UnitedHealthcare Insurance Company

Individual Exchange Medical Policy
185 Asylum Street

Hartford, CT 06103
866-761-7748

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

IMPORTANT NOTICE

EPO plans cover health care services only when provided

they are delivered by a participating provider.

10-Day Right to Examine and R

Please read this Policy. If you are not sati
Premium paid will be refunded, less claims

s within 10 days after you received it. Any
then be void from its start.

You may keep coverage in forc i Premiums under this Policy, except that your
coverage may end for events i i rage Ends, under Events Ending Your Coverage

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

Individual Exchange Medical Policy

Agreement and Consideration

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

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

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

UnitedHealthcare Insurance Company

ZoAs dhte

Robert Hunter, President
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What Is the Policy?

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

This Policy which includes:

o The Schedule of Benefits.

. The Policyholder's Application.
o Amendments

constitutes the entire contract of insurance.

Can This Policy Change?

We may, from time to time, change this Policy by attaching legal docu
certain provisions of this Policy. When this happens we will send you a
by an authorized executive officer of our company. No agent has authority
provisions.

Other Information You Should Have
We have the right to change, interpret, withdraw or add

This Policy will remain in effect as long as the Premium
provisions of this Policy.

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

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

What Are Defined Terms?

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

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

How Do You Use This Document?

Read your entire Policy and any attached Amendments. You may not have all of the informatio
just one section. Keep your Policy and Schedule of Benefits and any attachments in a safe place
reference. You can also get this Policy at www.myuhc.com/exchange.

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

If there is a conflict between this Policy and any summati
Please be aware that your Physician is not responsible

How Do You Contact Us?

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

Enrollment and Required Premiums

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

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

eligibility

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

o You must pay Premium as required.

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

Care decisions are between you and your Physician. We g ecisi i care you should or
should not receive.

Choose Your Physician

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

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

Obtain Prior Authori

Some Covered Health Care Ser
participate in a Network are respon
please refer to the Schedule of Benefi

ation. Physicians and other health care professionals who
uthorization. For more information on prior authorization,

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

luded Services
cluded services and items. Review Section 2: Exclusions and Limitations to become

File Claims with Complete and Accurate Information

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

If you have prior coverage that, as required by state law, extends benefits for a particular condition or a disability.
Benefits for that particular condition or disability are subject to your previous carrier’s obligation under state law or

contract.

Q
S
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Our Responsibilities

Determine Benefits

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

We will determine the following:

e Interpret Benefits and the other terms, limitations and exclusions set out in this Poli Schedule

and any Amendments.

e Make factual determinations relating to Benefits.

Pay for Our Portion of the Cost of Covered Healt

We pay Benefits for Covered Health Care Services as describeds
the Schedule of Benefits, unless the service is excluded in Sg
pay our portion of the cost of Covered Health Care Servicg
receive may be paid for (in full or in part) by this Policy,

IS means we only
care services you

Pay Network Providers

It is the responsibility of Network Physicians ayment from us. When you receive Covered

bmit a claim to us.

Review and Determin [ rdance with our Reimbursement
Policies
We adjudicate clai i ithi . We develop our reimbursement policy guidelines generally

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

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

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

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

Offer Health Education Services to You

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

UnitedHealthcare Insurance Company

Schedule of Benefits
Covered Health Care Services Schedule of Be

UHC Silver Value ($0 Virtual Urgent Care, No Referr
KS0004, $4,000

How Do You Access Benefits?

Selecting a Network Primary Care Physician

You must select a Network Primary Care Physician, whod w patients, in order

to obtain Benefits. In general health care terminology, eferred to as a PCP. A
Network Primary Care Physician will be able to coordi 3 : and promote continuity
of care.

You can get a list of Network Primary Care P ork Providers through
www.myuhc.com/exchange or the telephone

You may change your Network Primary Care P i ing tf ephone number shown on your ID card or by
going to www.myuhc.com/exchange.

If you are the custodial parent o must select a Network Primary Care Physician
ork Physician who specializes in pediatrics
(including pediatric subspecialt ider’s license under applicable state law) as the
Network Primary Care Physician t child. If you do not select a Network Primary Care

Physician for yourself or your Enroll will be assigned.

