastectomy-related services.

27. Rehabilitation Services - Outpatient Therapy

Short-term outpatient rehabilitation services limited to:
. Physical therapy.

. Occupational therapy.

. Speech therapy.

. Pulmonary rehabilitation therapy.

. Cardiac rehabilitation therapy.

. Post-cochlear implant aural therapy.

. Cognitive rehabilitation therapy.

Rehabilitation services must be performed hv a F usician “or by a licensed therapy provider. Benefits include
rehabilitation services provided in a Physis an's »ffice” s on an outpatient basis at a Hospital or Alternate Facility.
Rehabilitative services provided in your i me/ y "Home Health Agency are provided as described under Home
Health Care. Rehabilitative send Co" Jroviaed! n yo ir home other than by a Home Health Agency are provided as
described under this section,

Benefits can be denied or shc_we™ 2 when ither of the following applies:
. You are not progressing in goal-diret .ed 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 of disorders of
speech, language, voice, communication and auditory processing only when the disorder results from Injury,
stroke, cancer, or Congenital Anomaly. We will pay Benefits for cognitive rehabilitation therapy only when
Medically Necessary following a post-traumatic brain Injury or stroke.

28. Scopic Procedures - Outpatient Diagnostic and Therapeutic

Diagnostic and therapeutic scopic procedures and related services received on an outpatient basis at a Hospital
or Alternate Facility or in a Physician’s office.

Diagnostic scopic procedures are those for visualization, biopsy and polyp removal. Examples of diagnostic
scopic procedures include:

. Colonoscopy.
. Sigmoidoscopy.
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. Diagnostic endoscopy.

Please note that Benefits do not include surgical scopic procedures, which are for the purpose of performing
surgery. Benefits for surgical scopic procedures are described under Surgery - Outpatient.

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

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

Benefits that apply to certain preventive screenings are described under Preventive Care Services.

29. Skilled Nursing Facility/Inpatient Rehabilitation Facility Services

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

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

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

. If the first confinement in a Skilled Nursing Facility or Inpatient Reh/ Jilita un_Facility was or will be a cost
effective option to an Inpatient Stay in a Hospital.

*  You will receive Skilled Care services that are not primarily Custodi. hCaid

We will determine if Benefits are available by reviewing both /e sn 2d i *ure of the service and the need for
Physician-directed medical management.

Benefits can be denied or shortened when either of the fa© wing '« aalied.
*  You are not progressing in goal-directed rehabilitai on se. ‘ces.
. Discharge rehabilitation goals have previously deeri »et.

30. Surgery - Outpatient

Surgery and related services receivad on n g itpe. =t basis at a Hospital or Alternate Facility or in a Physician’s
office.

Benefits include certain scop,  proae Lic. )\ Examples of surgical scopic procedures include:
«  Arthroscopy.

. Laparoscopy.

. Bronchoscopy.

. Hysteroscopy.

Examples of surgical procedures performed in a Physician’'s office are mole removal, ear wax removal and cast
application.

Benefits include:
*  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.)

31. Therapeutic Treatments - Outpatient

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

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

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

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

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

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

32. Transplantation Services

Organ and tissue transplants, including CAR-T cell therapy for malignancies, when ordered by a Physician.
Benefits are available for transplants when the transplant meets the definition of a Covered Health Care Service,
and is not an Experimental or Investigational or Unproven Service.

Examples of transplants for which Benefits are available include:
. Bone marrow, including CAR-T cell therapy for malignancies.
. Heart.

. Heart/lung.

. Lung.

. Kidney.

. Kidney/pancreas.

. Liver.

. Liver/small intestine.

. Pancreas.

. Small intestine.

. Cornea.

Donor costs related to trans/ antation are| ‘ove ed Health Care Services and are payable through the organ
recipient’'s coverage under tf | Polie ... 2d w donor:

. Identification.

. Evaluation.

. Organ removal.

. Direct follow-up care.

Expenses related to finding a donor for bone marrow transplants are limited to immediate family members and
the National Bone Marrow Donor Program. Bone marrow transplant procedures will be based on rules adopted by
the Agency for Health Care Administration.

Treatment includes non-ablative therapy with curative or life-prolonging intent.

You can call us at the telephone number on your ID card for information about our specific guidelines regarding
Benefits for transplant services.

33. Urgent Care Center Services

Covered Health Care Services received at an Urgent Care Center. When services to treat urgent health care needs
are provided in a Physician’'s office, Benefits are available as described under Physician’s Office Services -
Sickness and Injury.
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34. Virtual Visits

Virtual visits for Covered Health Care Services that include the diagnosis and treatment of less serious medical
conditions through live audio with video technology or audio only. Virtual visits provide communication of medical
information in real-time between the patient and a distant Physician or health specialist, through use of live audio
with video technology or audio only outside of a medical facility (for example, from home or from work).

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

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

Benefits do not include email or fax, or for telehealth/telemedicine visits that occur within medical facilities (CMS
defined originating facilities).

Additional Benefits Required By Florida Law
35. Bones or Joints of the Jaw and Facial Region

Benefits are provided for diagnostic and surgical procedures involving bones or joints of the jaw and facial region
to treat conditions caused by congenital or developmental deformity, Sickness or Injury.

Please note that Benefits are not available for care or treatment of the teethf.i~g 'ms, intraoral prosthetic devices

9

or surgical procedures for cosmetic purposes. This Bengfit inc desd eyaluation and treatment of
temporomandibular joint syndrome (TMJ) when related to congenita. 'deve v nente deformity, injury or disease.

36. Cleft Lip/Cleft Palate Treatment

Benefits are provided for treatment of cleft lip and cleft palate/ or any Tnrc ed Dependent under the age of 18.
Benefits include medical, dental, speech therapy, audiology ai. \nutritiol | Covered Health Care Services ordered
by a Physician.

37. Dental Services - Anesthesia and Hosriializaw an

Benefits include Covered Health Care Services at wvidet n a Hospital or Alternate Facility for dental conditions
likely to result in a medical condition if left untreate ) Benetii »are limited to treatment of a Covered Person who:

. Is under 8 years of age, and

. Is determined by a Physician_to reqi re ¢ .nte ‘reatment in a Hospital or Alternate Facility, due to a complex
dental condition or a deve’ “pimcental dis/ ility/ hat prevents effective treatment in a dental office; or

. Has one or more medic | condi* tha..vould create undue medical risk if dental treatment were provided
in a dental office.

Benefits do not include expenses far thed ;agnosis and treatment of dental disease.
38. Enteral Formulas

Benefits include prescription and nonprescription enteral formulas, including food products modified to be low
protein for inherited diseases of amino acids and organic acids, when the following are true:

. Prescribed or recommended by a Physician;

. Necessary for the treatment of inherited diseases of amino acid, organic acid, carbohydrate or fat
metabolism, including malabsorption originating from Congenital Anomalies; and

*+  The Covered Person is 24 years of age or younger.
. Benefits are not subject to any limitation or exclusion for a preexisting condition.
39. Osteoporosis Treatment

Benefits are provided for the diagnosis, treatment and appropriate management of osteoporosis. Covered Health
Care Services include Food and Drug Administration’s approved technologies, including bone mass
measurements, when ordered by your Physician.
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Section 2: Exclusions and Limitations

How Do We Use Headings in this Section?

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

We Do Not Pay Benefits for Exclusions

We will not pay Benefits for any of the services, treatments, items or supplies described in this section, even if
either of the following is true:

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

The services, treatments, items or supplies listed in this section are not Covered Health Care Services, except as
may be specifically provided for in Section 1: Covered Health Care Services or through a Rider to the Policy.

Where Are Benefit Limitations Shown?

When Benefits are limited within any of the Covered Health Care Servi e ca .gories described in Section 1:
Covered Health Care Services, those limits are stated in the corresp ading. Ca' crea Health Care Service category
in the Schedule of Benefits. Limits may also apply to some Covered He 'th C =2 Sef.ices that fall under more than
one Covered Health Care Service category. When this occurs, thase  nits are also stated in the Schedule of
Benefits table. Please review all limits carefully, as we will not’pay . »nei. »for any of the services, treatments,
items or supplies that exceed these Benefit limits.

Please note that in listing services or examples, wherpfn say  thisdicludes," it is not our intent to limit the
description to that specific list. When we do intf nd telimiv a list of services or examples, we state
specifically that the list "is limited to."

Alternative Treatments
Acupressure and acupuncture.
Aromatherapy.

Hypnotism.

P O D PP

Massage therapy, except with Chirop’ (ctic Services as covered under Chiropractic Services in Section 1:
Covered Health Care Services

o

Rolfing.
Adventure-based therapy, wilderness therapy, outdoor therapy, or similar programs.

7. Art therapy, music therapy, dance therapy, horseback therapy and other forms of alternative treatment as
defined by the National Center for Complementary and Integrative Health (NCCIH) of the National Institutes of
Health. This exclusion does not apply to Chiropractic Services and non-Chiropractic osteopathic care for
which Benefits are provided as described in Section 1: Covered Health Care Services.

B. Dental

1. Dental care (which includes dental X-rays, supplies and appliances and all related expenses). This
exclusion does not apply to Benefits as described under Bones or Joints of the Jaw and Facial Region and
Dental Services - Anesthesia and Hospitalizationin 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 - Accident Only in Section 1: Covered Health Care Services.
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This exclusion does not apply to dental care (oral exam, X-rays, extractions and non-surgical elimination of
oral infection) required for the direct treatment of a medical condition for which Benefits are available
under the Policy, limited to:

= Transplant preparation.
= Prior to the initiation of immunosuppressive drugs.
= The direct treatment of acute traumatic Injury, cancer or cleft palate.

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

Endodontics, periodontal surgery and restorative treatment are excluded.
2. Preventive care, diagnosis, treatment of or related to the teeth, jawbones or gums. Examples include:
= Removal, restoration and replacement of teeth.
= Medical or surgical treatments of dental conditions.
= Services to improve dental clinical outcomes.

This exclusion does not apply to dental services for which Benefits are provided as described under Bones
or Joints of the Jaw and Facial Region and Cleft Lip/Cleft Palate in Section 1: Covered Health Care Services.

This exclusion does not apply to preventive care for which Benefits aref srovic *d under the United States
Preventive Services Task Force requirement or the Health ResC xces ¢ d S :rvic s Administration (HRSA)
requirement. This exclusion also does not apply to accident-relate hder. : servi es for which Benefits are
provided as described under Dental Services - Accident Only in Sec. m 1:"Covered Health Care Services.

3. Dental implants, bone grafts and other implant-related pro¢ :dures. This 2xclusion does not apply to
accident-related dental services for which Benefits are prc. ded as| 2scribed under Dental Services -
Accident Only in Section 1: Covered Health Care Sensns.

4. Dental braces (orthodontics).

Treatment of congenitally missing, malpositiar :@d or< woernumerary teeth, even if part of a Congenital
Anomaly. This exclusion does not apply to de. al servic s for which Benefits are provided as described
under Cleft Lip/Cleft Palate in Section 1: :iereG ‘ealth Care Services.

C. Devices, Appliances . .c Prosth’ ‘tics
1. Devices used as safety | :ms or+ '9 pe..ormance in sports-related activities.

2. Orthotic appliances that suwyghten or 2-shape a body part. Examples include foot orthotics and some
types of braces, including over-the« sunter orthotic braces. This exclusion does not apply to braces for
which Benefits are provided as ucscribed under Durable Medical Equipment (DME), Orthotics and Supplies
in Section 1: Covered Health Care Services.

3. Cranial molding helmets and cranial banding except when used to avoid the need for surgery, and/or to
facilitate a successful surgical outcome.

4. The following items are excluded, even if prescribed by a Physician:
= Blood pressure cuff/monitor.
= Enuresis alarm.
= Non-wearable external defibrillator.
. Trusses.
= Ultrasonic nebulizers.

5. Devices and computers to help in communication and speech except for speech aid devices and
tracheo-esophageal voice devices for which Benefits are provided as described under Durable Medical
Equipment (DME), Orthotics and Supplies in Section 1: Covered Health Care Services.
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10.
11.

10.

11.

Oral appliances for snoring.

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

Repair or replacement of prosthetic devices except when necessary due to a growing child’s functional
need.

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

Powered and non-powered exoskeleton devices.

Bionic devices.

Drugs
Prescription drug products for outpatient use that are filled by a prescription order or refill.

Self-administered or self-infused medications. This exclusion does not apply to medications which, due to
their traits (as determined by us), must typically be administered or directly supervised by a qualified
provider or licensed/certified health professional in an outpatient setting. This exclusion does not apply to
hemophilia treatment centers contracted to dispense hemophilia factor medications directly to Covered
Persons for self-infusion. This exclusion does not apply to Benefits as described under Diabetes Services
in Section 1: Covered Health Care Services.

Non-injectable medications given in a Physician’s office. This ¢ slusic . da’.s nt apply to non-injectable
medications that are required in an Emergency Medical Conditioi \and™ ed w' .ie in the Physician’s office.

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

Certain New Pharmaceutical Products and/or new dammge tc s i il the date as determined by us or our
designee, but no later than December 31st of the f( ilowi . cale Aar year.

This exclusion does not apply if you have a life’ .nrec =ning S ckness or condition (one that is likely to
cause death within one year of the request fC reatme. 2\, If you have a life-threatening Sickness or
condition, under such circumstances, Berefits'. 2y be available for the New Pharmaceutical Product to
the extent provided in Section 1: Coves_d F, nlth C e Services.

A Pharmaceutical Product tha*sconta is /£ ) ¢ . we ingredient(s) available in and therapeutic ally equivalent
(having essentially the saf .c efficacy an adv rse effect profile) to another covered Pharmaceutical
Product. Such determin ions m ) Meacc up to six times during a calendar year.

A Pharmaceutical Product uiat contai 5 (an) active ingredient(s) which is (are) a modified version of and
therapeutically equivalent (hayving ¢ entially the same efficacy and adverse effect profile) to another
covered Pharmaceutical Produc.. such determinations may be made up to six times during a calendar
year.

A Pharmaceutical Product with an approved biosimilar or a biosimilar and therapeutically equivalent
(having essentially the same efficacy and adverse effect profile) to another covered Pharmaceutical
Product. For the purpose of this exclusion a "biosimilar" is a biological Pharmaceutical Product approved
based on showing that it is highly similar to a reference product (a biological Pharmaceutic al Product) and
has no clinically meaningful differences in terms of safety and effectiveness from the reference product.
Such determinations may be made up to six times per calendar year.

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

Certain Pharmaceutical Products that have not been prescribed by a Specialist.
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E. Experimental or Investigational or Unproven Services

Experimental or Investigational and Unproven Services and all services related to Experimental or
Investigational and Unproven Services are excluded. The fact that an Experimental or Investigational or
Unproven Service, treatment, device or pharmacological regimen is the only available treatment for a
particular condition will not result in Benefits if the procedure is considered to be Experimental or
Investigational or Unproven in the treatment of that particular condition. This exclusion does not apply to
medically appropriate medications prescribed for the treatment of cancer. The drug must be recognized
for the treatment of that indication, and published within a standard reference compendium or
recommended in medical literature.

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.

F. Foot Care

1. Routine foot care. Examples include the cutting or removal of corns and calluses. This exclusion does not
apply to preventive foot care if you have diabetes for which Benefits are provided as described under
Diabetes Services in Section 1: Covered Health Care Services.

2. Nail trimming, cutting, or debriding.

3. Hygienic and preventive maintenance foot care. Examples include:
= Cleaning and soaking the feet.
= Applying skin creams in order to maintain skin tone.

This exclusion does not apply to preventive foot care if you are at ris_ »of neuiulogical or vascular disease
arising from diseases such as diabetes.

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

6. Shoes. This exclusion does not apply to Benefit descric_d unc ¢ Durable Medical Equipment (DME),
Orthotics and Supplies in Section 1: Covered/ :alth e Services.

7. Shoe orthotics. This exclusion does not_2nply « 8Benefits as described under Durable Medical Equipment
(DME), Orthotics and Supplies in Secti 1 1. “overc ‘Health Care Services.

8. Shoe inserts. This exclusions'aas no_ap: y to . rnefits as described under Durable Medical Equipment
(DME), Orthotics and Sup es in Sectiol L: C< vered Health Care Services.

9. Arch supports.

G. Gender Dysphoria
1. Cosmetic Procedures, including the following:
= Abdominoplasty.
= Blepharoplasty.
= Breast enlargement, including augmentation mammoplasty and breast implants.
= Body contouring, such as lipoplasty.
= Brow lift.
= Calfimplants.
= Cheek, chin, and nose implants.
= Injection of fillers or neurotoxins.
= Face lift, forehead lift, or neck tightening.

= Facial bone remodeling for facial feminizations.
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= Hair removal.

= Hair transplantation.

= Lip augmentation.

= Lip reduction.

= Liposuction.

. Mastopexy.

= Pectoral implants for chest masculinization.
= Rhinoplasty.

= Skin resurfacing.

= Thyroid cartilage reduction; reduction thyroid chondroplasty; trachea shave (removal or reduction of the
Adam’s Apple).

= Voice modification surgery.

= Voice lessons and voice therapy.

H. Medical Supplies and Equipment
1. Prescribed or non-prescribed medical supplies and disposable suppli¢ .. Ex~ .iples include:
= Compression stockings.
= Ace bandages.
= Gauze and dressings.
= Urinary catheters.
This exclusion does not apply to:

= Disposable supplies necessary for the effe _tuve :se of DUE orprosthetic devices for which Benefits are
provided as described under Durable M ical Eq. ament (DME), Orthotics and Supplies and Prosthetic
Devices in Section 1: Covered Health.Care" =rvices. This exception does not apply to supplies for the
administration of medical food prfauc,

= Diabetic supplies for wkia'y,Benc its/ /e p - vided as described under Diabetes Services in Section 1:
Covered Health Caref services.

= Ostomy supplies fo. whick® _cne. s are provided as described under Ostomy Supplies in Section 1:
Covered Health Care Scivices.

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

3. Prescribed or non-prescribed publicly available devices, software applications and/or monitors that can be
used for non-medical purposes.

4. Repair or replacement of DME or orthotics except when necessary due to a growing child’s function need.

5. Repair or replacement of DME or orthotics due to misuse, malicious damage or gross neglect or to replace
lost or stolen items.

6. Repair or replacement of damaged equipment and the purchase or rental of duplicate equipment.

. Mental Health Care and Substance-Related and Addictive Disorders

In addition to all other exclusions listed in this Section 2: Exclusions and Limitations, the exclusions listed directly
below apply to services described under Mental Health Care and Substance-Related and Addictive Disorders
Services in Section 1: Covered Health Care Services.
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1. Services performed in connection with conditions not classified in the current edition of the International
Classification of Diseases section on Mental and Behavioral Disorders or Diagnostic and Statistical Manual of
the American Psychiatric Association.

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

3. Outside of an assessment, services as treatments for the primary diagnoses of learning disabilities,
conduct and disruptive impulse control and conduct disorders, gambling disorder, and paraphilic
disorders.

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

5. Tuition or services that are school-based for children and adolescents required to be provided by, or paid
for by, the school under the Individuals with Disabilities Education Act.

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

7. Transitional Living services.

J. Nutrition
1. Individual and group nutritional counseling, including non-spec. » dis. ¥ > nutr. onal education such as
general good eating habits, calorie control or dietary preferences.” is e. *wa’.n does not apply to

preventive care for which Benefits are provided under the Usimn',Stau = Preventive Services Task Force
requirement. This exclusion also does not apply to medical nutritic_al e ucation services that are provided
as part of treatment for a disease by appropriately license. or regis ‘red health care professionals when
both of the following are true:

= Nutritional education is required for a disease n whic yoatic t, self-management is a part of treatment.

= Thereis a lack of knowledge regarding th : disec »= which requires the help of a trained health
professional.

2. Food of any kind including modified f€od . aducw »such as low protein and low carbohydrate; enteral
formula (including when administere| usi J < »ump), infant formula, and donor breast milk. This
exclusion does not apply ¢ o efits deg¢ ribec under Enteral Formulas in Section 1: Covered Health Care
Services.

3. Nutritional or cosmetic ti , using] igh dose or mega quantities of vitamins, minerals or elements and
other nutrition-based therapy. Exams :s include supplements and electrolytes.

Personal Care, Comfort or Convenience
Television.

Telephone.

Beauty/barber service.

Guest service.

o &~ 0w X

Supplies, equipment and similar incidental services and supplies for personal comfort. Examples include:
= Air conditioners, air purifiers and filters and dehumidifiers.
= Batteries and battery chargers.

= Breast pumps. This exclusion does not apply to breast pumps for which Benefits are provided under the
Health Resources and Services Administration (HRSA) requirement.

L] Car seats.
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Chairs, bath chairs, feeding chairs, toddler chairs, chair lifts and recliners.
Exercise equipment.

Home modifications such as elevators, handrails and ramps.
Hot and cold compresses.

Hot tubs.

Humidifiers.

Jacuzzis.

Mattresses.

Medical alert systems.

Motorized beds.

Music devices.

Personal computers.

Pillows.

Power-operated vehicles.

Radios.

Saunas.

Stair lifts and stair glides.

Strollers.

Safety equipment.

Treadmills.

Vehicle modifications such as van lifts.
Video players.

Whirlpools.

L. Physical Appearance

Cosmetic Procedures. § e the @ ‘an .. oection 9: Defined Terms. Examples include:

Pharmacological regiiicns, nutrit nal procedures or treatments.

Scar or tattoo removal orl ™ un procedures (such as salabrasion, chemosurgery and other such skin
abrasion procedures).

Skin abrasion procedures performed as a treatment for acne.

Liposuction or removal of fat deposits considered undesirable, including fat accumulation under the
male breast and nipple.

Treatment for skin wrinkles or any treatment to improve the appearance of the skin.
Treatment for spider veins.
Sclerotherapy treatment of veins.

Hair removal or replacement by any means.

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

3. Treatment of benign gynecomastia (abnormal breast enlargement in males).
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10.

11.
12.

13.

14.
15.
16.

17.

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

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

Wigs regardless of the reason for the hair loss.

Procedures and Treatments

Removal of hanging skin on any part of the body. Examples include plastic surgery procedures called
abdominoplasty and brachioplasty.

Medical and surgical treatment of excessive sweating (hyperhidrosis).

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

Rehabilitation services and Chiropractic Services to improve general physical conditions that are provided
to reduce potential risk factors, where improvement is not expected, including routine, long-term or
maintenance/preventive treatment.

Rehabilitation services for speech therapy except as required for treatment of a speech impediment or
speech dysfunction that results from Injury, stroke, cancer, or Congenital Anomaly.

Outpatient cognitive rehabilitation therapy except as Medically Necessarsallowing a post-traumatic brain
Injury or stroke.

Physiological treatments and procedures that result in the same eray w.c eff >ts when performed on the
same body region during the same visit or office encounter.

Biofeedback.

Services for the evaluation and treatment of temporomanc. ular joil | syndrome (TMJ), whether the
services are considered to be medical or dental in natw=e. Ti 5.exe’ .sion does not apply to Benefits as
described under Bones or Joints of the Jaw and Fal «al k< iion & Dental Services - Anesthesia and
Hospitalizationin Section 1: Covered Health Car rvices.

Upper and lower jawbone surgery, orthogna.= = surge % and jaw alignment. This exclusion does not apply
to reconstructive jaw surgery required for,vou i »cause uf a Congenital Anomaly, acute traumatic Injury,
dislocation, tumors, cancer or obstrugf ve . nep a, »ea. This exclusion does not apply to Benefits as
described under Bones or Joints of tl 2 Jax ‘ai Facial Region and Dental Services - Anesthesia and
Hospitalizationin Section 3¢ _c. 2red Hei (h C¢ ‘e Services.

Surgical and non-surgic. | treatr: f ocaity.

Stand-alone multi-disciplinie.y tobacce cessation programs. These are programs that usually include
health care providers specializing ix‘ .obacco cessation and may include a psychologist, social worker or
other licensed or certified professionals. The programs usually include intensive psychological support,
behavior modification techniques and medications to control cravings.

Breast reduction surgery except as coverage is required by the Women’s Health and Cancer Rights Act of
1998 for which Benefits are described under Reconstructive Procedures in Section 1: Covered Health Care
Services.

Helicobacter pylori (H. pylori) serologic testing.
Intracellular micronutrient testing.

Health care services provided in the emergency department of a Hospital or Alternate Facility that are not
for an Emergency Medical Condition.

Circumcision, except when performed within thirty (30) days of birth or when Medically Necessary.
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18.

Costs associated with the surgical or medical care and treatment of erectile dysfunction, including penile
implants/prosthesis, and surgery to insert penile implant/prosthesis, regardless of cause of such erectile
dysfunction. Replacement, removal or repair of a previous implant or prosthesis is excluded from
coverage.

Providers

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

Services performed by a provider with your same legal address.

Services provided at a Freestanding Facility or diagnostic Hospital-based Facility without an order written
by a Physician or other provider. Services which are self-directed to a Freestanding Facility or diagnostic
Hospital-based Facility. Services ordered by a Physician or other provider who is an employee or
representative of a Freestanding Facility or diagnostic Hospital-based Facility, when that Physician or
other provider:

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

This exclusion does not apply to mammography.

Reproduction

Health care services and related expenses for infertility treatments, '\ »ludiiyassisted reproductive
technology, regardless of the reason for the treatment.

The following services related to a Gestational Carrier or & rogate:
= All costs related to reproductive techniques ing .an &
¢ Assistive reproductive technology.
+ Artificial insemination.
¢ Intrauterine insemination.
¢ Obtaining and transfarring | mb: o(s
. Health care serviceg acluding:
+ Inpatient or ouy, »t¢ prenec al care and/or preventive care.
¢ Screenings and/or diagnos ¢ testing.
¢ Delivery and post-natal care.

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

= Allfeesincluding:

¢+ Screening, hiring and compensation of a Gestational Carrier or Surrogate including surrogacy
agency fees.

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

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

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

Pre-natal or childbirth classes.

Services Provided under another Plan

Health care services for when other coverage is required by federal, state or local law to be bought or
provided through other arrangements. Examples include coverage required by workers’ compensation, or
similar legislation.

If coverage under workers’ compensation or similar legislation is optional for you because you could elect
it, or could 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.

Health care services during active military duty.

Transplants

Health care services for organ and tissue transplants, except ti »se de cri¥’-d U der Transplantation
Services in Section 1: Covered Health Care Services.

Health care services connected with the removal of an orgapatissuc ‘om you for purposes of a
transplant to another person. (Donor costs that are directly relatec 0 oi_an removal are payable for a
transplant through the organ recipient's Benefits under tri. 2olicy.)

Health care services for transplants involving anima® o ans.

Travel
Health care services provided in a foreion,cour. ¢, unless required as Emergency Health Care Services.

Travel or transportation expenses, ey .nthe . prescribed by a Physician. Some travel expenses related
to Covered Health Care Sensans reci ves ror »Designated Provider may be paid back as determined by
us. This exclusion does rf Japply to am ulan e transportation for which Benefits are provided as
described under Ambul{ ice Sex in cccuon 1: Covered Health Care Services.

Types of Care

Multi-disciplinary pain management programs provided on an inpatient basis for sharp, sudden pain or for
worsened long term pain.

Custodial Care or maintenance care.
Domiciliary care.
Private Duty Nursing.

Respite care. This exclusion does not apply to respite care for which Benefits are provided as described
under Hospice Care in Section 1: Covered Health Care Services.

Rest cures.
Services of personal care aides.

Work hardening (treatment programs designed to return a person to work or to prepare a person for
specific work).
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Vision and Hearing

Cost and fitting charge for eyeglasses and contact lenses.

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

Eye exercise or vision therapy.

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.

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

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

= You have hearing loss of sufficient severity that it would not be remedied enough by a wearable hearing
aid.

More than one bone anchored hearing aid per Covered Person who meets the above coverage criteria

during the entire period of time you are enrolled under the Policy.

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

Note: These exclusions do not apply to the Physician services, soft lensf s or /- .iera shells for the treatment of
aphakic patients or to initial glasses or contact lenses following catc act su ver’.

U. All Other Exclusions

1.

Health care services and supplies that do not meet the d¢fition o1 ) Covered Health Care Service.
Covered Health Care Services are those health services, inc ding ¢ rvices, supplies, or Pharmaceutical
Products, which we determine to be all of the follow( y-

+ Provided for the purpose of preventing, . aluating diagi 'sing or treating a Sickness, Injury,
Mental lliness, substance-related anc¢ addic e disorders, condition, disease or its symptoms.

¢ Medically Necessary.

+ Described as a Covered He' (th @ 4 »Service in this Certificate under Section 1: Covered Health Care
Services and in tk “Yedu.c o 3ent i.s.

+ Not otherwise [ «cludeds mhis '« 7 Lricate under Section 2: Exclusions and Limitations.

Physical, psychiatric or pc, _.iological 2xams, testing, all forms of vaccinations and immunizations or
treatments that are otherwise covers’ under the Policy when:

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

. Related to judicial or administrative proceedings or orders. This exclusion does not apply to services
that are determined to be Medically Necessary.

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

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

Health care services received as a result of war or any act of war, whether declared or undeclared or
caused during service in the armed forces of any country. This exclusion does not apply if you are a
civilian injured or otherwise affected by war, any act of war, or terrorism in non-war zones.
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10.

11.

12.

13.

14.

15.

16.

17.

Health care services received after the date your coverage under the Policy ends. This applies to all health
care services, even if the health care service is required to treat a medical condition that started before the
date your coverage under the Policy ended. This exclusion does not apply to Covered Health Care
Services under Extended Coverage for Pregnancy or Extended Coverage for Total Disability in Section 4:
When Coverage Ends.

Health care services when you have no legal responsibility to pay, or when a charge would not ordinarily
be made in the absence of coverage under the Policy.

In the event an out-of-Network provider waives, does not pursue, or fails to collect, Co-payments,
Co-insurance and/or any deductible or other amount owed for a particular health care service, no Benefits
are provided for the health care service when the Co-payments, Co-insurance and/or deductible are
waived.

Charges in excess of the Allowed Amount or in excess of any specified limitation.

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

Autopsy.

Foreign language and sign language interpretation services offered by or required to be provided by a
Network or out-of-Network provider.

Health care services related to a non-Covered Health Care Service: Whersservice is not a Covered Health
Care Service, all services related to that non-Covered Health Care Senf ce ar* also excluded. This
exclusion does not apply to services we would otherwise detei’. iine tc e« ovel d Health Care Services if
the service treats complications that arise from the non-Covered™ »althi. are S rvice.

For the purpose of this exclusion, a "complication" is an unexammted © wunanticipated condition that is
superimposed on an existing disease and that affects or m¢ difies '« =2 prcjnosis of the original disease or
condition. Examples of a "complication" are bleeding or it ztions, 1 llowing a Cosmetic Procedure, that
require hospitalization.

Services that are not provided, arranged or prior2 ithoriz¢ ', by « »or a Primary Care Physician, except in
the case of an Emergency Medical Condition, /.r TG, direct access w participating providers as provided
under the Policy.

Any medical or surgical treatment with<7 “arime. % purpose to correct complications as a result of the
Covered Person’s willful and knowing® railur . = folicw a Physician’s treatment plan.

Any medical or surgical tre® v it and/q’ eval aton of complications arising from any non-covered
services, inclusive of phy ician and facii »4" arges.

Medication, supplies anc._w juipmel  that Covered Person takes home from a Hospital or other facility.
This exclusion does not apply to Ost/ ny Supplies provided as described under Ostomy Supplies in
Section 1: Covered Health Ca# »5 Jices.

lliness or Injury resulting from participation in the following activities:
= Bungee jumping.
= Skydiving.

= Scuba diving at depths below 60 feet, or scuba diving without prior professional certification (such as
PAD1).

= Hang-gliding.

= Auto racing.

= Mountain climbing.
= Rock climbing.

Any expenses related to a Covered Person staying in a Hospital, Skilled Nursing Facility or other facility
past the discharge time or date set by us or a Network Physician, after notice to the Covered Person.
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Section 3: When Coverage Begins

How Do You Enroll?

Eligible Persons must complete an enroliment form given to them by the Group. The Group will submit the
completed forms to us, along with any required Premium. We will not provide Benefits for health care services
that you receive before your effective date of coverage.

What If You Are Hospitalized When Your Coverage Begins?

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

*  You are an inpatient in a Hospital, Skilled Nursing Facility or Inpatient Rehabilitation Facility on the day your
coverage begins.

*  You receive Covered Health Care Services on or after your first day of coverage related to that Inpatient Stay.
. You receive Covered Health Care Services in accordance with the terms of the Policy.

These Benefits are subject to your previous carrier's obligations under state law or contract.

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

Who Is Eligible for Coverage?

The Group determines who is eligible to enroll and who qualifies as a L' »enc

+

Eligible Person

Eligible Person usually refers to an employee or membgasaf the Srour 'who meets the eligibility rules. When an
Eligible Person enrolls, we refer to that person as a[,ubsc her. ar a complete definition of Eligible Person,
Group and Subscriber, see Section 9: Defined Term:

Eligible Persons must live or work within the Ser¢. » Area.

If both spouses are Eligible Persons of the /" o, ec *h may enroll as a Subscriber or be covered as an Enrolled
Dependent of the other, but not both.

Dependent

Dependent generally refers tc s Subscri r's spouse and children. When a Dependent enrolls, we refer to that
person as an Enrolled Dependent. For a/ omplete definition of Dependent and Enrolled Dependent, see Section
9: Defined Terms.

Dependents of an Eligible Person may not enroll unless the Eligible Person is also covered under the Policy.

If both parents of a Dependent child are enrolled as a Subscriber, only one parent may enroll the child as a
Dependent.

When Do You Enroll and When Does Coverage Begin?

Except as described below, Eligible Persons may not enroll themselves or their Dependents.

Initial Enrollment Period

When the Group purchases coverage under the Policy from us, the Initial Enrollment Period is the first period of
time when Eligible Persons can enroll themselves and their Dependents.

Coverage begins on the date shown in the Policy. We must receive the completed enroliment form and any
required Premium within 31 days of the date the Eligible Person becomes eligible.
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Open Enrollment Period

The Group sets the Open Enroliment Period. During the Open Enrollment Period, Eligible Persons can enroll
themselves and their Dependents.

Coverage begins on the date identified by the Group. We must receive the completed enroliment form and any
required Premium within 31 days of the date the Eligible Person becomes eligible.

New Eligible Persons

Coverage for a new Eligible Person and his or her Dependents begins on the date agreed to by the Group. We
must receive the completed enrollment form and any required Premium within 31 days of the date the new
Eligible Person first becomes eligible.

Adding New Dependents

Subscribers may enroll Dependents who join their family because of any of the following events:
. Birth.

. Legal adoption.

. Placement for adoption.

. Marriage.

. Legal guardianship.

. Court or administrative order.

Coverage for the Dependent, except for newborns, begins on_the ¢ te o uie event. We must receive the
completed enrollment form and any required Premium withint 51 ws '« wthe event. For newborns, coverage
begins at the moment of birth if the newborn is enrolled byét e Subs ciber as described below. For newborns
placed for adoption or foster care, coverage begins from the ni_ment ¢ birth if there is an agreement to place or
adopt the newborn and the newborn is ultimately pla.cc in th 38Zoscriber's home. For newborns, adopted
children and children placed for foster care, no Premit m wili = chc ned for the first 31 days if written notice to
enroll the new dependent is given within 31 days ¢ the avent. livche Suoscriber fails to enroll the new dependent
within 31 days but does so within 63 days of <_ | eveny, the Subscriber will be required to pay an additional
Premium from the date of birth or placement_If wii '2n notice is not given within 63 days of birth or placement,
the newborn, foster child or adopted child4 iay" » enrc '=d during any Open Enrollment Period.

Special Enrollment Perit'd

An Eligible Person and/or C_vend® .. mec \ also be able to enroll during a special enrollment period. A special
enrollment period is not availauie to an F gible Person and his or her Dependents if coverage under the prior
plan ended for cause, or because premix 'is were not paid on a timely basis.

An Eligible Person and/or Dependent does not need to elect COBRA continuation coverage to preserve special
enrollment rights. Special enrollment is available to an Eligible Person and/or Dependent even if COBRA is not
elected.

A special enrollment period applies to an Eligible Person and any Dependents when one of the following events
occurs:

. Birth.

. Legal adoption.

. Placement for adoption.
. Marriage.

A special enrollment period also applies for an Eligible Person and/or Dependent who did not enroll during the
Initial Enroliment Period or Open Enroliment Period if any of the following are true:

*  The Eligible Person previously declined coverage under the Policy, but the Eligible Person and/or Dependent
becomes eligible for a premium assistance subsidy under Medicaid or Children’s Health Insurance Program
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(CHIP). Coverage will begin only if we receive the completed enrollment form and any required Premium
within 60 days of the date of determination of subsidy eligibility.

. The Eligible Person and/or Dependent had existing health coverage under another plan at the time they had
an opportunity to enroll during the Initial Enroliment Period or Open Enrollment Period and coverage under
the prior plan ended because of any of the following:

. Loss of eligibility (including legal separation, divorce or death).

=  The employer stopped paying the contributions. This is true even if the Eligible Person and/or
Dependent continues to receive coverage under the prior plan and to pay the amounts previously paid
by the employer.

. In the case of COBRA continuation coverage, the coverage ended.

=  The Eligible Person and/or Dependent no longer resides, lives or works in an HMO service area if no
other benefit option is available.

=  The plan no longer offers benefits to a class of individuals that includes the Eligible Person and/or
Dependent.

=  The Eligible Person and/or Dependent loses eligibility under Medicaid or Children’s Health Insurance
Program (CHIP). Coverage will begin only if we receive the completed enrollment form and any required
Premium within 60 days of the date coverage ended.

When an event takes place (for example, a birth, marriage or determina® .. nof eligibility for state subsidy),
coverage begins on the date of the event. We must receive the comple’ :d e ollment form and any required
Premium within 31 days of the event unless otherwise noted above.

For an Eligible Person and/or Dependent who did not enroll during »the“"_al Enrollment Period or Open
Enrollment Period because they had existing health coverage 47..c. »anc »er plan, coverage begins on the day
following the day coverage under the prior plan ends. Except s other. se noted above, coverage will begin only
if we receive the completed enrollment form and any required r_=2mium | ithin 31 days of the date coverage under
the prior plan ended.
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Section 4: When Coverage Ends

General Information about When Coverage Ends

As permitted by law, we may end the Policy and/or all similar benefit plans at any time for the reasons explained
in the Policy.

Your right to Benefits automatically ends on the date that coverage ends, even if you are hospitalized or are
otherwise receiving medical treatment on that date. Please note that this does not affect coverage that is extended
under Extended Coverage for Total Disability below.

When your coverage ends, we will still pay claims for Covered Health Care Services that you received before the
date your coverage ended. However, once your coverage ends, we will not pay claims for any health care
services received after that date (even if the medical condition that is being treated occurred before the date your
coverage ended). Please note that this does not affect coverage that is extended under Extended Coverage for
Total Disability below.

Unless otherwise stated, an Enrolled Dependent’s coverage ends on the date the Subscriber's coverage ends.

Please note that if you are subject to the Extended Coverage for Total Disability provision later in this section,
entitlement to Benefits ends as described in that section.

What Events End Your Coverage?

Coverage ends on the earliest of the dates specified below:
*«  The Entire Policy Ends

Your coverage ends on the date the Policy ends. In this evernt »,.Gre n is responsible for notifying you
that your coverage has ended. If we end your coverage bel ause 6. 2 decision to no longer issue this
particular type of health benefit plan, we will provide writte. notice t you at least 90 days prior to the
renewal date of the Policy. If we end your coverage /7 ause™ %2 d{ Cision to no longer issue any type of
health benefit plan, we will provide written notice tc you < il the  woplicable state authority at least 180
days prior to the renewal date of the Policy.

« The Subscriber No Longer Lives or Works ™ ithin ti \Service Area
Your coverage ends on the last day of ¢ »alenc. s month in which the Subscriber no longer lives or works

in the Service Area. Coverage will eng¢ on tk _ ‘'ate ¢.that move, even if the Subscriber does not notify us.
The Subscriber or the Grourgaust nc fy £ s if 1 . »Subscriber moves from the Service Area.

* You AreNo Longer Elig’ sle
Your coverage ends on 1. »!a® ‘uay oi he calendar month in which you are no longer eligible to be a
Subscriber or Enrolled Dependent. At 2ast 45 days advance notice detailing this end of coverage eligibility

will be sent to the Subscriber. &!ea¢ “refer to Section 9: Defined Terms for definitions of the terms "Eligible
Person," "Subscriber," "Dependent” and "Enrolled Dependent."

For an Enrolled Dependent:

¢+ Coverage for a newborn child of an Enrolled Dependent ends on the last day of the calendar month
in which the child reaches 18 months of age.

+ Coverage for all other Enrolled Dependents continues until the end of the calendar year in which
the Enrolled Dependent reaches the limiting age.
*«  We Receive Notice to End Coverage
The Group is responsible for providing the required notice to us to end your coverage. Your coverage

ends on the last day of the calendar month in which we receive the required notice from the Group to end
your coverage, or on the date requested in the notice, if later.

. Subscriber Retires or Is Pensioned

The Group is responsible for providing the required notice to us to end your coverage. Your coverage
ends the last day of the calendar month in which the Subscriber is retired or receiving benefits under the
Group’s pension or retirement plan.
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This provision applies unless there is specific coverage classification for retired or pensioned persons in
the Group’s Application, and only if the Subscriber continues to meet any applicable eligibility
requirements. The Group can provide you with specific information about what coverage is available for
retirees.

Fraud or Intentional Misrepresentation of a Material Fact

We will provide at least 45 days advance required notice to the Subscriber that coverage will end on the date we
identify in the notice because you committed an act, practice, or omission that constituted fraud, or an intentional
misrepresentation of a material fact. Examples include knowingly providing incorrect information relating to
another person’s eligibility or status as a Dependent. You may appeal this decision during the notice period. The
notice will contain information on how to appeal the decision.

If we find that you have performed an act, practice, or omission that constitutes fraud, or have made an
intentional misrepresentation of material fact we have the right to demand that you pay back all Benefits we paid
to you, or paid in your name, during the time you were incorrectly covered under the Policy.

Coverage for a Disabled Dependent Child

Coverage for an Enrolled Dependent child who is disabled will not end just because the child has reached a
certain age. We will extend the coverage for that child beyond this age if both of the following are true:

+ The Enrolled Dependent child is not able to support him/herself because of mental, developmental, or
physical disability.

*  The Enrolled Dependent child depends mainly on the Subscri » for < opd.t.

Coverage will continue as long as the Enrolled Dependent child is mec »ally a7 2d as disabled and dependent
unless coverage otherwise ends in accordance with the terms of #mmR0alic,

You must furnish us with proof of the medical certification ofé! sability * ithin 31 days of the date coverage would
have ended because the child reached a certain age.

We may continue to ask you for proof that the child cc itinuc \to L disabled and dependent. We will not ask for
this information more than once a year.

If you do not provide proof of the child’s disabii." \ and ¢ »endency within 31 days of our request as described
above, coverage for that child will end.

Extended Coverage for Pregi aniy

If a Covered Person is pregna’ < on the date| e e'.tire Policy ends, Benefits for the Pregnancy will be extended to
Covered Health Care Servi 2s rela® = ‘irecuy to the Pregnancy. Such Benefits will be extended until the
Pregnancy ends, regardless mether 1 e Group or other entity secures replacement coverage from a new
carrier or foregoes the provision of covers ,e unless coverage under the succeeding plan is required by statute.

Extended Coverage for Total Disability

Coverage when you are Totally Disabled on the date the entire Policy ends will not end automatically. We will
extend the coverage, only for treatment of the condition causing the Total Disability. Benefits will be paid until the
earlier of either of the following:

*  The Total Disability ends.
+  Twelve months from the date coverage would have ended when the entire Policy ends.

Continuation of Coverage

If your coverage ends under the Policy, you may have the right to elect continuation coverage (coverage that
continues on in some form) in accordance with federal or state law.

Continuation coverage under COBRA (the federal Consolidated Omnibus Budget Reconciliation Act) is available
only to Groups that are subject to the terms of COBRA. Contact your plan administrator to find out if your Group
is subject to the provisions of COBRA.

If you chose continuation coverage under a prior plan which was then replaced by coverage under the Policy,
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continuation coverage will end as scheduled under the prior plan or in accordance with federal or state law,
whichever is earlier.

We are not the Group’s designated "plan administrator" as that term is used in federal law, and we do not assume
any responsibilities of a "plan administrator" according to federal law.

We are not obligated to provide continuation coverage to you if the Group or its plan administrator fails to
perform its responsibilities under federal law. Examples of the responsibilities of the Group or its plan
administrator are:

. Notifying you in a timely manner of the right to elect continuation coverage.
. Notifying us in a timely manner of your election of continuation coverage.

Qualifying Events for Continuation Coverage under State Law

Florida continuation applies only to Enrolling Groups with fewer than 20 employees. Coverage must have ended
due to one of the following qualifying events:

+  Termination of the Subscriber from employment with the enrolling Group for any reason except gross
misconduct.

+  Termination of coverage due to loss of eligibility as a Subscriber or an Enrolled Dependent.

. For an Enrolled Dependent, termination of coverage due to the Subscriber's death, loss of eligibility due to
divorce or legal separation, entitlement of the Subscriber to Medicare bensfits.

. For retired Subscribers and his or her Enrolled Dependents, termina’ on ¢ coyerage if the Enrolling Group
files for bankruptcy or if there is a substantial elimination of cG »arage| (!t o year before or after the date
bankruptcy was filed.

Notification Requirements and Election Perit;d icx Continuation Coverage
under State Law

You must notify us within 63 days after the qualifying ev/.ic hcurs. 7ol written notice must list the following:
. Qualifying event.

. Name of the enrolling Group.

. Group plan number (refer to your ID carcdh

. Names and addresses for you and ye ur Er ‘led L pendents.

+  Within 14 days of receiving = wriven/ iotic ,-we will send, via certified mail, each person an election and
premium notice form. H¢ wever, only ¢ = n<.ice will be sent to those residing in the same household. You
must elect continuation | overas® _.. \pay wne initial premium within 30 days of receiving this notification. We
will bill you for subseque.. = “cmiums due on the first day of each month. Such premiums must be paid by
the end of the 30-day grace period. / emiums will not exceed 115% of the group rate.

. Note: If you are disabled at tiic-ume of the qualifying event, you must notify us of your disability within 60
days after determination of the disability and in no event, later than the end of the first 18 months of
continuation, in order to be eligible to extend your continuation coverage beyond the 18 months (refer to
Terminating Events for Continuation Coverage under State Law). If you provide the notice, you are eligible for
up to a maximum of 29 months of coverage from the date of the qualifying event. When the disability ends,
you must notify us within 30 days of such determination. We may charge up to 150% of the Group rate
during the 11 month disability extension.

Terminating Events for Continuation Coverage under State Law

Continuation coverage under the Policy will end on the earliest of the following dates:

. 18 months from the date your continuation began.

. 29 months from the date your continuation began if you were disabled at the time of the qualifying event.
*  The date any disability ends.

*  The date coverage ends for failure to make timely payment of the Premium.

. The date coverage ends because you violate a material condition of the Policy.
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. The date coverage is or could be obtained under any other group health plan. If the other group health plan
contains any preexisting condition exclusion, continuation coverage under the Policy for health services
related to the preexisting condition will continue until the date the preexisting condition waiting period ends.

+  The date you are or could be covered by Medicare.
*  The date the entire Policy ends.
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Section 5: How to File a Claim

How Are Covered Health Care Services from Network Providers Paid?

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

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

When you receive Covered Health Care Services from an out-of-Network provider, you are responsible for
requesting payment from us. You must file the claim in a format that contains all of the information we require, as
described below.

You should submit a request for payment of Benefits within 90 days after the date of service. If you don't provide
this information to us within one year of the date of service, Benefits for that health care service will be denied or
reduced, as determined by us. This time limit does not apply if you are legally incapacitated. If your claim relates
to an Inpatient Stay, the date of service is the date your Inpatient Stay ends.

Required Information

When you request payment of Benefits from us, you must provide us with a'‘.i . »following information:
¢ The Subscriber's name and address.

+  The patient's name and age.

*«  The number stated on your ID card.

. The name and address of the provider of the service(s).

+  The name and address of any ordering Physician.

+  Adiagnosis from the Physician.

. An itemized bill from your provider that ing".uc \the Cu vent i ’ocedural Terminology (CPT) codes or a
description of each charge.

*  The date the Injury or Sickness began.

+ A statement indicating either that yo/ are/ . wou «re not, enrolled for coverage under any other health plan
or program. If you are enrollas,for ot er £ ovel .2 you must include the name of the other carrier(s).

The above information should’ e filed with us »t#".e address on your ID card.

When filing a claim for Outpav_w'® “‘escrip, )n Drug Benefits, your claims should be submitted to:
Optum RX
PO Box 29077
Hot Springs, AR 71903

Payment of Benefits

If you provide written authorization to allow this, all or a portion of any Allowed Amounts due to a provider may be
paid directly to the provider instead of being paid to the Subscriber. We will not reimburse third parties that have
purchased or been assigned benefits by Physicians or other providers.

Benefits will be paid to you unless either of the following is true:
. The provider notifies us that your signature is on file, assigning benefits directly to that provider.

*  You make a written request at the time you submit your claim.
You may not assign your Benefits under the Policy or any cause of action related to your Benefits under the
Policy to an out-of-Network provider without our consent. When an assignment is not obtained, we will send the

reimbursement directly to the Subscriber for reimbursement to an out-of-Network provider. We may, as we
determine, pay an out-of-Network provider directly for services rendered to you. In the case of any such
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assignment of Benefits or payment to an out-of-Network provider, we have the right to offset Benefits to be paid to
the provider by any amounts that the provider owes us.

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

. The Covered Health Care Services were actually provided.

*+  The Covered Health Care Services were medically appropriate.
Payment of Benefits under the Policy shall be in cash or cash equivalents, or in a form of other consideration that
we determine to be adequate. Where Benefits are payable directly to a provider, such adequate consideration

includes the forgiveness in whole or in part of the amount the provider owes us, or to other plans for which we
make payments where we have taken an assignment of the other plans’ recovery rights for value.
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Section 6: Questions, Complaints and Appeals

To resolve a question, complaint, or appeal, just follow these steps:

What if You Have a Question?

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

What if You Have a Complaint?

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

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

If the representative cannot resolve the issue over the phone, he/she can help you prepare and submit a written
complaint. We will notify you of our decision regarding your complaint within 60 days of receiving it.

How Do You Appeal a Claim Decision?

Post-service Claims

Post-service claims are claims filed for payment of Benefits after metlical ci e h< 5 ben received.

Pre-service Requests for Benefits

Pre-service requests for Benefits are requests that require nfor auu irizacon or benefit confirmation prior to
receiving medical care.

How to Request an Appeal

If you disagree with a pre-service request forgF =nefitt determination, post-service claim determination or a
rescission of coverage determination, you can con. =t us in“ uriting to request an appeal.

Your request for an appeal should include;

¢ The patient's name and the s'antifica_on/ wum from the ID card.

. The date(s) of medical s¢ vice(s).

¢ The provider's name.

*+  Thereason you believe the claim she d be paid.

. Any documentation or other w.." _.i information to support your request for claim payment.

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

Appeal Process

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

Pre-service Requests for Benefits and Post-service Claim Appeals
For procedures related to urgent requests for Benefits, see Urgent Appeals that Require Immediate Action below.

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

. For appeals of pre-service requests for Benefits as defined above, the first level appeal will take place and
you will be notified of the decision within 15 days from receipt of a request for appeal of a denied request for
Benefits. If you are not satisfied with the first level appeal decision, you have the right to request a second
level appeal. This request must be submitted to us within 60 days from receipt of the first level appeal
decision. The second level appeal will take place and you will be notified of the decision within 15 days from
receipt of a request for review of the first level appeal decision.

. For appeals of post-service claims as defined above, the first level appeal will take place and you will be
notified of the decision within 30 days from receipt of a request for appeal of a denied claim. If you are not
satisfied with the first level appeal decision, you have the right to request a second level appeal. This request
must be submitted to us within 60 days from receipt of the first level appeal decision. The second level
appeal will take place and you will be notified of the decision within 30 days from receipt of a request for
review of the first level appeal decision.

Please note that our decision is based only on whether or not Benefits are available under the Policy for the
proposed treatment or procedure.

You may have the right to external review through an Indeg adent| Rex :w | rganization (IRO) upon the
completion of the internal appeal process. Instructions regarding any« wch ' ats, 2 d how to access those rights,
will be provided in our decision letter to you.

Urgent Appeals that Require Immediate Acé on

Your appeal may require urgent action if a delay in treat™ at co. #.ind ease the risk to your health, or the ability
to regain maximum function, or cause severe pain. In tl 2se u. 'ant ¢ yations:

« The appeal does not need to be submitted /.1 w._iing. Ycu or your Physician should call us as soon as
possible.

. We will provide you with a written ora®'actroi », determination within 72 hours following receipt of your
request for review of the determinatiof’, tak’ s into" iccount the seriousness of your condition.

. If we need more informatiors™m your E .ysic x..to make a decision, we will notify you of the decision by the
end of the next business/ ay following 1. zeir® of the required information.

The appeal process for urger. situe ons G, =2s not apply to prescheduled treatments, therapies or surgeries.

Federal External ReviewsPragram

You may be entitled to request an external review of our determination after exhausting your internal appeals if
either of the following apply:

*  You are not satisfied with the determination made by us.
+  Wefail to respond to your appeal within the timeframe required by the applicable regulations.

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

. Clinical reasons.

*  The exclusions for Experimental or Investigational Service(s) or Unproven Service(s).
. Rescission of coverage (coverage that was cancelled or discontinued retroactively).

. As otherwise required by applicable law.

You or your representative may request a standard external review by sending a written request to the address
listed in the determination letter. You or your representative may request an expedited external review, in urgent
situations as defined below, by contacting us at the telephone number on your ID card or by sending a written
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request to the address listed in the determination letter. A request must be made within four months after the date
you received our final appeal decision.

An external review request should include all of the following:

. A specific request for an external review.

¢ Your name, address, and insurance 1D number.

*  Your designated representative’s name and address, when applicable.

¢ The service that was denied.

* Any new, relevant information that was not provided during the internal appeal.

An external review will be performed by an Independent Review Organization (IRO). We have entered into
agreements with three or more IROs that have agreed to perform such reviews. There are two types of external
reviews available:

. A standard external review.
. An expedited external review.

Standard External Review

A standard external review includes all of the following:
+ Apreliminary review by us of the request.

+ Avreferral of the request by us to the IRO.

. A decision by the IRO.

After receipt of the request, we will complete a preliminary reviexsaithir, the applicable timeframe, to determine
whether the individual for whom the request was submitted me¢ s all ¢_the '\ owing:

. Is or was covered under the Policy at the time the heal. \care s¢ vice or procedure that is at issue in the
request was provided.

. Has exhausted the applicable internal appeals pra¢ =ss.
. Has provided all the information and forms re( vireG. 20 that we may process the request.

After we complete this review, we will issue a noti. »ation 1. writing to you. If the request is eligible for external
review, we will assign an IRO to conduct s .. wiew. Ve will assign requests by either rotating the assignment of
claims among the IROs or by using a ran/ om £ 21 ion process.

The IRO will notify you in writ® g oithe reqt :st's/ :ligibility and acceptance for external review and if necessary,
for any additional informati¢ | needasma co T uct the external review. You will generally have to submit the
additional information in writ. =#¢ .ie IRy \within ten business days after the date you receive the IRO’s request
for the additional information. The IRO ig not required to, but may, accept and consider additional information
submitted by you after ten businestda

We will provide to the assigned IRO the documents and information considered in making our determination. The
documents include:

+  Allrelevant medical records.
+  All other documents relied upon by us.

. All other information or evidence that you or your Physician submitted. If there is any information or
evidence you or your Physician wish to submit that was not previously provided, you may include this
information with your external review request. We will include it with the documents forwarded to the IRO.

In reaching a decision, the IRO will review the claim as new and not be bound by any decisions or conclusions
reached by us. The IRO will provide written notice of its determination (the "Final External Review Decision") within
45 days after it receives the request for the external review (unless they request additional time and you agree).
The IRO will deliver the notice of Final External Review Decision to you and us, and it will include the clinical basis
for the determination.

If we receive a Final External Review Decision reversing our determination, we will provide coverage or payment
for the Benefit claim at issue according to the terms and conditions of the Policy, and any applicable law
regarding plan remedies. If the Final External Review Decision agrees with our determination, we will not be
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obligated to provide Benefits for the health care service or procedure.

Expedited External Review

An expedited external review is similar to a standard external review. The main difference between the two is that
the time periods for completing certain portions of the review process are much shorter for the expedited external
review, and in some instances you may file an expedited external review before completing the internal appeals
process.

You may make a written or verbal request for an expedited external review, separately or at the same time you
have filed a request for an expedited internal appeal, if you receive either of the following:

. An adverse benefit determination of a claim or appeal that involves a medical condition for which the time
frame for completion of an expedited internal appeal would either jeopardize:

= The life or health of the individual.
= Theindividual's ability to regain maximum function.

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

= Involves a medical condition where the timeframe for completion of a standard external review would
either jeopardize the life or health of the individual or jeopardize the individual's ability to regain
maximum function.

= Concerns an admission, availability of care, continued sta, »or he Ithf_are| zrvice, procedure or product
for which the individual received Emergency Health Care Sei ‘zes, iyt had not been discharged from a
facility.

Immediately upon receipt of the request, we will determine whe( 1er the adivicual meets both of the following:

. Is or was covered under the Policy at the time the healti. sare s¢ vice or procedure that is at issue in the
request was provided.

. Has provided all the information and forms regu ™ | so the. we n. W process the request.

After we complete the review, we will send a i ce in " xiting to you. Upon a determination that a request is
eligible for expedited external review, we will_assi_ » an IKJ in the same manner we utilize to assign standard
external reviews to IROs. We will provide &' ied vired™ acuments and information we used in making the adverse
benefit determination or final adverse ber :fit ¢ (v minauon to the assigned IRO electronically or by telephone or
facsimile or any other available od i af mel\ rmanner. The IRO, to the extent the information or documents
are available and the IRO/ onsiders_thel a7 ropriate, must consider the same type of information and
documents considered in a < indar” _awe hal review.

In reaching a decision, the IRO will revie the claim as new and not be bound by any decisions or conclusions
reached by us. The IRO will provideyrat e of the final external review decision for an expedited external review as
quickly as the claimant's medical condition or circumstances require, but in no event more than 72 hours after the
IRO receives the request. If the IRO’s final external review decision is first communicated verbally, the IRO will
follow-up with a written confirmation of the decision within 48 hours of that verbal communication.

You may call us at the telephone number on your ID card for more information regarding external review rights,
or if making a verbal request for an expedited external review.
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Section 7: Coordination of Benefits

Benefits When You Have Coverage under More than One Plan

This section describes how Benefits under the Policy will be coordinated with those of any other plan that
provides benefits to you. The language in this section is from model laws drafted by the National Association of

Insurance Commissioners (NAIC) and represents standard industry practice for coordinating benefits.

When Does Coordination of Benefits Apply?

This Coordination of Benefits (COB) provision applies when a person has health care coverage under more than

one Plan. Plan is defined below.

The order of benefit determination rules below govern the order in which each Plan will pay a claim for benefits.

Primary Plan. The Plan that pays first is called the Primary Plan. The Primary Plan must pay benefits in
accordance with its policy terms without regard to the possibility that another Plan may cover some

expenses.

Secondary Plan. The Plan that pays after the Primary Plan is the Secondary Plan. The Secondary Plan may
reduce the benefits it pays so that payments from all Plans do not exceed 100% of the total Allowable

Expense. Allowable Expense is defined below.

Definitions

For purposes of this section, terms are defined as follows:

A.

Plan. A Plan is any of the following that provides benefits or service. “ar meuical, pharmacy or dental care
or treatment. If separate contracts are used to provide coo) anaic »cov sage for members of a group, the
separate contracts are considered parts of the same plai®> 1d there 's no COB among those separate
contracts.

1. Planincludes: group and non-group insuranc @ con. icts, . nalth maintenance organization (HMO)
contracts, closed panel plans or other for 5 \group « »grou _»type coverage (whether insured or
uninsured); medical care components @f ong-tc m care contracts, such as skilled nursing care;
medical benefits under group or individuc hautomc ile contracts; and Medicare or any other federal
governmental plan, as permitted /¢~ .

2. Plan does not include: hospital | 1der nity »overage insurance or other fixed indemnity coverage;
accident only coverad _, specified ¢ seas . or specified accident coverage; limited benefit health
coverage, as define | by statag'aw; ¢ w ol accident type coverage; benefits for non-medical
components of lony tern® are p icies; Medicare supplement policies; Medicaid policies; or
coverage under other iederal go arnmental plans, unless permitted by law.

Each contract for coverage uii. .. or 2. above is a separate Plan. If a Plan has two parts and COB rules
apply only to one of the two, each of the parts is treated as a separate Plan.

This Plan. This Plan means, in a COB provision, the part of the contract providing the health care benefits
to which the COB provision applies and which may be reduced because of the benefits of other plans. Any
other part of the contract providing health care benefits is separate from This Plan. A contract may apply
one COB provision to certain benefits, such as dental benefits, coordinating only with similar benefits, and
may apply another COB provision to coordinate other benefits.

Order of Benefit Determination Rules. The order of benefit determination rules determine whether This
Plan is a Primary Plan or Secondary Plan when the person has health care coverage under more than one
Plan. When This Plan is primary, it determines payment for its benefits first before those of any other Plan
without considering any other Plan’s benefits. When This Plan is 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.

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
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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 Expenses:

1. The difference between the cost of a semi-private hospital room and a private room is not an
Allowable Expense unless one of the Plans provides coverage for private hospital room expenses.

2. If aperson is covered by two or more Plans that compute their benefit payments on the basis of
usual and customary fees or relative value schedule reimbursement methodology or other similar
reimbursement methodology, any amount in excess of the highest reimbursement amount for a
specific benefit is not an Allowable Expense.

3. Ifaperson is covered by two or more Plans that provide benefits or services on the basis of
negotiated fees, an amount in excess of the highest of the negotiated fees is not an Allowable
Expense.

4. If a person is covered by one Plan that calculates its benefits or services on the basis of usual and
customary fees or relative value schedule reimbursement methodology or other similar
reimbursement methodology and another Plan that provides its benefits or services on the basis of
negotiated fees, the Primary Plan’s payment arrangement shall be the Allowable Expense for all
Plans. However, if the provider has contracted with the Secondary Plan to provide the benefit or
service for a specific negotiated fee or payment amount that is diffexant.than the Primary Plan’s
payment arrangement and if the provider's contract permits, the/ egot .ed fee or payment shall be
the Allowable Expense used by the Secondary Plan to d€. xmine_fs/  nef ;.

5. The amount of any benefit reduction by the Primary Plan becC :se '« Tau.ied Person has failed to
comply with the Plan provisions is not an Allowable Exramme. EX. mples of these types of plan
provisions include second surgical opinions, precertifi .ation™ € adi. issions and preferred provider
arrangements.

E. Closed Panel Plan. Closed Panel Plan is a Plan th¢ -“o. wides witiih care benefits to Covered Persons
primarily in the form of services through a panel.ai oroviac = the. have contracted with or are employed by
the Plan, and that excludes benefits for service 5 pre ided by other‘providers, except in cases of
emergency or referral by a panel member.

F. Custodial Parent. Custodial Parent is 7 »areri. awarded custody by a court decree or, in the absence of
a court decree, is the parent with wh/ n the * »ild resides more than one half of the calendar year
excluding any temporary visi*ation.

What Are the Rules [ or DatCimiiiiig the Order of Benefit Payments?

When a person is covered by wo or mor’ Plans, the rules for determining the order of benefit payments are as
follows:

A. The Primary Plan pays or provides its benefits according to its terms of coverage and without regard to the
benefits under any other Plan.

B. Except as provided in the next paragraph, a Plan that does not contain a coordination of benefits
provision that is consistent with this provision is always primary unless the provisions of both Plans state
that the complying plan is primary.

Coverage that is obtained by virtue of membership in a group that is designed to supplement a part of a
basic package of benefits and provides that this supplementary coverage shall be in excess of any other
parts of the Plan provided by the contract holder. Examples of these types of situations are major medical
coverages 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. APIan 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. a retired employee); then the order of benefits between the two Plans is reversed so that the
Plan covering the person as an employee, member, policyholder, subscriber or retiree is the
Secondary Plan and the other Plan is the Primary Plan.

2. Dependent Child Covered Under More Than One Coverage Plan. Unless there is a court decree
stating otherwise, plans covering a dependent child shall determine the order of benefits as follows:

a) For a dependent child whose parents are married or are living together, whether or not they
have ever been married:

(1) The Plan of the parent whose birthday falls earlier in the calendar year is the Primary Plan;
or

(2) If both parents have the same birthday, the Plan that covered the parent longest is the
Primary Plan.

b) For a dependent child whose parents are divorced or separated or are not living together,
whether or not they have ever been married:

(1) If a court decree states that one of the parents is respons uic s the dependent child’s
health care expenses or health care coverage and the [ an ¢ «(had parent has actual
knowledge of those terms, that Plan is primary. 1i_2e pe =f  with esponsibility has no
health care coverage for the dependent child’s heai. ycarc et .ises, but that parent’s
spouse does, that parent’s spouse’s plan is tbanT=imai »Plan. This shall not apply with
respect to any plan year during which benef s are, hid ¢ *provided before the entity has
actual knowledge of the court decree provic_ n.

(2) If a court decree states that both par’ .« are re i sible for the dependent child's health
care expenses or health care coverz je, the »rovic s of subparagraph a) above shall
determine the order of benefits,

(3) If acourt decree states that the »arents™. e joint custody without specifying that one
parent has responsibility the I nlth care expenses or health care coverage of the

dependent child, the g ovisic . »o0f scoparagraph a) above shall determine the order of
benefits.
(4) |Ifthere isf 0 court dacree al'af ating responsibility for the child’s health care expenses or

health ca . cov .ye, e order of benefits for the child are as follows:
(@) The Plan covering the Custodial Parent.

(b) The Plan cuvering the Custodial Parent's spouse.

(c) The Plan covering the non-Custodial Parent.

(d) The Plan covering the non-Custodial Parent’s spouse.

c) For a dependent child covered under more than one plan of individuals who are not the
parents of the child, the order of benefits shall be determined, as applicable, under
subparagraph a) or b) above as if those individuals were parents of the child.

d) (i) For a dependent child who has coverage under either or both parents’ plans and also has
his or her own coverage as a dependent under a spouse’s plan, the rule in paragraph (5)
applies.

(ii) In the event the dependent child’s coverage under the spouse’s plan began on the same
date as the dependent child’s coverage under either or both parents’ plans, the order of
benefits shall be determined by applying the birthday rule in subparagraph (a) to the
dependent child’s parent(s) and the dependent’s spouse.
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3. Active Employee or Retired or Laid-off Employee. The Plan that covers a person as an active
employee, that is, an employee who is neither laid off nor retired is the Primary Plan. The same
would hold true if a person is a dependent of an active employee and that same person is a
dependent of a retired or laid-off employee. If the other Plan does not have this rule, and, as a
result, the Plans do not agree on the order of benefits, this rule is ignored. This rule does not apply if
the rule labeled D.1. can determine the order of benefits.

4. COBRA or State Continuation Coverage. If a person whose coverage is provided pursuant to
COBRA or under a right of continuation provided by state or other federal law is covered under
another Plan, the Plan covering the person as 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,
this rule is ignored. This rule does not apply if the rule labeled D.1. can determine the order of
benefits.

5. Longer or Shorter Length of Coverage. The Plan that covered the person the longer period of time
is the Primary Plan and the Plan that covered the person the shorter period of time is the Secondary
Plan.

6. If the preceding rules do not determine the order of benefits, the Allowable Expenses shall be
shared equally between the Plans meeting the definition of Plan. In addition, This Plan will not pay
more than it would have paid had it been the Primary Plan.

Effect on the Benefits of This Plan

A. When This Plan is secondary, it may reduce its benefits so that the »tal © .S paid or provided by all
Plans are not more than the total Allowable Expenses. In det®»ing" e amount to be paid for any claim,
the Secondary Plan will calculate the benefits it would hayv¢ paid 1. he ausence of other health care
coverage and apply that calculated amount to any Allowa. > Exper 2 under its Plan that is unpaid by the
Primary Plan. The Secondary Plan may then reduced nayrn wt bk the amount so that, when combined
with the amount paid by the Primary Plan, the tota bene. s pai. »ar provided by all Plans for the claim do
not exceed the total Allowable Expense for that'_.c. 2. In ad. tion, " »e Secondary Plan shall credit to its
plan deductible any amounts it would have g2: dited " \its deductible in the absence of other health care
coverage.

B. If a Covered Person is enrolled in twofur m: 2 Clo »d Panel Plans and if, for any reason, including the
provision of service by a non-nanel . ovi¢' r, |\ wefits are not payable by one Closed Panel Plan, COB
shall not apply between tht “ricn and of er C bsed Panel Plans.

Right to Receive anc Ra'_ase \eeded Information

Certain facts about health care coverae! and services are needed to apply these COB rules and to determine
benefits payable under This Plan“c.“other Plans. We may get the facts we need from, or give them to, other
organizations or persons for the purpose of applying these rules and determining benefits payable under This
Plan and other Plans covering the person claiming benefits.

We need not tell, or get the consent of, any person to do this. Each person claiming benefits under This Plan must
give us any facts we need to apply those rules and determine benefits payable. If you do not provide us the
information we need to apply these rules and determine the Benefits payable, your claim for Benefits will be
denied.

Payments Made

A payment made under another Plan may include an amount that should have been paid under This Plan. If it
does, we may pay that amount to the organization that made the payment. That amount will then be treated as
though it were a benefit paid under This Plan. We will not have to pay that amount again. The term "payment
made" includes providing benefits in the form of services, in which case "payment made" means reasonable cash
value of the benefits provided in the form of services.
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Does This Plan Have the Right of Recovery?

If the amount of the payments we made is more than we should have paid under this COB provision, we may
recover the excess from one or more of the persons we have paid or for whom we have paid; or any other person
or organization that may be responsible for the benefits or services provided for you. The "amount of the
payments made" includes 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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Section 8: General Legal Provisions
What Is Your Relationship with Us?

It is important for you to understand our role with respect to the Group’s Policy and how it may affect you. We
help finance or administer the Group’s Policy in which you are enrolled. We do not provide medical services or
make treatment decisions. This means:

«  We communicate to you decisions about whether the Group’s Policy will cover or pay for the health care that
you may receive. The Policy pays for Covered Health Care Services, which are more fully described in this
Certificate.

We may use individually identifiable information about you to identify for you (and you alone) procedures,
products or services that you may find valuable. We will use individually identifiable information about you as
permitted or required by law, including in our operations and in our research. We will use de-identified data for
commercial purposes including research.

Please refer to our Notice of Privacy Practices for details.

What Is Our Relationship with Providers and Groups?

We have agreements in place that govern the relationship between us, our Groups and Network providers, some
of which are affiliated providers. Network providers enter into agreements wit'=in.to provide Covered Health Care
Services to Covered Persons.

We do not provide health care services or supplies, or practice medi. ne. \ < arrans @ for health care providers to
participate in a Network and we pay Benefits. Network providers are iric hoeric practitioners who run their own
offices and facilities. Our credentialing process confirms publis® = “arma »n about the providers’ licenses and
other credentials. It does not assure the quality of the service  provic d. Vie are not responsible for any act or
omission of any provider.

We are not considered to be an employer for any p¢ pos »witli. .spect to the administration or provision of
benefits under the Group’s Policy. We are not respaas ble for “ulfilli » any duties or obligations of an employer
with respect to the Group’s Policy.

The Group is solely responsible for all of the followi.

. Enrollment and classification changef (n. :ding  slassification changes resulting in your enrollment or the
termination of your coverage).

. The timely payment of the® “olicy Charg/ to u:.
. Notifying you of when th : Polic® .0

When the Group purchases tnie Policy t  provide coverage under a benefit plan governed by the Employee
Retirement Income Security Act ("BRISS ;, 29 U.S.C. 81001 et seq., we are not the plan administrator or named
fiduciary of the benefit plan, as those terms are used in ERISA. If you have questions about your welfare benefit
plan, you should contact the Group. If you have any questions about this statement or about your rights under
ERISA, contact the nearest area office of the Employee Benefits Security Administration, U. S. Department of Labor.

What Is Your Relationship with Providers and Groups?
The relationship between you and any provider is that of provider and patient.

You are responsible for all of the following:
. Choosing your own provider.

. Paying, directly to your provider, any amount identified as a member responsibility, including Co-payments,
Co-insurance, any deductible and any amount that exceeds the Allowed Amount.

. Paying, directly to your provider, the cost of any non-Covered Health Care Service.

. Deciding if any provider treating you is right for you. This includes Network providers you choose and
providers that they refer.

. Deciding with your provider what care you should receive.
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Your provider is solely responsible for the quality of the services provided to you.

The relationship between you and the Group is that of employer and employee, Dependent or other classification
as defined in the Policy.

Notice

When we provide written notice regarding administration of the Policy to an authorized representative of the
Group, that notice is deemed notice to all affected Subscribers and their Enrolled Dependents. The Group is
responsible for giving notice to you.

Statements by Group or Subscriber

All statements made by the Group or by a Subscriber shall, in the absence of fraud, be deemed representations
and not warranties and that no statement made for the purpose of effecting coverage will avoid coverage or
reduce Benefits.. We will not use any statement made by the Group to void the Policy unless it is a fraudulent,
written statement signed by the Group or Subscriber.

Any misstatement made in the application, after two (2) years from the Policy’s issue date, only fraudulent
misstatements in the application will be used to void the Policy or to deny any claim for loss incurred or disability
starting after the two (2) year period.

Do We Pay Incentives to Providers?

We pay Network providers through various types of contractual arrangem/ ats.«< ome of these arrangements may
include financial incentives to promote the delivery of health care i 2 cot «icien and effective manner. These
financial incentives are not intended to affect your access to health carc

Examples of financial incentives for Network providers are:

. Bonuses for performance based on factors that ri. @ inclu¢ W quality, member satisfaction and/or
cost-effectiveness.

. Capitation - a group of Network providers receives a mo. aly po :ment from us for each Covered Person who
selects a Network provider within the groupd .c' erform™ ¢ coc dinate certain health care services. The
Network providers receive this monthly paya# int reg xdless of whether the cost of providing or arranging to
provide the Covered Person’s health care is le. xthan 6. more than the payment.

. Bundled payments - certain Networks grov ‘ers '« =eive a bundled payment for a group of Covered Health
Care Services for a particular procec re £ n dical condition. Your Co-payment and/or Co-insurance will be
calculated based on the s Jv . er type/ nat 1 :ceived the bundled payment. The Network providers receive
these bundled payment/ regardless of| kainer the cost of providing or arranging to provide the Covered
Person’s health care is| 2ss#'7 i o1 nore than the payment. If you receive follow-up services related to a
procedure where a bundicu paymen is made, an additional Co-payment and/or Co-insurance may not be
required if such follow-up servicest e included in the bundled payment. You may receive some Covered
Health Care Services that are ..ot considered part of the inclusive bundled payment and those Covered
Health Care Services would be subject to the applicable Co-payment and/or Co-insurance as described in
your Schedule of Benefits.

We use various payment methods to pay specific Network providers. From time to time, the payment method
may change. If you have questions about whether your Network provider's contract with us includes any financial
incentives, we encourage you to discuss those questions with your provider. You may also call us at the
telephone number on your ID card. We can advise whether your Network provider is paid by any financial
incentive, including those listed above; however, the specific terms of the contract, including rates of payment,
are confidential and cannot be disclosed.

Are Incentives Availableto You?

Sometimes we may offer coupons, enhanced Benefits, or other incentives to encourage you to take part in
various programs, including wellness programs, certain disease management programs, surveys, discount
programs and/or programs to seek care in a more cost effective setting and/or from Designated Providers. In
some instances, these programs may be offered in combination with a non-UnitedHealthcare entity. The decision
about whether or not to take part in a program is yours alone. However, we recommend that you discuss taking
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part in such programs with your Physician. Contact us at www.myuhc.com or the telephone number on your ID
card if you have any questions.

Do We Receive Rebates and Other Payments?

We may receive rebates for certain drugs that are administered to you in your home or in a Physician’s office, or
at a Hospital or Alternate Facility. This includes rebates for those drugs that are administered to you before you
meet any applicable deductible. As determined by us, we may pass a portion of these rebates on to you. When
rebates are passed onto you, they may be taken into account in determining your Co-payment and/or
Co-insurance.

Who Interprets Benefits and Other Provisions under the Policy?

We have the final authority to do all of the following:
. Interpret Benefits under the Policy.

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

. Make factual determinations related to the Policy and its Benefits.

We may assign this 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 £ ve my ) offer Benefits for services that
would otherwise not be Covered Health Care Services. The fact thit we ¢ | sa’.n & v particular case shall not in
any way be deemed to require us to do so in other similar cases.

Who Provides Administrative Services?

We provide administrative services or, as we determine, we m._arrangt for various persons or entities to provide
administrative services, such as claims processing. Thas'antity waf thf service providers and the nature of the
services they provide may be changed from time to tirf ¢ as' =2 de. “mine. We are not required to give you prior
notice of any such change, nor are we required tos = n your< »wprov. ', You must cooperate with those persons
or entities in the performance of their responsibilitie ;.

Amendmentsto the Policy

To the extent permitted by law, we hal » th¢ rig = as we determine and without your approval, to change,
interpret, withdraw or add Ben¢ ..s ¢, end th{ Polic ;.

Any provision of the Policy| /hich.«" . ehiccuve date, is in conflict with the requirements of state or federal
statutes or regulations (of the', = uiction I which the Policy is delivered) is amended to conform to the minimum
requirements of such statutes and regulat’ 'ns.

No other change may be made to trie Policy unless it is made by an Amendment or Rider which has been signed
by one of our officers and consistent with applicable notice requirements. All of the following conditions apply:

« Amendments and Riders to the Policy are effective upon the Group’s next anniversary date, except as
otherwise permitted by law.

. No agent has the authority to change the Policy or to waive any of its provisions.
. No one has authority to make any oral changes or amendments to the Policy.

How Do We Use Information and Records?

We may use your individually identifiable health information as follows:

*+  To administer the Policy and pay claims.

+ Toidentify procedures, products, or services that you may find valuable.
. As otherwise permitted or required by law.

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

By accepting Benefits under the Policy, you authorize and direct any person or institution that has provided
services to you to furnish us with all information or copies of records relating to the services provided to you. 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 Subscriber's enrollment 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 the Policy.

. Needed for medical review or quality assessment.

. Required by law or regulation.

During and after the term of the Policy, we and our related entities may use and transfer the information gathered
under the 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 health care provider.
Providers may charge you reasonable fees to cover their costs for providing records or completing requested
forms.

If you request medical forms or records from us, we also may charge yousnasonable fees to cover costs for
completing the forms or providing the records.

In some cases, as permitted by law, we will designate other person. ar er. s to r quest records or information
from or related to you, and to release those records as needed. Ov hdes. w27 have the same rights to this
information as we have.

Do We Require Examination of Covered Pe. :ons”

In the event of a question or dispute regarding your rigl. tc. *enei.. we may require that a Network Physician of
our choice examine you at our expense.

Is Workers’ Compensation Affecte ?

Benefits provided under the Policy do ng’ sc stitute »for and do not affect any requirements for coverage by
workers’ compensation insurance.

Subrogation and Re/‘nburseme »t

We have the right to subrog = and ri mbursement. References to "you" or "your" in this Subrogation and
Reimbursement section shall include you/ our Estate and your heirs and beneficiaries unless otherwise stated.

Subrogation applies when we have Lad Benefits on your behalf for a Sickness or Injury for which any third party
is allegedly responsible. The right to subrogation means that we are substituted to and shall succeed to any and
all legal claims that you may be entitled to pursue against any third party for the Benefits that we have paid that
are related to the Sickness or Injury for which any third party is considered responsible.

Subrogation Example:

Suppose you are injured in a car accident that is not your fault, and you receive Benefits under the Policy to treat
your injuries. Under subrogation, the Policy has the right to take legal action in your name against the driver who
caused the accident and that driver’s insurance carrier to recover the cost of those Benefits.

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

Reimbursement Example:

Suppose you are injured in a boating accident that is not your fault, and you receive Benefits under the Policy as a
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result of your injuries. In addition, you receive a settlement in a court proceeding from the individual who caused the
accident. You must use the settlement funds to return to the Policy 100% of any Benefits you received to treat your
injuries.

The following persons and entities are considered third parties:

You

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

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

Your employer in a workers’ compensation case or other matter alleging liability.

Any person or entity who is or may be obligated to provide benefits or payments to you, including benefits or
payments for underinsured or uninsured motorist protection, no-fault or traditional auto insurance, medical
payment coverage (auto, homeowners or otherwise), workers’ compensation coverage, other insurance
carriers or third party administrators.

Any person or entity against whom you may have any claim for professional and/or legal malpractice arising
out of or connected to a Sickness or Injury you allege or could have alleged were the responsibility of any
third party.

Any person or entity that is liable for payment to you on any equitable or legal liability theory.

agree as follows:

You will cooperate with us in protecting our legal and equitable rights > sub: gation and reimbursement in a
timely manner, including, but not limited to:

. Notifying us, in writing, of any potential legal claim(s) you ma, *have »agais ¢ any third party for acts
which caused Benefits to be paid or become payable.

. Providing any relevant information requested by us.

*  Signing and/or delivering such documents as wegar our agents seasonably request to secure the
subrogation and reimbursement claim.

. Responding to requests for information ak’.uc ay accic_nt or njuries.
. Making court appearances.

= Obtaining our consent or our agef .> - »nsel. hefore releasing any party from liability or payment of
medical expenses.

= Complying with the t£ /ns uf this se  :ion.

Your failure to cooperate with ¢ S°C sidered a breach of contract. As such, we have the right to
terminate or deny future £ .Cits, take egal action against you, and/or set off from any future Benefits the
value of Benefits we have paid relatiz’, to any Sickness or Injury alleged to have been caused or caused by
any third party to the extent nc.= “Covered by us due to you or your representative not cooperating with
us. If we incur attorneys’ fees and costs in order to collect third party settlement funds held by you or your
representative, we have the right to recover those fees and costs from you. You will also be required to pay
interest on any amounts you hold which should have been returned to us.

We have a first priority right to receive payment on any claim against any third party before you receive
payment from that third party. Further, our first priority right to payment is superior to any and all claims,
debts or liens asserted by any medical providers, including but not limited to hospitals or emergency
treatment facilities, that assert a right to payment from funds payable from or recovered from an allegedly
responsible third party and/or insurance carrier.

Our subrogation and reimbursement rights apply to full and partial settlements, judgments, or other
recoveries paid or payable to you or your representative, your Estate, your heirs and beneficiaries, no matter
how those proceeds are captioned or characterized. Payments include, but are not limited to, economic,
non-economic, pecuniary, consortium and punitive damages. We are not required to help you to pursue
your claim for damages or personal injuries and no amount of associated costs, including attorneys’ fees,
shall be deducted from our recovery without our express written consent. No so-called "Fund Doctrine" or
"Common Fund Doctrine" or "Attorney’s Fund Doctrine" shall defeat this right.

COC20.HMO.2018.SG.NHP.FL 57



. Regardless of whether you have been fully compensated or made whole, we may collect from you the
proceeds of any full or partial recovery that you or your legal representative obtain, whether in the form of a
settlement (either before or after any determination of liability) or judgment, no matter how those proceeds
are captioned or characterized. Proceeds from which we may collect include, but are not limited to,
economic, non-economic, and punitive damages. No "collateral source" rule, any "Made-Whole Doctrine" or
"Make-Whole Doctrine," claim of unjust enrichment, nor any other equitable limitation shall limit our
subrogation and reimbursement rights.

. Benefits paid by us may also be considered to be Benefits advanced.

. If you receive any payment from any party as a result of Sickness or Injury, and we allege some or all of
those funds are due and owed to us, you and/or your representative shall hold those funds in trust, either in
a separate bank account in your name or in your representative’s trust account.

. By participating in and accepting Benefits under the Policy, you agree that (i) any amounts recovered by
you from any third party shall constitute Policy assets (to the extent of the amount of Benefits provided on
behalf of the Covered Person), (i) you and your representative shall be fiduciaries of the Policy (within the
meaning of ERISA) with respect to such amounts, and (iii) you shall be liable for and agree to pay any costs
and fees (including reasonable attorney fees) incurred by us to enforce its reimbursement rights.

. Our right to recovery will not be reduced due to your own negligence.

. By participating in and accepting Benefits from us, you agree to assign to us any benefits, claims or rights of
recovery you have under any automobile policy - including no-fault benefits, PIP benefits and/or medical
payment benefits - other coverage or against any third party, to the fullsatent of the Benefits we have paid
for the Sickness or Injury. By agreeing to provide this assignment’in e .iange for participating in and
accepting benefits, you acknowledge and recognize our rigii sto as =rid pure e and recover on any such
claim, whether or not you choose to pursue the claim, and you a_ =e 1« ais ag .ignment voluntarily.

. We may, at our option, take necessary and appropriate acticasto prc 2rve our rights under these provisions,
including but not limited to, providing or exchanging n :dicar »ayri. st information with an insurer, the
insurer's legal representative or other third party; filing ERISA =imbursement lawsuit to recover the full
amount of medical benefits you receive for the Sickzass ¢ lnjurv: out of any settlement, judgment or other
recovery from any third party considered respong ole,” »ad 1.y suit in your name or your Estate’s name,
which does not obligate us in any way to r /0u pe »of ¢ v recovery we might obtain. Any ERISA
reimbursement lawsuit stemming from a refu¢ al to*. fund Benefits as required under the terms of the Policy
is governed by a six-year statute of limitationc

* You may not accept any settlement tha® & »s noc tlly reimburse us, without our written approval.
*+  We have the final authority to resolve all d“ pt s regarding the interpretation of the language stated herein.

. In the case of your death’ giviiig rise t' any/ wrongful death or survival claim, the provisions of this section
apply to your estate, the jersona'smmares. T.ive of your estate, and your heirs or beneficiaries. In the case of
your death our right oft »2im® .i'seme t and right of subrogation shall apply if a claim can be brought on
behalf of you or your estate that car’ nclude a claim for past medical expenses or damages. The obligation
to reimburse us is not extinguishes” Ly a release of claims or settlement agreement of any kind.

. No allocation of damages, settlement funds or any other recovery, by you, your estate, the personal
representative of your estate, your heirs, your beneficiaries or any other person or party, shall be valid if it
does not reimburse us for 100% of our interest unless we provide written consent to the allocation.

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

. If any third party causes or is alleged to have caused you to suffer a Sickness or Injury while you are covered
under the Policy, the provisions of this section continue to apply, even after you are no longer covered.

. In the event that you do not abide by the terms of the Policy pertaining to reimbursement, we may terminate
Benefits to you, your dependents or the subscriber, deny future Benefits, take legal action against you,
and/or set off from any future Benefits the value of Benefits we have paid relating to any Sickness or Injury
alleged to have been caused or caused by any third party to the extent not recovered by us due to your
failure to abide by the terms of the Policy. If we incur attorneys’ fees and costs in order to collect third party
settlement funds held by you or your representative, we have the right to recover those fees and costs from
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you. You will also be required to pay interest on any amounts you hold which should have been returned to
us.

. We and all Administrators administering the terms and conditions of the Policy’'s subrogation and
reimbursement rights have such powers and duties as are necessary to discharge its duties and functions,
including the exercise of our final authority to (1) construe and enforce the terms of the Policy’s subrogation
and reimbursement rights and (2) make determinations with respect to the subrogation amounts and
reimbursements owed to us.

When Do We Receive Refunds of Overpayments?

If we pay Benefits for expenses incurred on your account, you, or any other person or organization that was paid,
must make a refund to us if any of the following apply:

. All or some of the expenses were not paid or did not legally have to be paid by you.
«  All or some of the payment we made exceeded the Benefits under the Policy.
+  All or some of the payment was made in error.

The refund equals the amount we paid in excess of the amount we should have paid under the Policy. If the
refund is due from another person or organization, you agree to help us get the refund when requested.

If the refund is due from you and you do not promptly refund the full amount, we may recover the overpayment
by reallocating the overpaid amount to pay, in whole or in part, your future Benefits that are payable under the
Policy. If the refund is due from a person or organization other than you. .c. »y recover the overpayment by
reallocating the overpaid amount to pay, in whole or in part; (i) futise Ben/ its ¥4t ate payable in connection with
services provided to other Covered Persons under the Policy; or (i) rture' «af.efits | at are payable in connection
with services provided to persons under other plans for which we mea 2 pa, w2775, pursuant to a transaction in
which our overpayment recovery rights are assigned to such otksmslans » exchange for such plans’ remittance
of the amount of the reallocated payment.

The reductions will equal the amount of the required refund. \w_ymay h ve other rights in addition to the right to
reduce future benefits.

Is There a Limitation of Action?

You cannot bring any legal action against us to re_aver ren .oursement until you have completed all the steps in
the appeal process described in Section 64 _ »stior. »Complaints and Appeals. After completing that process, if
you want to bring a legal action against ¢ you/ 1. =t do'so within five years of the date we notified you of our final
decision on your appeal or you stimany tght 'to £ ..g such an action against us.

What Is the Entire P licv?

The Policy, this Certificate, the Schedule ¢ Benefits, the Group’s Application and any Riders and/or Amendments,
make up the entire Policy that is istess , the Group.
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Section 9: Defined Terms

Allowed Amounts - for Covered Health Care Services, incurred while the Policy is in effect, Allowed Amounts are
determined by us as shown in the Schedule of Benefits.

Allowed Amounts are determined solely in accordance with our reimbursement policy guidelines. We develop
these guidelines, as we determine, after review of all provider billings in accordance with one or more of the
following methodologies:

*« As shown in the most recent edition of the Current Procedural Terminology (CPT), a publication of the
American Medical Association, and/or the Centers for Medicare and Medicaid Services (CMS).

+« Asreported by generally recognized professionals or publications.
¢ Asused for Medicare.

. As determined by medical staff and outside medical consultants pursuant to other appropriate source or
determination that we accept.

Alternate Facility - a health care facility that is not a Hospital. It provides one or more of the following services on
an outpatient basis, as permitted by law:

. Surgical services.
. Emergency Health Care Services.
. Rehabilitative, laboratory, diagnostic or therapeutic services.

It may also provide Mental Health Care Services or Substance-R¢{ ated ¢ d /4 .dicf ve Disorders Services on an
outpatient or inpatient basis.

Amendment - any attached written description of added or charaad pi visions to the Policy. It is effective only
when signed by us. It is subject to all conditions, limitations an¢ exclu ans* %the Policy, except for those that are
specifically amended.

Annual Deductible - the total of the Allowed Amount @ . must", ww.r Covered Health Care Services per year
before we will begin paying for Benefits. It does not [ aclude »any « mount that exceeds Allowed Amounts. The
Schedule of Benefits will tell you if your plan is subje oo« naymer. of ari Annual Deductible and how it applies.

Autism Spectrum Disorder - a condition marke by eri wing problems communicating and interacting with
others, along with restricted and repetitive baimvior, " terests or activities.

Benefits - your right to payment for Cove 2d Hf a. » Care Services that are available under the Policy.
Cellular Therapy - administrat’ 1 or living w' ole ¢ :lls into a patient for the treatment of disease.

Child Health Supervision S rvices® scv ces inclusive of medical history, physical examinations, developmental
assessments and anticipatory juaidance, and appropriate immunizations and laboratory tests. Child Health
Supervision Services are in accordance < .th prevailing medical standards, consistent with the Recommendations
for Preventive Pediatric Health Care...ie American Academy of Pediatrics.

Chiropractic Services - a form of care provided by chiropractors for diagnosed muscle, nerve and joint
problems. Body parts are moved either by hands or by a small instrument to:

. Restore or improve motion.
. Reduce pain.
. Increase function.

Co-insurance - the charge, stated as a percentage of the Allowed Amount, that you are required to pay for
certain Covered Health Care Services.

Congenital Anomaly - a physical developmental defect that is present at the time of birth, and that is identified
within the first twelve months of birth.

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

Please note that for Covered Health Care Services, you are responsible for paying the lesser of the following:
¢ The Co-payment.
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. The Allowed Amount.

Cosmetic Procedures - procedures or services that change or improve appearance without significantly
improving physiological function.

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

. Provided for the purpose of preventing, evaluating, diagnosing or treating a Sickness, Injury, Mental lliness,
substance-related and addictive disorders, condition, disease or its symptoms.

. Medically Necessary.

. Described as a Covered Health Care Service in this Certificate under Section 1: Covered Health Care Services
and in the Schedule of Benefits.

. Not excluded in this Certificate under Section 2: Exclusions and Limitations.

Covered Person - the Subscriber or a Dependent, but this term applies only while the person is enrolled under
the Policy. We use "you" and "your" in this Certificate to refer to a Covered Person.

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

. Non health-related services such as help with daily living activities. Examples 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 7. natient or maintaining a level of
function, as opposed to improving that function to an extent that' might allow for a more independent
existence.

Definitive Drug Test - test to identify specific medications, illicit substa. =es <. ".netabolites and is qualitative or
guantitative to identify possible use or non-use of a drug.

Dependent - the Subscriber's legal spouse or a child of the & »scriber| »r the Subscriber's spouse. As described
in Section 3: When Coverage Begins, the Group determines “ o is/ :ligible to enroll and who qualifies as a
Dependent. The term "child" includes:

¢ Anatural child.

+  Astepchild.

. A legally adopted child.

* Achild placed for adoption.

* Achild placed for foster ca® ..

. A newborn child from tf mome=tSbire T a written agreement to adopt the child has been entered into by
the Subscriber prior to ti_yhic “of the child.

+ Achild for whom legal guardianship4 as been awarded to the Subscriber or the Subscriber’'s spouse.

« A newborn child of an Enrollea”oependent. The newborn child may be covered from birth to 18 months of
age.

. A child for whom health care coverage is required through a Qualified Medical Child Support Order or other
court or administrative order. The Group is responsible for determining if an order meets the criteria of a
Qualified Medical Child Support Order.

The following conditions apply:
+ A Dependent includes a child listed above under age 26.

+ Achild is no longer eligible as a Dependent on the last day of the year following the date the child reaches
age 26 except as provided in Section 4: When Coverage Ends under Coverage for a Disabled Dependent
Child.

. In the event that the Subscriber has a Dependent, who meets the following requirements, extended coverage
is available for that Dependent up to the age of 30. Contact your enrolling Group for details. To be eligible for
extended coverage, a Dependent must satisfy the following:

. Does not have Dependent of his or her own;
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] Is a resident of Florida or a Student, and

= Does not have coverage as a named subscriber, insured, enrollee or covered person under any other
group, blanket or franchise health insurance policy or individual health benefits plan, or is not entitled to
benefits under Title XVIII of the Social Security Act.

A child who meets the requirements set forth above ceases to be eligible as a Dependent on the last day of the
year following the date the child reaches age 30.

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

A Dependent does not include anyone who is also enrolled as a Subscriber. No one can be a Dependent of more
than one Subscriber.

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

Designated Network Benefits - the description of how Benefits are paid for certain Covered Health Care Services
provided by a provider or facility that we have identified as Designated Providers. The Schedule of Benefits will tell
you if your plan offers Designated Network Benefits and how they apply.

Designated Provider - a provider and/or facility that:

. Has entered into an agreement with us, or with an organization contracting on our behalf, to provide
Covered Health Care Service for the treatment of specific diseases or ca....»a; or

*  We have identified through our designation programs as afDesigl itedd ”regfider. Such designation may
apply to specific treatments, conditions and/or procedures.

A Designated Provider may or may not be located within the Service Ay, Nou all Network Hospitals or Network
Physicians are Designated Providers.

You can find out if your provider is a Designated Provider by intactin¢ us at www.myuhc.c om or the telephone
number on your ID card.

Designated Virtual Network Provider - a provider am acility v ot hal =ntered into an agreement with us, or with
an organization contracting on our behalf, to deliv :r Cc =red Health Care Services through live audio with video
technology or audio only.

Durable Medical Equipment (DME) - med? .. hquip: ant that is all of the following:

. Ordered or provided by a Physician| or 0¥ pe. ant use primarily in a home setting.

. Used for medical purpose’.

. Not consumable or dispg sable«® _C, has iceded for the effective use of covered DME.
. Not of use to a person in u.c absence f a disease or disability.

. Serves a medical purpose forghe ¢ atment of a Sickness or Injury.

. Primarily used within the home.

Eligible Person - an employee of the Group or other person connected to the Group who meets the eligibility
requirements shown in both the Group’s Application and the Policy. An Eligible Person must live and/or work
within the Service Area.

Emergency Health Care Services - medical screening, examination and evaluation by a Physician, or to the
extent permitted by applicable law, by other appropriate personnel under the supervision of a Physician, to
determine if an Emergency Medical Condition exists, and if it does, the care, treatment or surgery for a Covered
Health Care Service by a Physician necessary to relieve or eliminate the Emergency Medical Condition, within the
service capability of a Hospital.

Emergency Medical Condition - a medical condition, including Injury, Sickness or Mental lllness manifesting
itself by acute symptoms of sufficient severity, which may include severe pain or other acute symptoms, such that
the absence of immediate medical attention could reasonably be expected to result in any of the following:

. Serious jeopardy to the health of a patient, including a pregnant woman or a fetus.
. Serious impairment to bodily functions.
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. Serious dysfunction of any bodily organ or part.

With respect to a pregnant woman:

+  That there is inadequate time to effect safe transfer to another Hospital prior to delivery;

+  That a transfer may pose a threat to the health and safety of the patient or fetus; or

. That there is evidence of the onset and persistence of uterine contractions or rupture of the membranes.

Enrolled Dependent - a Dependent who is properly enrolled under the Policy.

Experimental or Investigational Service(s) - medical, surgical, diagnostic, psychiatric, mental health,
substance-related and addictive disorders or other health care services, technologies, supplies, treatments,
procedures, drug therapies, medications or devices that, at the time we make a determination regarding
coverage in a particular case, are determined to be any of the following:

. Not approved by the U.S. Food and Drug Administration (FDA) to be lawfully marketed for the proposed use
and not identified in the American Hospital Formulary Service or the United States Pharmacopoeia Dispensing
Information as appropriate for the proposed use.

. Subject to review and approval by any institutional review board for the proposed use. (Devices which are
FDA approved under the Humanitarian Use Device exemption are not Experimental or Investigational.)

. The subject of an ongoing clinical trial that meets the definition of a Phase I, Il or Il clinical trial set forth in
the FDA regulations, regardless of whether the trial is actually subject to FDA oversight.

Exceptions:

. Clinical trials for which Benefits are available as described uptler Clii cals .1alcin Section 1: Covered Health
Care Services.

* We may, as we determine, consider an otherwise Experimental 0. ‘nvesugational Service to be a Covered
Health Care Service for that Sickness or condition if:

= You are not a participant in a qualifying clinical trial, < \describ d under Clinical Trials in Section 1:
Covered Health Care Services: and

= You have a Sickness or condition that is likehs ‘0 cauc hdea. »within one year of the request for
treatment.

Prior to such a consideration, we must first estc lish tha dthere is sufficient evidence to conclude that, even
though unproven, the service has significants, " hantia. »s an effective treatment for that Sickness or condition.

Freestanding Facility - an outpatient, di¢ 1nos’ ¢ »ambulatory center or independent laboratory which performs
services and submits claims ses o iy from/ Hos nal.

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

Genetic Counseling - counseling hyv a4 alified clinician that includes:
. Identifying your potential risks tor suspected genetic disorders;

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

. Interpretation of the Genetic Testing results in order to guide health decisions.
Certified genetic counselors, medical geneticists and physicians with a professional society’s certification that

they have completed advanced training in genetics are considered qualified clinicians when Covered Health Care
Services for Genetic Testing require Genetic Counseling.

Genetic Testing - exam of blood or other tissue for changes in genes (DNA or RNA) that may indicate an
increased risk for developing a specific disease or disorder, or provide information to guide the selection of
treatment of certain diseases, including cancer.

Gestational Carrier - a female who becomes pregnant by having a fertilized egg (embryo) implanted in her
uterus for the purpose of carrying the fetus to term for another person. The Gestational Carrier does not provide
the egg and is therefore not biologically related to the child.

Group - the employer, or other defined or otherwise legally established group, to whom the Policy is issued.
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Home Health Agency - a program or organization authorized by law to provide health care services in the home.

Hospital - an institution that is operated as required by law and that meets both of the following:

. It is mainly engaged in providing inpatient health care services, for the short term care and treatment of
injured or sick persons. Care is provided through medical, diagnostic and surgical facilities, by or under the
supervision of a staff of Physicians.

. It has 24-hour nursing services.

. It is accredited as a Hospital by the Joint Commission on Accreditation of Healthcare Organizations or by the
American Osteopathic Hospital Association.

A Hospital is not mainly a place for rest, Custodial Care or care of the aged. It is not a nursing home,
convalescent home or similar institution.

Note: If services specifically for the treatment of a physical disability are provided in a licensed Hospital which, is
accredited by the Joint Commission on the Accreditation of Healthcare Organizations, the American Osteopathic
Association or the Commission on the Accreditation of Rehabilitative Facilities, payment for such services will not be
denied solely because such Hospital lacks major surgical facilities or is primarily of a rehabilitative nature.
Recognition of these facilities does not expand the scope of Covered Health Care Services under the Policy. It
only expands the setting where Covered Health Care Services may be performed.

Hospital-based Facility - an outpatient facility that performs services and submits claims as part of a Hospital.

Initial Enrollment Period - the first period of time when Eligible Persorammay enroll themselves and their
Dependents under the Policy.

Injury - damage to the body, including all related conditions and syi. xtom¢

Inpatient Rehabilitation Facility - any of the following that provides ir, »tiendc- cnabilitation health care services
(including physical therapy, occupational therapy and/or speeck uie. nv), © 3 authorized by law:

. Along term acute rehabilitation center,
*«  AHospital, or
+ A special unit of a Hospital designated as an Inpati:\nt Re. abilite. an Facility.

Inpatient Stay - a continuous stay that follows fozr al aai ‘ssion to a Hospital, Skilled Nursing Facility or Inpatient
Rehabilitation Facility.

Intensive Behavioral Therapy (IBT) - of .pa. nt M atal Health Care Services that aim to reinforce adaptive
behaviors, reduce maladaptive behaviors and{ .mp »ve the mastery of functional age appropriate skills in people

with Autism Spectrum Disorders .. most ¢/ nmqg | BT is Applied Behavior Analysis (ABA).
Intensive Outpatient Treat ient - ictu.cu outpatient mental health or substance-related and addictive
disorders treatment program.. =" progral | may be freestanding or Hospital-based and provides services for at

least three hours per day, two or more daf 5 per week.

Intermittent Care - skilled nursing caic that is provided either:
. 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.

Medically Necessary - health care services that are all of the following as determined by us or our designee:
. In accordance with Generally Accepted Standards of Medical Practice.

. Clinically appropriate, in terms of type, frequency, extent, service site and duration, and considered effective
for your Sickness, Injury, Mental lliness, substance-related and addictive disorders, disease or its 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 site or supply that is at least as likely to produce
equivalent therapeutic or diagnostic results as to the diagnosis or treatment of your Sickness, Injury, disease
or symptoms.

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

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

We develop and maintain clinical policies that describe the Generally Accepted Standards of Medical Practice
scientific evidence, prevailing medical standards and clinical guidelines supporting our determinati ons regarding
specific services. These clinical policies (as developed by us and revised from time to time), are available to
Covered Persons through www.myuhc.com or the telephone number on your ID card. They are also available to
Physicians and other health care professionals on UHCprovider.com.

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

Mental Health Care Services - services for the diagnosis and treatment of those mental health or psychiatric
categories that are listed in the current edition of the International Classification of Diseases section on Mental and
Behavioral Disorders or the Diagnostic and Statistical Manual of the American Psychiatric Association. The fact that
a condition is listed in the current edition of the International Classification of Diseases section on Mental and
Behavioral Disorders or Diagnostic and Statistical Manual of the American Psychiatric Association does not mean
that treatment for the condition is a Covered Health Care Service.

Mental Health/Substance-Related and Addictive Disorders < hesigr. e the organization or individual,
designated by us, that provides or arranges Mental Health Care Sei ‘ces™ ‘d S stance-Related and Addictive
Disorders Services.

Mental Illness - those mental health or psychiatric diagnostic/ categc =2s v it are listed in the current edition of
the International Classification of Diseases section on Mental a._ \Behavi ral Disorders or Diagnostic and Statistical
Manual of the American Psychiatric Association. The fagirhat < =ondi on is listed in the current edition of the
International Classification of Diseases section on Mer al ar Ber. 1oral Disorders or Diagnostic and Statistical
Manual of the American Psychiatric Association doeg® = mean 1.t trec ment for the condition is a Covered Health
Care Service.

Network - when used to describe a provider _of heai \care services, this means a provider that has a participation
agreement in effect (either directly or indfzcty »withi ss or with our affiliate to participate in our Network. This
does not include those providers who hi ‘e af.ec \to discount their charges for Covered Health Care Services.
Our affiliates are those entities«" ....c.2d with £ 5 thr, ugh common ownership or control with us or with our ultimate
corporate parent, including ¢ ect and.irdirec ysi sidiaries.

A provider may enter into an. " ient t¢ orovide only certain Covered Health Care Services, but not all Covered
Health Care Services, or to be a Networks rovider for only some of our products. In this case, the provider will be
a Network provider for the Coverd ‘w's" uith Care Services and products included in the participation agreement

and an out-of-Network provider for other Covered Health Care Services and products. The participation status of
providers will change from time to time.

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

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

. The date as determined by us or our designee, which is based on when the Pharmaceutical Product is
reviewed and when utilization management strategies are implemented.

. December 31st of the following calendar year.

Open Enrollment Period - a period of time, after the Initial Enroliment Period, when Eligible Persons may enroll
themselves and Dependents under the Policy. The Group sets the period of time that is the Open Enroliment
Period.
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Out-of-Network Benefits - the description of how Benefits are paid for Covered Health Care Services provided by
out-of-Network providers. The Schedule of Benefits will tell you if your plan offers Out-of-Network Benefits and
how Out-of-Network Benefits apply.

Out-of-Pocket Limit - the maximum amount you pay every year. The Schedule of Benefits will tell you how the
Out-of-Pocket Limit applies.

Partial Hospitalization/Day Treatment - a structured ambulatory program. The program may be freestanding or
Hospital-based and provides services for at least 20 hours per week.

Per Occurrence Deductible - the portion of the Allowed Amount (stated as a set dollar amount) that you must
pay for certain Covered Health Care Services prior to, and in addition to, any Annual Deductible before we begin
paying Benefits for those Covered Health Care Services.

When a plan has a Per Occurrence Deductible, you are responsible for paying the lesser of the following:
. The applicable Per Occurrence Deductible.
¢ The Allowed Amount.

The Schedule of Benefits will tell you if your plan is subject to payment of a Per Occurrence Deductible and how
the Per Occurrence Deductible applies.

Pharmaceutical Product(s) - U.S. Food and Drug Administration (FDA)-approved prescription medications 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 properlys .cer. »d and qualified by law.

Please Note: Any podiatrist, dentist, psychologist, chiropractor, opu. wetris \ af othe provider who acts within the
scope of his or her license will be considered on the same basis a. a Pi_siciax The fact that we describe a
provider as a Physician does not mean that Benefits for services from th¢ horoviuer are available to you under the
Policy.

Policy - the entire agreement issued to the Group that includes  \ll of the ollowing:

. Group Policy.

¢ Certificate.

¢ Schedule of Benefits.

. Group Application.

. Riders.

«  Amendments.

These documents make up t!' : entire_asmsen. _wi.nat is issued to the Group.
Policy Charge - the sum of th -miums| or all Covered Persons enrolled under the Policy.

Pregnancy - includes all of the follawina

. Prenatal care.

. Postnatal care.

¢ Childbirth.

+  Any complications associated with Pregnancy.

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

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

Primary Care Physician - a Physician who has a majority of his or her practice in general pediatrics, internal
medicine, obstetrics/gynecology, family practice or general medicine.

Private Duty Nursing - nursing care that is provided to a patient on a one-to-one basis by licensed nurses in an
inpatient or home setting when any of the following are true:

. No skilled services are identified.
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. Skilled nursing resources are available in the facility.
+  The Skilled Care can be provided by a Home Health Agency on a per visit basis for a specific purpose.

*  The service is provided to a Covered Person by an independent nurse who is hired directly by the Covered
Person or his/her family. This includes nursing services provided on an inpatient or home-care basis,
whether the service is skilled or non-skilled independent nursing.

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

. Provides a program of treatment, approved by the Mental Health/Substance-Related and Addictive Disorders
Designee, under the active participation and direction of a Physician and, approved by the Mental
Health/Substance-Related and Addictive Disorder Designee.

. Has or maintains a written, specific and detailed treatment program requiring your full-time residence and
participation.

. Provides at least the following basic services in a 24-hour per day, structured setting:
= Room and board.
= Evaluation and diagnosis.
= Counseling.
= Referral and orientation to specialized community resources.
A Residential Treatment facility that qualifies as a Hospital is consid. »ad a | os< al.

Rider - any attached written description of additional Covered He ‘th < wasf crvices not described in this
Certificate. Covered Health Care Services provided by a Rider mawn, sur, ot to payment of additional Premiums.
(Note that Benefits for Outpatient Prescription Drugs, Pedi tric V. ion “Jare Services and Pediatric Dental
Services, while presented in Rider format, are not subject to . ment o] additional Premiums and are included in
the overall Premium for Benefits under the Policy.) Ridersmse et stive< aly when signed by us and are subject to
all conditions, limitations and exclusions of the Policy el cept™ » thc. > that are specifically amended in the Rider.

Semi-private Room - a room with two or moref veu. » When'un Ingatient Stay in a Semi-private Room is a
Covered Health Care Service, the difference in cC betwed »a Semi-private Room and a private room is a Benefit
only when a private room is Medically Necessary, . when a'semi-private Room is not available.

Service Area - the geographic area we ¢ :rve/ . ich hus been approved by the appropriate regulatory agency.
Contact us to determine the exactsnogra, nicd aree . = serve. The Service Area may change from time to time.

Sickness - physical illness, / sease or,Preg »2¢,. The term Sickness as used in this Certificate includes Mental
lliness or substance-related | nd_a¢ ..cuv. \disorders, regardless of the cause or origin of the Mental lllness or
substance-related and addictive“uisorder.

Skilled Care - skilled nursing, ski
the following are true:

~aching, skilled habilitation and skilled rehabilitation services when all of

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

. Ordered by a Physician.

. Not delivered for the purpose of helping with activities of daily living, including dressing, feeding, bathing or
transferring from a bed to a chair.

. Requires clinical training in order to be delivered safely and effectively.
. Not Custodial Care, which can safely and effectively be performed by trained non-medical personnel.

Skilled Nursing Facility - a Hospital or nursing facility that is licensed and operated as required by law.

Small Employer - any person, sole proprietor, self-employed individual, independent contractor, firm,
corporation, partnership or association that is actively in engaged in business, has its principal place of business
in Florida, employed an average of at least one but not more than 50 eligible employees on business days during
the preceding calendar year the majority of whom were employed in Florida, employs at least 1 employee on the
first day of the benefit year and is not formed primarily for purposes of purchasing insurance. In determining the
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number of eligible employees, companies that are an affiliated group as defined s. 1504(a) of the Internal
Revenue Code of 1986, as amended, are considered a single employer.

Specialist - a Physician who has a majority of his or her practice in areas other than general pediatrics, internal
medicine, obstetrics/gynecology, family practice or general medicine.

Student - a person who is enrolled in and attending a recognized course of study or training at one of the
following:

. An accredited high school.
*  An accredited college or university.

*+ A licensed vocational school, technical school, cosmetology school, automotive school or similar training
school.

Student status is determined in accordance with the standards set forth by the educational institution. You are no
longer a Student at the end of the calendar year during which you graduate or otherwise cease to be enrolled and
in attendance at the institution.

You continue to be a Student during periods of regular vacation established by the institution. If you do not
continue as a Student immediately following the period of vacation, the Student designation will end as described
above.

Subscriber - an Eligible Person who is properly enrolled under the Policy. The Subscriber is the person (who is
not a Dependent) on whose behalf the Policy is issued to the Group.

Substance-Related and Addictive Disorders Services - servicessfor the' liags ssistand treatment of alcoholism

and substance-related and addictive disorders that are listed™ » the urrent edition of the International
Classification of Diseases section on Mental and Behavioral Disorders™ », Dic_»as’.c and Statistical Manual of the
American Psychiatric Association. The fact that a disorder is Mg in* »e current edition of the International

Classification of Diseases section on Mental and Behavioral Dif orders. wr Di gnostic and Statistical Manual of the
American Psychiatric Association does not mean that treatmen._ f the di¢ rder is a Covered Health Care Service.

Surrogate - a female who becomes pregnant usually’ oy artific. f.semination or transfer of a fertilized egg
(embryo) for the purpose of carrying the fetus for anath 'r pers .

Total Disability or Totally Disabled - a Subscrike 's inc ity to perform all of the substantial and material duties
of his or her regular employment or occupation; « i a Dep mdent’s inability to perform the normal activities of a
person of like age and sex.

Transitional Living - Mental Health C¢é e S(.wvi s and Substance-Related and Addictive Disorders Services

provided through facilities, groi .~ ines ‘an/ sup/ rvised apartments which provide 24-hour supervision and are
either:
. Sober living arrangemel. > i as ¢ ug-free housing or alcohol/drug halfway houses. They provide stable

and safe housing, an alcohol/drug-f/ e environment and support for recovery. They may be used as an
addition to ambulatory treatptarta® fien it doesn’t offer the intensity and structure needed to help you with
recovery.

. Supervised living arrangements which are residences such as facilities, group homes and supervised
apartments. They provide members with stable and safe housing and the opportunity to learn how to
manage their activities of daily living. They may be used as an addition to treatment when it doesn't offer the
intensity and structure needed to help you with recovery.

Unproven Service(s) - services, including medications, that are determined not to be effective for treatment of the
medical condition and/or not to have a beneficial effect on health outcomes due to insufficient and inadequate
clinical evidence from well-conducted randomized controlled trials or cohort studies in the prevailing published
peer-reviewed medical literature.

*+  Well-conducted randomized controlled trials. (Two or more treatments are compared to each other, and the
patient is not allowed to choose which treatment is received.)

. Well-conducted cohort studies from more than one institution. (Patients who receive study treatment are
compared to a group of patients who receive standard therapy. The comparison group must be nearly
identical to the study treatment group.)

We have a process by which we compile and review clinical evidence with respect to certain health care services.
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From time to time, we issue medical and drug policies that describe the clinical evidence available with respect to
specific health care services. These medical and drug policies are subject to change without prior notice. You can
view these policies at www.myuhc.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 that
there is sufficient evidence to conclude that, even though unproven, the service has significant potential as
an effective treatment for that Sickness or condition.

Urgent Care Center - a facility that provides Covered Health Care Services that are required to prevent serious
deterioration of your health. These services are required as a result of an unforeseen Sickness, Injury, or the onset
of sudden or severe symptoms.

Please call 1-800-354-0222 for assistance regarding inquiries, resolving a complaint or obtaining
information about Benefits and coverage.

b 4

Gregory Reidy,CEO

Neighborhood Health Partnership, Inc.
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Neighborhood Health Partnership, Inc.
POS Direct Access

Schedule of Benefits

How Do You Access Benefits?
Selecting a Network Primary Care Physician

You must select a Network Primary Care Physician who is located in the Service Area of the permanent residence
of the Subscriber in order to obtain Network Benefits. In general health care terminology, a Primary Care
Physician may also be referred to as a PCP. A Network Primary Care Physician will be able to coordinate all
Covered Health Care Services and promote continuity of care. If you are the custodial parent of an Enrolled
Dependent child, you must select a Network Primary Care Physician who is located in the Service Area of the
permanent residence of the Subscriber for that child.

You may designate a Network Physician who specializes in pediatrics (ing’.airng pediatric subspecialties, based
on the scope of that provider’'s license under applicable state law)#as the | etw.k Zrimary Care Physician for an
Enrolled Dependent child. You do not need a referral from a Primar; Care T wysiciz . and may seek care directly
from a Specialist, including a Physician who specializes in obstetrics oI aneu

-7

You may change your Network Primary Care Physician by cal’ ig tri teley »one number shown on your ID card
or www.myuhc.com. Changes are permitted once per month{ * hanges, ubmitted on or before the last day of the
month will be effective on the first day of the following month.

You can choose to receive Network Benefits or Out-of-N 2twor. "Benc._ :s.

Network Benefits apply to Covered Health Care’ servi =s that'are piovided by a Network Physician or other
Network provider.

Emergency Health Care Services provided< ., an ot af-Network provider will be reimbursed as set forth under
Allowed Amounts as described at the en/ of t¥ < Scheuule of Benefits. As a result, you will be responsible for
the difference between the am t bilizd / y thl “Jut-of-Network provider and the amount we determine to
be the Allowed Amount f@g reimbursen nt.<. he payments you make to out-of-Network providers for
charges above the Allowe¢ Amowus® . mot apply towards any applicable Out-of-Pocket Limit. Florida state
law prohibits out-of-Network =7 “aers fr¢ 1 collecting or attempting to collect any amount from you other than
your Co-payment, Co-insurance, or dedus .ble for Emergency Health Care Services.

Covered Health Care Services thai are provided at a Network facility by an out-of-Network facility based
Physician, when not Emergency Health Care Services, will be reimbursed as set forth under Allowed Amounts as
described at the end of this Schedule of Benefits. As a result, you will be responsible for the difference
between the amount billed by the out-of-Network facility based Physician and the amount we determine to
be the Allowed Amount for reimbursement. The payments you make to out-of-Network facility based
Physicians for charges above the Allowed Amount do not apply towards any applicable Out-of-Pocket
Limit. Florida state law prohibits out-of-Network providers from collecting or attempting to collect any amount
from you other than your Co-payment, Co-insurance, or deductible for Covered Health Care Services that are
provided at a Network facility.

Out-of-Network Benefits apply to Covered Health Care Services that are provided by an out-of-Network
Physician or other out-of-Network provider, or Covered Health Care Services that are provided at an
out-of-Network facility.

You must show your identification card (ID card) every time you request health care services from a Network
provider. If you do not show your ID card, Network providers have no way of knowing that you are enrolled under
a Neighborhood Health Partnership, Inc. Policy. As a result, they may bill you for the entire cost of the services
you receive.
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Additional information about the network of providers and how your Benefits may be affected appears at
the end of this Schedule of Benefits.

If there is a conflict between this Schedule of Benefits and any summaries provided to you by the Group, this
Schedule of Benefits will control.

Does Prior Authorization Apply?

We require prior authorization for certain Covered Health Care Services. In general, Network providers are
responsible for obtaining prior authorization before they provide these services to you. There are some Network
Benefits, however, for which you are responsible for obtaining prior authorization. Services for which you are
required to obtain prior authorization are shown in the Schedule of Benefits table within each Covered Health
Care Service category.

We recommend that you confirm with us that all Covered Health Care Services have been prior authorized as
required. Before receiving these services from a Network provider, you may want to call us to verify that the
Hospital, Physician and other providers are Network providers and that they have obtained the required prior
authorization. Network facilities and Network providers cannot bill you for services they do not prior authorize as
required. You can call us at the telephone number on your ID card.

When you choose to receive certain Covered Health Care Services from out-of-Network providers, you are
responsible for obtaining prior authorization before you receive these services. Note that your obligation to
obtain prior authorization is also applicable when an out-of-Network provider intends to admit you to a
Network facility or to an out-of-Network facility or refers you to other I _twc »or out-of-Network providers.
Once you have obtained the authorization, please review it casxfully ¢ » th4.ye1 understand what services
have been authorized and what providers are authorized to ac ‘ver' . sery ces that are subject to the
authorization.

To obtain prior authorization, call the telephone number ong, our< > ca. 5 This call starts the utilization review
process.

The utilization review process is a set of formal techniqua™ M'asigi 4 _tat nonitor the use of, or evaluate the clinical
necessity, appropriateness, efficacy, or efficiency ¢, hec h cc » services, procedures or settings. Such
techniques may include ambulatory review, prospef ... \review, »ecoi. »opinion, certification, concurrent review,
case management, discharge planning, retrospegti e revi. iy or similar programs.

Please note that prior authorization time'ines ¢ wly. Refer to the applicable Benefit description in the
Schedule of Benefits table to find out hg v fay 2 adv mce you must obtain prior authorization.

For Covered Health Care Serviaminthat o 4 ot re jiire you to obtain prior authorization, when you choose to
receive services from out-of- ctwork provic rs,£ /e urge you to confirm with us that the services you plan to
receive are Covered Health{ tare S& .C =. Tnal’'s because in some instances, certain procedures may not be
Medically Necessary or may I. .ierwise neet the definition of a Covered Health Care Service, and therefore are
excluded. In other instances, the same » bcedure may meet the definition of Covered Health Care Services. By
calling before you receive treatmei. 4 can check to see if the service is subject to limitations or exclusions.

If you request a coverage determination at the time prior authorization is provided, the determination will be
made based on the services you report you will be receiving. If the reported services differ from those received,
our final coverage determination will be changed to account for those differences, and we will only pay Benefits
based on the services delivered to you.

If you choose to receive a service that has been determined not to be a Medically Necessary Covered Health Care
Service, you will be responsible for paying all charges and no Benefits will be paid.

Care Management

When you seek prior authorization as required, we will work with you to put in place the care management
process and to provide you with information about additional services that are available to you, such as disease
management programs, health education, and patient advocacy.
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Special Note Regarding Medicare

If you are enrolled in Medicare on a primary basis (Medicare pays before we pay Benefits under the Policy), the
prior authorization requirements do not apply to you. Since Medicare is the primary payer, we will pay as
secondary payer as described in Section 7: Coordination of Benefits. You are not required to obtain authorization
before receiving Covered Health Care Services.
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What Will You Pay for Covered Health Care Services?

Benefits for Covered Health Care Services are described in the tables below.

Annual Deductibles are calculated on a calendar year basis.

Out-of-Pocket Limits are calculated on a calendar year basis.

When Benefit limits apply, the limit stated refers to any combination of Network Benefits and Out-of-Network

Benefits unless otherwise specifically stated.

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

Payment Term And Description Amounts
Annual Deductible
The amount you pay for Covered Health Care Services per year Network

before you are eligible to receive Out-of-Network Benefits.

Coupons: We may not permit certain coupons or offers from
pharmaceutical manufacturers or an affiliate to apply to your
Annual Deductible when there is a Generic available. Coupons or
offers from pharmaceutical manufacturers will apply to your
Annual Deductible when there is no Generic available or the
Brand-name is determined to be medical necessary.

Amounts paid toward the Annual Deductible for Covered Health
Care Services that are subject to a visit or day limit will # 50" »
calculated against that maximum Benefit limit. As a ran it, the
limited Benefit will be reduced by the number of d&' s/vic = used
toward meeting the Annual Deductible.

When a Covered Person was previously cox < hunde »a group
policy that was replaced by the group Po! .y, af y »mouit already
applied to that annual deductiblesmvisioi. oft ne p v policy will
apply to the Annual Deductibl¢ provision unc¢ r th¢ Policy.

The amount that is applied t¢_he " ‘wal L ductible is calculated

on the basis of the Allowed Amount. The £ nual Deductible does

not include any amount that exceeds th« allowed Amount. Details
about the way in which Allowed Amounts are determined appear

at the end of the Schedule of Benefits table.

No Annual Deductible.
Out-g’ -Nety urk

2,00 < _r Coy .red Person, not to exceed
$4, 000 1« T Covered Persons in a family.

Out-of-Pocket Limit

The maximum you pay per year for the Annual Deductible,
Co-payments or Co-insurance. Once you reach the Out-of-Pocket
Limit, Benefits are payable at 100% of Allowed Amounts during the
rest of that year. The Out-of-Pocket Limit for Network Benefits
includes the amount you pay for both Network and
Out-of-Network Benefits for outpatient prescription drug products
provided under the Outpatient Prescription Drug Rider.

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

The Out-of-Pocket Limit does not include any of the following and,

Network

$2,000 per Covered Person, not to exceed
$4,000 for all Covered Persons in a family.

Out-of-Network

$4,000 per Covered Person, not to exceed
$8,000 for all Covered Persons in a family.

The Out-of-Pocket Limit includes the Annual
Deductible.
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Payment Term And Description Amounts

once the Out-of-Pocket Limit has been reached, you still will be
required to pay the following:

* Any charges for non-Covered Health Care Services.

e The amount you are required to pay if you do not obtain prior
authorization as required.

* Charges that exceed Allowed Amounts.

Coupons: We may not permit certain coupons or offers from
pharmaceutical manufacturers or an affiliate to apply to your
Out-of-Pocket Limit when there is a Generic available. Coupons or
offers from pharmaceutical manufacturers will apply to your
Out-of-Pocket Limit when there is no Generic available or the
Brand-name is determined to be medical necessary.

Co-payment

Co-payment is the amount you pay (calculated as a set dollar ap@_.. > eac wtime you receive certain Covered
Health Care Services. When Co-payments apply, the amount is| isted o. the ollowing pages next to the
description for each Covered Health Care Service.

Please note that for Covered Health Care Services, you [ ve 1. anonc < for paying the lesser of:
+ The applicable Co-payment.

¢ The Allowed Amount.

Details about the way in which Allowed / mous « hare cetermined appear at the end of the Schedule of Benefits
table.

Co-insurance

Co-insurance is the amount you pay (calculated as a percentage of the Allowed Amount) each time you receive
certain Covered Health Care Services.

Details about the way in which Allowed Amounts are determined appear at the end of the Schedule of Benefits
table.
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network
Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

Covered Health Care Service What Is the Does the Does the
Co-payment Amount You Annual
or Pay Apply to Deductible
Co-insurance |the Apply?

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

1. Ambulance Services

Prior Authorization Regument

In most cases, we will initiate and direct non-Emergency &2 oulance ransportation. If you are requesting
non-Emergency ambulance services, you must obtain authoi. ation & soon as possible before transport. If
you do not obtain prior authorization as required, VW o !l be" winsible for paying all charges and no
Benefitsrill be ¢ id.

Emergency Ambulance Network
Transportation costs of a newborn to the | eare Ground
appropriate facility for treatmen® _.'c tovered Ambulance
None Yes No

Air Ambulance

None Yes No

Out-of-
Network

Same as Same as Same as
Network Network Network

Non-Emergency Ambulance Network

Ground or air ambulance, as we determine

. Ground
appropriate.

Ambulance

Transportation costs of a newborn to the nearest

appropriate facility for treatment are covered. None ves No
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network
Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

Covered Health Care Service What Is the Does the Does the
Co-payment Amount You Annual
or Pay Apply to Deductible
Co-insurance |the Apply?

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

Air Ambulance

None ‘22 No

Ou. f-

Netwie ok

Grot.
Ambulance

40% Yes Yes

Air Ambulance

40% Yes Yes

2. Cellular and Gene Therapy

Prior Authorization Requirement

For Network Benefits, you must obtain prior authorization as soon as the possibility of a Cellular or Gene
Therapy arises. If you do not obtain prior authorization and if, as a result, the services are not received from a
Designated Provider, Network Benefits will not be paid. Out-of-Network Benefits will apply.

For Out-of-Network Benefits, you must obtain prior authorization as soon as the possibility of a Cellular or
Gene Therapy arises. If you do not obtain prior authorization as required, the amount you are required to pay
will be increased to 50% of the Allowed Amount.

In addition, for Out-of-Network Benefits you must contact us 24 hours before admission for scheduled
admissions or as soon as is reasonably possible for non-scheduled admissions (including Emergency
admissions).
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network

Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

Covered Health Care Service

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

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

Does the
Annual
Deductible

Apply?

For Network Benefits, Cellular or Gene Therapy
services must be received from a Designated Provider.

Network

Depending < »on

statedaruc
cate™ ry in th

2aci
Schedule of Benefits.

ere tk . Covered Health Care
Service is prov. 2d, Lenefits will be the same as those
Covered Health Care Service

Out- “-Neu ark

Yepending upon where the Covered Health Care
Sc vice is provided, Benefits will be the same as those
stated under each Covered Health Care Service

category in this Schedule of Benefits.

3. Chiropractic Services

Limited to 20 combined chiropractic and/ .lated Network
massage therapy visits per year.
$20 per visit Yes No
Out-of-
Network
40% Yes Yes

4, Clinical Trials

Prior Authorization Requirement

You must obtain prior authorization as soon as the possibility of participation in a clinical trial arises. If you do
not obtain prior authorization as required, you will be responsible for paying all charges and no Benefits will be
paid.
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network

Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

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

Depending upon the Covered Health Care Service, Network

Benefit limits are the same as those stated under the
specific Benefit category in this Schedule of Benefits.

Depending < hon «_ ere tk .~ Covered Health Care
Service is prov. =d, wenefits will be the same as those
stated‘.niuc »=ac. Covered Health Care Service

catg™ ry in th | Schedule of Benefits.

Out- “-Neu ark

Yepending upon where the Covered Health Care

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

5. Congenital Heart Diseas| (CHD)«

Srice

rior Authorization Requirement

For Out-of-Network Benefits you must obtain prior authorization as soon as the possibility of a CHD surgery
arises. If you do not obtain prior authorization as required, the amount you are required to pay will be
increased to 50% of the Allowed Amount.

Benefits under this section include only the inpatient
facility charges for the CHD surgery. Depending upon
where the Covered Health Care Service is provided,
Benefits for diagnostic services, cardiac catheterization
and non-surgical management of CHD will be the same
as those stated under each Covered Health Care
Service category in this Schedule of Benefits.

Network

Benefits will be the same as stated under Hospital -
Inpatient Stay in this Schedule of Benefits.

Out-of-Network

Benefits will be the same as stated under Hospital -
Inpatient Stay in this Schedule of Benefits.
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network

Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

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

Co-payment,
Co-insurance
or Both.

6. Dental Services - Accident Only
Netwas'

No: Yes No

Out- “-

Network

Same as Same as Same as
Network Network Network

7. Diabetes Services

Prior Authorization Requirement

For Out-of-Network Benefits you must obtain prior authorization before obtaining any DME for the
management and treatment of diabetes that costs more than $1,000 (either retail purchase cost or cumulative
retail rental cost of a single item). If you do not obtain prior authorization as required, you will be responsible

for paying all charges and no Benefits will be paid.

Diabetes Self-Management and Training/Diabetic
Eye Exams/Foot Care

Network

Depending upon where the Covered Health Care
Service is provided, Benefits for diabetes
self-management and training/diabetic eye exams/foot
care will be the same as those stated under each
Covered Health Care Service category in this
Schedule of Benefits.
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network

Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

Covered Health Care Service

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

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

Does the
Annual
Deductible

Apply?

Out-of-Natwork

Depending < »on

ere tk . Covered Health Care

Service is prov. 2d, Lenefits for diabetes

self-miayc menu

ad training/diabetic eye exams/foot

cargh! il be th \same as those stated under each
Cover d Healt Care Service category in this
oo eduic T enefits.

Diabetes Self-Management Items v twork

Benefits for diabetes equipment that meets '

definition of DME are not subject to the lip’.c sta’ _*
under Durable Medical Equipmenrt*2ME)," Ortk'idcs . d
Supplies.

Depending upon where the Covered Health Care
Service is provided, Benefits for diabetes
self-management items will be the same as those
stated under Durable Medical Equipment (DME),
Orthotics and Supplies and in the Outpatient
Prescription Drug Rider.

Out-of-Network

Depending upon where the Covered Health Care
Service is provided, Benefits for diabetes
self-management items will be the same as those
stated under Durable Medical Equipment (DME),
Orthotics and Supplies and in the Outpatient
Prescription Drug Rider.

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

Prior Authorization Requirement

For Out-of-Network Benefits you must obtain prior authorization before obtaining any DME or orthotic that
costs more than $1,000 (either retail purchase cost or cumulative retail rental cost of a single item). If you do
not obtain prior authorization as required, you will be responsible for paying all charges and no Benefits will be

paid.
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network

Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

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

Co-payment,
Co-insurance
or Both.

Repair or replacement of DME or orthotics is limited to Network

its necessity due to a growing child’s functional need.

To receive Network Benefits, you must purchase, rent None = No

or obtain the DME or orthotic from the vendor we

identify or purchase it directly from the prescribing

Network Physician.

Out-0.~
‘etwork
40% Yes Yes

9. Emergency Health Care | 2rvices "C ‘pauent

Note: If you are confined in an out —work Hospital Network

after you receive outpatient Emergency Health Care

Services, you must notify us within one business day or | $200 per visit . Yes No

on the same day of admission if reasonably possible.
We may elect to transfer you to a Network Hospital as
soon as it is medically appropriate to do so. If you
choose to stay in the out-of-Network Hospital after the
date we decide a transfer is medically appropriate,
Network Benefits will not be provided. Out-of-Network
Benefits may be available if the continued stay is
determined to be a Covered Health Care Service.

If you are admitted as an inpatient to a Hospital directly
from the Emergency room, the Benefits provided as
described under Hospital - Inpatient Stay will apply. You
will not have to pay the Emergency Health Care
Services Co-payment, Co-insurance and/or deductible.

Allowed Amounts for Emergency Health Care Services
provided by an out-of-Network provider will be
determined as described below under Allowed Amounts
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network

Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

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

Co-payment,
Co-insurance
or Both.

in this Schedule of Benefits. As a result, you will be

responsible for the difference between the amount

billed by the out-of-Network provider and the

amount we determine to be the Allowed Amount for

reimbursement.

Aut-o

NU work

Same as Same as Same as
i otwork Network Network

10. Gender Dysphoria

Prior Authoriz tion Requirement for Surgical Treatment

You must obtain prior authorizc

ds soon as the possibility of surgery arises. If you do not obtain prior

authorization as required, the amount you are required to pay will be increased to 50% of the Allowed Amount.

In addition, for Out-of-Network Benefits you must contact us 24 hours before admission for an Inpatient Stay.

Prior Authorization Requirement for Non-Surgical Treatment

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

Network

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

SBN20.POSDA.H.2018.SG.NHP.FL BQ3T
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network

Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

Covered Health Care Service

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

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

Does the
Annual
Deductible

Apply?

Out-of-Natwork

Depending < »on

statedaruc
cate™ ry in th

2ac,
Schedule of Benefits and in the
Outpe. =nt Pre cription Drug Rider.

ere tk . Covered Health Care
Service is prov. 2d, Lenefits will be the same as those
Covered Health Care Service

11. Habilitative Services

Prior AuthG zation Requirement

For Out-of-Network Benefits for a schedy :d ar .
before admission, or as soon 2asisreas aa¥ y pt .

'=sior, 'you must obtain prior authorization five business days
‘ble for non-scheduled admissions (including Emergency

admissions). If you do not ¢* @in prior aut oriz# ion as required, the amount you are required to pay will be

in 2ed . o0% of the Allowed Amount.

In addition, for Out-of-Network Bene' s you must contact us 24 hours before admission for scheduled

admissions or as soon as is i

admissions).

.ably possible for non-scheduled admissions (including Emergency

Habilitative services received during an Inpatient Stay
in an Inpatient Rehabilitative Facility are limited to 120
days per year.

Network

Inpatient

Depending upon where the Covered Health Care
Service is provided, Benefits will be the same as those
stated under each Covered Health Care Service

category in this Schedule of Benefits.

Outpatient therapies are limited per year as follows:
+ 30 visits of physical therapy.
» 30 visits of occupational therapy.

» 30 visits of speech therapy.

Outpatient

$20 per visit

Yes

No

SBN20.POSDA.H.2018.SG.NHP.FL BQ3T
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network

Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

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

Co-payment,
Co-insurance
or Both.

« 30 visits of post-cochlear implant aural therapy.

e 20 visits of cognitive therapy.

Visit limits do not apply to Autism Spectrum Disorder. 9

Out-¢ \Netwo <
Inpe. ant

Depenaing upon where the Covered Health Care

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

Outpatient

40% Yes Yes
12. Hearing Aids
Limited to $2,500 every year. Benefits are further Network
limited to a single purchase per hearing impaired ear
every three years. Repair and/or replacement of a None Yes No
hearing aid would apply to this limit in the same
manner as a purchase.

Out-of-

Network

40% Yes Yes

SBN20.POSDA.H.2018.SG.NHP.FL BQ3T
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network
Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

Covered Health Care Service What Is the Does the Does the
Co-payment Amount You Annual
or Pay Apply to Deductible
Co-insurance |the Apply?

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

13. Home Health Care

Prior Authorization Regument

For Out-of-Network Benefits you must obtain prior authorizat®» | five bt _iness days before receiving services or
as soon as is reasonably possible. If you do not obtain _prior uthorizi ion as required, the amount you are

required to pay will be increasesd ' 9% ¢ Allowed Amount.
Limited to 60 visits per year. One visit equals up ¢ ‘our ‘atwork
hours of skilled care services.
This visit limit does not include any servic/ whic . = None Yes No
billed only for the administration_afiatrave oy
infusion.
To receive Network Benefits |« tha _iniri_tration of
intravenous infusion, you mustcceive ser ces from a
provider we identify.
Out-of-
Network
40% Yes Yes
14. Hospice Care

Prior Authorization Requirement

For Out-of-Network Benefits you must obtain prior authorization five business days before admission for an
Inpatient Stay in a hospice facility or as soon as is reasonably possible. If you do not obtain prior authorization
as required, the amount you are required to pay will be increased to 50% of the Allowed Amount.

In addition, for Out-of-Network Benefits, you must contact us within 24 hours of admission for an Inpatient Stay
in a hospice facility.
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network
Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you

are responsible for amounts that exceed the Allowed Amount.

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

Co-payment,
Co-insurance
or Both.
Network
None 7 No
Ou. f-
Netwie ok
l 40% Yes Yes

15. Hospital - Inpatient Stay

2riofr

For Out-of-Network Benefits"

orization Requirement

schedul d admission, you must obtain prior authorization five business days

before admission, or as soon as is reag’ hably possible for non-scheduled admissions (including Emergency

admissions). If you do not obtaii.

. authorization as required, the amount you are required to pay will be
increased to 50% of the Allowed Amount.

In addition, for Out-of-Network Benefits you must contact us 24 hours before admission for scheduled
admissions or as soon as is reasonably possible for non-scheduled admissions (including Emergency
admissions).

Network

$800 per
Inpatient Stay

Yes

No

Out-of-
Network

40%

Yes

Yes
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network
Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

Covered Health Care Service What Is the Does the Does the
Co-payment Amount You Annual
or Pay Apply to Deductible
Co-insurance |the Apply?

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

16. Lab, X-Ray and Diagnostic - Outpatient

Prior Authorization Regument

For Out-of-Network Benefits for Genetic Testing, sleep stu¢’s 5, strest 2chocardiography and transthoracic
echocardiogram, you must obtain prior authorization five i._siness/ ‘ays before scheduled services are
received. If you do not obtain prior authorization asf{ cq. wed, « @ nount you are required to pay will be

increased to 50%.4' the Al wed 7+ aount.

Lab Testing - Outpatient Network

Limited to 18 Presumptive Drug Tests per/ ear, None Yes No

Limited to 18 Definitive Drug Ta® o' r year.

Out-of-
Network

40% Yes Yes

X-Ray and Other Diagnostic Testing - Outpatient Network

None Yes No

Out-of-
Network

40% Yes Yes
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network

Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

Covered Health Care Service

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

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

Does the
Annual
Deductible

Apply?

17. Major Diagnostic and Imaging - Outpatient

Prior Authorization Regu:

mMen

For Out-of-Network Benefits for CT, PET scans, MRI, MRA, axs nuclear, nedicine, including nuclear cardiology,
you must obtain prior authorization five business days be. re sch¢ luled services are received or, for

non-scheduled services, within one business day or 7

Sou 1 as

Zasonably possible. If you do not obtain

prior authorization as required, the amount you are,l 2quirec_ 0 pa, will be increased to 50% of the Allowed

AL

nt.

Network

$250 per
service

Yes

No

Out-of-
Network

40%

Yes

Yes
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network
Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you

are responsible for amounts that exceed the Allowed Amount.

Covered Health Care Service What Is the Does the Does the
Co-payment Amount You Annual
or Pay Apply to Deductible
Co-insurance |the Apply?

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

Out-of-Pocket
Limit?

18. Mental Health Care and Substance-Related and
Addictive Disorders Services

Prior Authorization Re/ uirem at

For Out-of-Network Benefits for a scheduled admission for M
Addictive Disorders Services (including an admission f

.o wVices

atal He Ith Care and Substance-Related and
" residential Treatment facility) you must

obtain prior authorization five business days befere admis ‘on, © »as soon as is reasonably possible for
non-scheduled admissiong (Inc ding Eilerger.cy admissions).

In addition, for Out-of-Network Benefits you mus_ abtain . ‘or authorization before the following services are

received. Services requiring prior authoriz

0: P tial Hospitalization/Day Treatment; Intensive Outpatient

Treatment programs; outpatient electr/ ‘cony . ive tizatment; psychological testing; transcranial magnetic

stimulation; extended outpatientstmaatmel ¢ vid (s, \ .

nerapy, inclu ng £ pplied Behavior Analysis (ABA).

If you do not obtain prior ¢ :thorie .on

J% of the Allowed Amount.

ror without medication management; Intensive Behavioral

5 required, the amount you are required to pay will be increased to

Network
Inpatient

$800 per
Inpatient Stay

Yes

No

Outpatient

$40 per visit

Yes

No

None for
Partial
Hospitalization/

Yes

No
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network

Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

Covered Health Care Service

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

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

Does the
Annual
Deductible

Apply?

Intensive
Outpatieat
Treatmer

Out/ »f-
Ne. ork

In, atient

40%

1o

Yes

Yes

Outpatient

40%

Yes

Yes

40% for Partial
Hospitalization/
Intensive
Outpatient
Treatment

Yes

Yes

19. Ostomy Supplies

Limited to $2,500 per year.

Network

None

Yes

No
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network

Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

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

Co-payment,
Co-insurance
or Both.
Out-of-
Network
40% Yes Yes
20. Pharmaceutical Products - Outpatient
‘atwork
None Yes No
Out-of-
Network
40% Yes Yes

21. Physician Fees for Surgical and Medical

Services

Covered Health Care Services provided by an Network

out-of-Network facility based Physician in a Network

facility will be paid at the Network Benefits level, None Yes No

however Allowed Amounts will be determined as
described below under Allowed Amounts in this
Schedule of Benefits. As a result, you will be
responsible to the out-of-Network facility based
Physician for any amount billed that is greater than
the amount we determine to be the Allowed Amount.
In order to obtain the highest level of Benefits, you
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network

Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

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

Co-payment,
Co-insurance
or Both.

should confirm the Network status of these

providers prior to obtaining Covered Health Care

Services.

Out{ »f-
Ne. ork
4c 5 Yes Yes

22. Physician’s Office Services - Sickness.and

Injury

Co-payments/Co-insurance & d any daswctic. w™i the Network

following services apply whei thes “verec Health Care

Service is performed in a Physician’s offic: $20 per visit for | Yes No

¢ Lab, radiology/X-rays and other wagnostic services
described under Lab, X-Ray and Diagnostic -
Outpatient.

* Major diagnostic and nuclear medicine described
under Major Diagnostic and Imaging - Outpatient.

+ Outpatient Pharmaceutical Products described
under Pharmaceutical Products - Outpatient.

¢ Diagnostic and therapeutic scopic procedures
described under Scopic Procedures - Outpatient
Diagnostic and Therapeutic.

+ Outpatient surgery procedures described under
Surgery - Outpatient.

+ Outpatient therapeutic procedures described under
Therapeutic Treatments - Outpatient.

a Primary Care
Physician

office visit or
$40 per visit for
a Specialist
office visit
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network
Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

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

Co-payment,

Co-insurance

or Both.

Out-of-

Network

40% | Yes Yes
I

23. Pregnancy - Maternity Services

Prior Auti rizatio. Requirement

For Out-of-Network Benefits you must obta®." “or ac horization as soon as reasonably possible if the Inpatient
Stay for the mother and/or the newborn / ill be" . e thian 48 hours for the mother and newborn child following
a normal vaginal delivery, orsiinse thet @ hou ~for the mother and newborn child following a cesarean
section delivery. If you do nf [ obtain prior | utha ization as required, the amount you are required to pay will
ba® " »seu w0 50% of the Allowed Amount.

It is important that you notify us regard 1g your Pregnancy. Your notification will open the opportunity to
become enrolled in prenatal praaras® J'that are designed to achieve the best outcomes for you and your
baby.

Network

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

Out-of-Network

Benefits will be the same as those stated under each
Covered Health Care Service category in this
Schedule of Benefits except that an Annual Deductible
will not apply for a newborn child whose length of stay
in the Hospital is the same as the mother’s length of
stay.
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network
Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

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

Co-payment,
Co-insurance
or Both.

24. Preventive Care Services

Physician office services Netwas
No: Yes No
Out- %

Network
40% Yes Yes

Lab, X-ray or other preventiy tests Network
None Yes No
Out-of-

Network
40% Yes Yes

Breast pumps Network
None Yes No
Out-of-

Network
40% Yes Yes
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network
Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

Covered Health Care Service What Is the Does the Does the
Co-payment Amount You Annual
or Pay Apply to Deductible
Co-insurance |the Apply?

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

25. Prosthetic Devices

Prior Authorization Regument

For Out-of-Network Benefits you must obtain prior authoris tion be: re ootaining prosthetic devices that
exceed $1,000 in cost per device. If you do not obtain prior ac 2orizati' 1 as required, you will be responsible

for paying all charges and i« Rene. il be paid.
Repair or replacement of Prosthetic Device is limi 1 to ‘atwork
irreparable damage, wear, or a change in copdition; ar
its necessity due to a growing child’s funct® nar; =ed. None Yes No
Out-of-
Network
40% Yes Yes
26. Reconstructive Procedures

Prior Authorization Requirement

For Out-of-Network Benefits you must obtain prior authorization five business days before a scheduled
reconstructive procedure is performed or, for non-scheduled procedures, within one business day or as soon
as is reasonably possible. If you do not obtain prior authorization as required, the amount you are required to

pay will be increased to 50% of the Allowed Amount.

In addition, for Out-of-Network Benefits you must contact us 24 hours before admission for scheduled inpatient
admissions or as soon as is reasonably possible for non-scheduled inpatient admissions (including Emergency
admissions).
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network

Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

Covered Health Care Service What Is the Does the Does the

Co-payment Amount You Annual

or Pay Apply to Deductible
Co-insurance |the Apply?
You Pay? This | Out-of-Pocket

May Include a | Limit?

Co-payment,

Co-insurance

or Both.
Network

Depending < hon «_ ere tk .~ Covered Health Care
Service is prov. =d, wenefits will be the same as those
stated‘.niuc »=ac. Covered Health Care Service

catg™ ry in th | Schedule of Benefits.

Out- “-Neu ark

Yepending upon where the Covered Health Care

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

27. Rehabilitation Services/ Outpa# The opy

Limited per year as follows:

+ 36 visits of cardiac rehabilitation therapy.

« 30 visits of physical therapy.

« 30 visits of occupational therapy.

« 30 visits of speech therapy.

« 30 visits of post-cochlear implant aural therapy.

« 20 visits of cognitive rehabilitation therapy.

Visit limits do not apply to Autism Spectrum Disorder.

Visit limits do not apply to pulmonary rehabilitation
therapy.

Network

$20 per visit Yes No
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network

Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

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

Co-payment,

Co-insurance

or Both.

Out-of-

Network

40% Yes Yes

28. Scopic Procedures - Outpatient Diagnostic and

Therapeutic
Network
None Yes No
Out-of-

Network
40% Yes Yes

29. Skilled Nursing Facility/Inpatient Rehabilitation
Facility Services

Prior Authorization Requirement

For Out-of-Network Benefits for a scheduled admission, you must obtain prior authorization five business days
before admission, or as soon as is reasonably possible for non-scheduled admissions. If you do not obtain
prior authorization as required, the amount you are required to pay will be increased to 50% of the Allowed

Amount.

In addition, for Out-of-Network Benefits you must contact us 24 hours before admission for scheduled
admissions or as soon as is reasonably possible for non-scheduled admissions (including Emergency
admissions).
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network
Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

Covered Health Care Service What Is the Does the Does the
Co-payment Amount You Annual
or Pay Apply to Deductible
Co-insurance |the Apply?

You Pay? This | Out-of-Pocket
May Include a | Limit?

Co-payment,
Co-insurance
or Both.
Limited to a total of 120 days per year in a Skilled Network
Nursing Facility and an Inpatient Rehabilitation Facility.
$800 per ‘20 No

Inpatissnstay

Aut-0
N< work

40% Yes Yes

30. Surgery - Outpatient

Pri r Authorization Requirement

For Out-of-Network Benefits for care’ .c catheterization, pacemaker insertion, implantable cardioverter
defibrillators, diagnostic cathete on and electrophysiology implant and sleep apnea surgery, you must
obtain prior authorization five business days before scheduled services are received or, for non-scheduled

services, within one business day or as soon as is reasonably possible. If you do not obtain prior authorization
as required, the amount you are required to pay will be increased to 50% of the Allowed Amount.

Network

$650 per date Yes No
of service.

Out-of-
Network

40% Yes Yes
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network
Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

Covered Health Care Service What Is the Does the Does the
Co-payment Amount You Annual
or Pay Apply to Deductible
Co-insurance |the Apply?

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

31. Therapeutic Treatments - Outpatient

Prior Authorization Regument

For Out-of-Network Benefits you must obtain prior authoi= ition fo. he tollowing outpatient therapeutic
services five business days before scheduled services are recc ed or,! or non-scheduled services, within one
business day or as soon as is reasonably possible. Sef .cc wthat™ /e prior authorization: dialysis, intensity

modulated radiation therapy and MR-guided focusec ultrasc nd. W vou do not obtain prior authorization as
required, the amount you are required to/ ay « 'l be inc.easet to 50% of the Allowed Amount.

Network

None Yes No
Out-of-

Network

40% Yes Yes

32. Transplantation Services

Prior Authorization Requirement

For Network Benefits you must obtain prior authorization as soon as the possibility of a transplant arises (and

before the time a pre-transplantation evaluation is performed at a transplant center). If you do not obtain prior

authorization and if, as a result, the services are not received from a Designated Provider, Network Benefits will
not be paid. Out-of-Network Benefits will apply.

For Out-of-Network Benefits you must obtain prior authorization as soon as the possibility of a transplant arises
(and before the time a pre-transplantation evaluation is performed at a transplant center). If you do not obtain
prior authorization as required, the amount you are required to pay will be increased to 50% of the Allowed
Amount.
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network
Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

Covered Health Care Service What Is the Does the Does the
Co-payment Amount You Annual
or Pay Apply to Deductible
Co-insurance |the Apply?

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

In addition, for Out-of-Network Benefits you must contact us 24 hour¢ pefaf = asmission for scheduled
admissions or as soon as is reasonably possible for non-scheac ad a. x'.sions (including Emergency
admissions).

For Network Benefits, transplantation services must be | Netv. rk

received from a Designated Provider. We do not
require that cornea transplants be received from a
Designated Provider in order for you to receive
Network Benefits.

. 2endi_son where the Covered Health Care
Serv. =2 is p wided, Benefits will be the same as those
stated .nder cach Covered Health Care Service

v tegory in this Schedule of Benefits.

Out-of-Network

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

33. Urgent Care Center Services

Co-payments/Co-insurance and any deductible for the Network
following services also apply when the Covered Health

Care Service is performed at an Urgent Care Center: $40 per visit Yes No

Lab, radiology/X-rays and other diagnostic services
described under Lab, X-Ray and Diagnostic -
Outpatient.

Major diagnostic and nuclear medicine described
under Major Diagnostic and Imaging - Outpatient.

Outpatient Pharmaceutical Products described
under Pharmaceutical Products - Outpatient.

Diagnostic and therapeutic scopic procedures
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network

Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

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

Co-payment,
Co-insurance
or Both.
described under Scopic Procedures - Outpatient
Diagnostic and Therapeutic.
+ Outpatient surgery procedures described under
Surgery - Outpatient.
e Outpatient therapeutic procedures described under
Therapeutic Treatments - Outpatient.
Out-oi-
. ntwork
40% Yes Yes

34. Virtual Visits

Network Benefits are available only v.\ien services are Network

delivered through a Designated Virtual Network

Provider. You can find a Designated Virtual Network $10 per visit Yes No

Provider by contacting us at www.myuhc.com or the

telephone number on your ID card.

Out-of-
Network
40% Yes Yes
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network
Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

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

Co-payment,
Co-insurance
or Both.

Additional Benefits Required By Florida Law

35. Bones or Joints of the Jaw and Facial Region

Prior Autbamizatic

Depending upon where the Covered Health Care Servic s pre vided, any applicable notification or
authorization requirements will be the same as th¢ .e s *ed unacr eacii Covered Health Care Service category
in this®" hedule f Benefits.

Splint for a Temporomandibular Joint rele =d @ sve »d Network

ice is limited tele o . p _
Health Care Service is limited .«int per £ mon'1s Depending upon where the Covered Health Care

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

Out-of-
Network

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

36. Cleft Lip/Cleft Palate Treatment

Prior Authorization

Depending upon where the Covered Health Care Service is provided, any applicable notification or
authorization requirements will be the same as those stated under each Covered Health Care Service category
in this Schedule of Benefits.
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network

Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

Covered Health Care Service What Is the Does the Does the

Co-payment Amount You Annual

or Pay Apply to Deductible
Co-insurance |the Apply?
You Pay? This | Out-of-Pocket

May Include a | Limit?

Co-payment,

Co-insurance

or Both.
Network

Depending < hon «_ ere tk .~ Covered Health Care
Service is prov. =d, wenefits will be the same as those
stated‘.niuc »=ac. Covered Health Care Service

catg™ ry in th | Schedule of Benefits.

Out- ¢
Netwo. <

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

37. Dental Services - Anesthesiaand Hg pitalization

Prior Authorization

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

Network

None Yes No
Out-of-

Network

40% Yes Yes
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network

Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

Covered Health Care Service

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

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

Does the
Annual
Deductible

Apply?

38. Enteral Formulas

Prior Authorizaties

Depending upon where the Covered Health Care Servigs

is provi. 2d, any applicable notification or

authorization requirements will be the same as those stated uri »r eack Covered Health Care Service category

in this Sched

- v Rene

‘atwork

None

Yes

No

Out-of-
Network

40%

Yes

Yes

39. Osteoporosis Treatment

Prior Authorization

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

Network

Depending upon where the Covered Health Care
Service is provided, Benefits will be the same as those
stated under each Covered Health Care Service

category in this Schedule of Benefits.
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When Benefit limits apply, the limit refers to any combination of Network Benefits and Out-of-Network
Benefits unless otherwise specifically stated.

Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Amounts. The Allowed Amounts provision near the end of this Schedule of Benefits will tell you when you
are responsible for amounts that exceed the Allowed Amount.

Covered Health Care Service What Is the Does the Does the
Co-payment Amount You Annual
or Pay Apply to Deductible
Co-insurance |the Apply?

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

Out-of-
Network

Dependina up. » whei'cthe Covered Health Care
Servigt s | wide o, Benefits will be the same as those
stat¢ \under | 1ch Covered Health Care Service
categ. ¥ in thi Schedule of Benefits.

Allowed Amounts

Allowed Amounts are the amount we deterzime tha wwe will pay for Benefits. For Network Benefits for Covered
Health Care Services provided by a Net vork;, ‘avide » except for your cost sharing obligations, you are not
responsible for any difference beteen £ owd 4 A »unts and the amount the provider bills. For Covered Health
Care Services provided by and at-oi-Networl® prov Jer (other than services otherwise arranged by us), you will be
responsible to the out-of-Net' ork prexms fo. 7.y amount billed that is greater than the amount we determine to
be an Allowed Amount as de »rit® pelov | For Out-of-Network Benefits, you are responsible for paying, directly
to the out-of-Network provider, any differ< ice between the amount the provider bills you and the amount we will
pay for Allowed Amounts. Floridagstat® \aw prohibits out-of-Network providers from collecting or attempting to
collect any amount from you other than your Co-payment, Co-insurance or deductible for Covered Health Care
Services that are provided at a Network facility or for Emergency Health Care Services. Allowed Amounts are
determined solely in accordance with our reimbursement policy guidelines, as described in the Certificate.

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.

* When Covered Health Care Services are received from an out-of-Network provider as arranged by us,
Allowed Amounts are an amount negotiated by us or an amount permitted by law. Please contact us if you
are billed for amounts in excess of your applicable Co-insurance, Co-payment or any deductible . We will not
pay excessive charges or amounts you are not legally obligated to pay.

For Out-of-Network Benefits, Allowed Amounts are based on either of the following:

. When Covered Health Care Services are received from an out-of-Network provider, Allowed Amounts are
determined, based on:

. Negotiated rates agreed to by the out-of-Network provider and either us or one of our vendors, affiliates
or subcontractors.

. If rates have not been negotiated, then one of the following amounts:

SBN20.POSDA.H.2018.SG.NHP.FL BQ3T 36



+ Allowed Amounts are determined based on 110% of the published rates allowed by the Centers for
Medicare and Medicaid Services (CMS) for Medicare for the same or similar service within the
geographic market, with the exception of the following:

0 50% of CMS for the same or similar laboratory service.
0 45% of CMS for the same or similar durable medical equipment, or CMS competitive bid rates.

+ When arate is not published by CMS for the service, we use an available gap methodology to
determine a rate for the service as follows:

o For services other than Pharmaceutical Products, we use a gap methodology established by
Optuminsight and/or a third party vendor that uses a relative value scale or similar
methodology. The relative value scale is usually based on the difficulty time, work, risk and
resources of the service. If the relative value scale(s) currently in use become no longer
available, we will use a comparable scale(s). We and Optuminsight are related companies
through common ownership by UnitedHealth Group. Refer to our website at www.myuhc.com
for information regarding the vendor that provides the applicable gap fill relative value scale
information.

o For Pharmaceutical Products, we use gap methodologies that are similar to the pricing
methodology used by CMS, and produce fees based on published acquisition costs or
average wholesale price for the pharmaceuticals. These methodologies are currently created
by RJ Health Systems, Thomson Reuters (published in its Z#%00k), or UnitedHealthcare
based on an internally developed pharmaceutical pricin¢ reso: .ce.

0 When arate for a laboratory service is not publishc %, by © .5 for/ ‘e service and gap
methodology does not apply to the service, the rate i« hasc (he average amount
negotiated with similar Network providers for ##"ame "\ similar service.

0o When a rate for all other services is not pull™ ned by MS for the service and a gap
methodology does not apply to the senice, ti. ), Allow. d Amount is based on 20% of the
provider’'s billed charge.

¢ For Mental Health Care and Substang =/ ‘ated ar. »Ada. live Disorders Services the Allowed
Amount will be reduced by 25% fo@¢ overec ‘Hdealth Care Services provided by a psychologist and
by 35% for Covered Health Care Ser. »es prov.ded by a masters level counselor.

We update the CMS published r£ e d&é »on & =gular basis when updated data from CMS becomes
available. These updates. are ty} callt pu. » place within 30 to 90 days after CMS updates its data.

IMPORTANT NOTI¢ =: Out-of-Net\ ark< roviders may bill you for any difference between the
provider's billed ch rges_a® .. hAllowed Amount described here.

For Covered Health Care Services ref tived at a Network facility on a non-Emergency basis from an
out-of-Network facility based Phassicic i, the Allowed Amount is based on 110% of the published rates allowed
by the Centers for Medicare and Meaicaid Services (CMS) for the same or similar service within the geographic
market with the exception of the following:

*  50% of CMS for the same or similar laboratory service.
*  45% of CMS for the same or similar durable medical equipment, or CMS competitive bid rates.

When a rate is not published by CMS for the service, we use a gap methodology established by Optuminsight
and/or a third party vendor that uses a relative value scale or similar methodology. The relative value scale is
usually based on the difficulty, time, work, risk and resources of the service. If the relative value scale currently in
use becomes no longer available, we will use a comparable scale(s). We and Optuminsight are related companies
through common ownership by UnitedHealth Group. Refer to our website at www.myuhc.com for information
regarding the vendor that provides the applicable gap fill relative value scale information.

For Pharmaceutical Products, we use gap methodologies that are similar to the pricing methodology used by
CMS, and produce fees based on published acquisition costs or average wholesale price for the pharmaceuticals.
These methodologies are currently created by RJ Health Systems, Thomson Reuters (published in its Red Book),
or UnitedHealthcare based on an internally developed pharmaceutical pricing resource.
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When a rate is not published by CMS for the service and a gap methodology does not apply to the service, the
Allowed Amount is based on 20% of the provider’'s billed charge.

For Mental Health Care and Substance-Related and Addictive Disorders Services the Allowed Amount will be
reduced by 25% for Covered Health Care Services provided by a psychologist and by 35% for Covered Health
Care Services provided by a masters level counselor.

IMPORTANT NOTICE: Out-of-Network facility based Physicians may bill you for any difference between the
Physician’s billed charges and the Allowed Amount described here.

For Emergency Health Care Services provided by an out-of-Network provider, the Allowed Amount is a rate
agreed upon by the out-of-Network provider or determined based upon the higher of:

. The median amount negotiated with Network providers for the same service.

. 110% of the published rates allowed by the Centers for Medicare and Medicaid Services (CMS) for the same
or similar service within the geographic market.

*+  The amount that would be paid under Medicare (part A or part B of title XVIII of the Social Security Act, 42
U.S.C. 1395 et seq.) for the same service.

When a rate is not published by CMS for the service, we use a gap methodology established by Optuminsight
and/or a third party vendor that uses a relative value scale. The relative value scale is usually based on the
difficulty, time, work, risk and resources of the service. If the relative value scale currently in use becomes no
longer available, we will use a comparable scale(s). We and Optuminsight are related companies through
common ownership by UnitedHealth Group. Refer to our website at www ¢ .yu.. »com for informatio n regarding
the vendor that provides the applicable gap fill relative value scale jzformat’ n.

For Pharmaceutical Products, we use gap methodologies that are = wilar > the/ ricing methodology used by
CMS, and produce fees based on published acquisition costs or average whoicowe price for the pharmaceuticals.
These methodologies are currently created by RJ Health Syster’ s, . amsc »Reuters (published in its Red Book),
or UnitedHealthcare based on an internally developed pharmad« utical p cing resource.

When a rate is not published by CMS for the service ansn, gap meths Jology does not apply to the service, the
Allowed Amount is based on 20% of the provider’'s bille¢ char_».

IMPORTANT NOTICE: Out-of-Network providers / nay ill youor any difference between the provider's billed
charges and the Allowed Amount described here.

. When Covered Health Care Servicesamn rec wed from a Network provider, Allowed Amounts are our
contracted fee(s) with that provider.

Provider Network

We arrange for health care [ avida® "0 1« e part in a Network. Network providers are independent practitioners.
They are not our employees. U5 your res) »nsibility to choose your provider.

Our credentialing process confirnd st siic information about the providers’ licenses and other credentials, but
does not assure the quality of the services provided.

Before obtaining services you should always verify the Network status of a provider. A provider's status may
change. You can verify the provider's status by calling the telephone number on your ID card. A directory of
providers is available by contacting us at www.myuhc.com or the telephone number on your ID card to request a

copy.

It is possible that you might not be able to obtain services from a particular Network provider. The network of
providers is subject to change. Or you might find that a particular Network provider may not be accepting new
patients. If a provider leaves the Network or is otherwise not available to you, you must choose another Network
provider to get Network Benefits.

If you are currently undergoing a course of treatment using an out-of-Network Physician or health care facility,
you may be eligible to receive transition of care Benefits. This transition period is available for specific medical
services and for limited periods of time. If you have questions regarding this transition of care reimbursement
policy or would like help to find out if you are eligible for transition of care Benefits, please call the telephone
number on your ID card.

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

Direct Access

Please note that you will not need a referral to access Covered Health Care Services from the following Network
Physicians:

. Chiropractors.

. Dermatologists (after the first five visits, a referral may be required).
. Obstetricians.

. Gynecologists.

. Podiatrists.

Second Opinion

If you dispute our response or a Network Physician's opinion to the reasonableness or necessity of surgical
procedures or you are subject to a serious Sickness, you may obtain a second opinion from one of the following:

. Network Physician listed in our provider directory or by going to www.myuhc.com or by calling the
telephone number on your ID card.

*  An out-of-Network Physician located within our Service Area.

. In the case of a second opinion from a Network Physician, st " sel . opir bns are considered Covered
Health Care Services. In the case of a second opinion from an™ -0 mtwi.rk Physician, Covered Health
Care Services shall be limited to 60% of Allowed Amounts. M, 0ut' Network Physician requires any tests
during the second opinion process, you must have such te sts per. rmec by a Network provider.

. In the event that you seek more than three second opinioi. xeferrall in a year and we determine that you are
unreasonably over-utilizing the second opinion priv’ -_» we »axfaeny reimbursement of expenses incurred
after three referrals.

Designated Providers

If you have a medical condition that we/ ve i ds special services, we may direct you to a Designated
Provider chosen by us. If you require cert/.n cg . 'ex Cuvered Health Care Services for which expertise is limited,
we may direct you to a Network£aaility ¢ 'prs .ide; rat is outside your local geographic area. If you are required
to travel to obtain such Cove' :d Health Ce 2 Se vices from a Designated Provider, we may reimburse certain
travel expenses.

In both cases, Network Benen.s will onl\' be paid if your Covered Health Care Services for that condition are
provided by or arranged by the Designa d Provider chosen by us.

You or your Network Physician must notify us of special service needs (such as transplants or cancer treatment)
that might warrant referral to a Designated Provider. If you do not notify us in advance, and if you receive services
from an out-of-Network facility (regardless of whether it is a Designated Provider) or other out-of-Network
provider, Network Benefits will not be paid. Out-of-Network Benefits may be available if the special needs services
you receive are Covered Health Care Services for which Benefits are provided under the Policy.

Health Care Services from Out-of-Network Providers Paid as Network
Benefits

If specific Covered Health Care Services are not available from a Network provider, you may be eligible for
Network Benefits when Covered Health Care Services are received from out-of-Network providers. In this
situation, your Network Physician will notify us and, if we confirm that care is not available from a Network
provider, we will work with you and your Network Physician to coordinate care through an out-of-Network
provider.
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Limitations on Selection of Providers

If we determine that you are using health care services in a harmful or abusive manner, or with harmful
frequency, your selection of Network providers may be limited. If this happens, we may require you to select a
single Network Physician to provide and coordinate all future Covered Health Care Services.

If you don't make a selection within 31 days of the date we notify you, we will select a single Network Physician
for you.

If you do not use the selected Network Physician, Covered Health Care Services will be paid as Out-of-Network
Benefits.

Please call 1-800-354-0222 for assistance regarding inquiries, resolving a complaint or obtaining
information about Benefits and coverage.

b 4

Gregory Reidy,CEO

Neighborhood Health Partnership, Inc.
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