To obtain Benefits i th Care Services from a UnitedHealthcare Individual Exchange
Network provider. . our provider is a UnitedHealthcare Individual Exchange Network provider

this Schedule of Benefits. For these Covered Health Care Services, "certain Network facility” is limited to a hospital
(as defined in 1861(e) of the Social Security Act), a hospital outpatient department, a critical access hospital (as
defined in 1861(mm)(1) of the Social Security Act), an ambulatory surgical center as described in section 1833(i)(1)(A)
of the Social Security Act, and any other facility specified by the Secretary.

Ground and Air Ambulance transport provided by an out-of-Network provider will be reimbursed as set forth under
Allowed Amounts as described at the end of this Schedule of Benefits.
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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
UnitedHealthcare Policy. As a result, they may bill you for the entire cost of the services you receive.

Additional information about the network of providers and how your Benefits may 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, this
will control.

dule of Benefits

Care Management

There may be additional services that are available to you, such as disease managemen
planning, health education, and patient advocacy. When you seek prior authorization for a
Service as required or are otherwise identified as meeting eligibility requirements for a care m
will work with you to engage in the care management process and to provide you with informatio
additional services.

Does Prior Authorization Apply

We require prior authorization for certain Covered Health Care
Network providers are responsible for obtaining prior authori

s otherwise specifically stated.

NOTE: When CO
be reduced.

provided by an Indian Health Service provider, your cost share may

Amounts
overed Health Care Services per $4,000 per Covered Person, not to
to receive Benefits. The Annual exceed $8,000 for all Covered Persons

ed Health Care Services under the | in a family.
edule of Benefits including
ervices provided under the Outpatient
tion.

e applies to Covered Health Care
olicy as indicated in this Schedule of
Covered Health Care Services provided
iatric Dental Care Services section and the
Pediatric Vision Care Services section.

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

Amounts paid toward the Annual Deductible for Covered
Health Care Services that are subject to a visit or day limit will
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Payment Term And Description Amounts

also be calculated against that maximum Benefit limit. As a
result, the limited Benefit will be reduced by the number of
days/visits used toward meeting the Annual Deductible.

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

Out-of-Pocket Limit

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 applies to
Covered Health Care Services under the Policy as indicated i
this Schedule of Benefits including Covered Health Care
Services provided under the Outpatient Prescription Dru
section.

$10,150 per Covered Person,

The Out-of-Pocket Limit applies to Covered Health
Services under the Policy as indicated in this Schedule
Benefits including the Pediatric Dental Care ices sec
and the Pediatric Vision Care Services secti

Details about the way in which Allowed Amou
determined appear at the end of the Schedule
table.

The Out-of-Pocket Limit does

Coupons: We
pharmaceutical
Out-of-Pocket Li

Co-payment

ou pay (calculated as a set dollar amount) each time you receive certain
ices. When Co-payments apply, the amount is listed on the following pages

y in which Allowed Amounts are determined appear at the end of the Schedule of

Co-insurance

Co-insurance is the amount you pay (calculated as a percentage of the Allowed Amount or the
Recognized Amount when applicable) 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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Schedule of Benefits Table

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

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

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

insurance or Both.

Ambulance Services

Emergency Ambulance Ground Ambulance:
Services 40%

Yes

Allowed Amounts for
ground and Air Ambulance
transport provided by an
out-of-Network provider will
be determined as described
below under Allowed 40%
Amounts in this Schedule of
Benefits.

Air Ambulance:

Yes

Non-Emergency
Ambulance

. Yes
Transportation

Ground or Air Ambulance,
as we determine
appropriate.

Allowed Amounts for Air
Ambulance transport
provided by an outsof-
Network provid
determined as d
below under Allo
Amounts in this S
Benefits.

Yes

epending upon the 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.

40% Yes Yes

Dental Services -
Accident Only

40% Yes Yes

Diabetes Services
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on Allowed Amounts or, for

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

definition of Recognized Amount in the Policy, Recognized Amounts. The Allowed Amounts
provision near the end of this Schedule of Benefits will tell you when you are responsible for
amounts that exceed the Allowed Amount.

specific Covered Health Care Services as described in the

Covered Health Care
Service

What Is the Co-
payment or Co-

Does the An
Deductible

Does the Amount
You Pay Apply to

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

insurance or Both.

Diabetes Self-
Management and
Educational Services

For Covered Persons with
Type 1 or Type 2 diabetes,
the following services are
offered at $0 cost share:

e Retinal eye exams,
limited to 1 exam per

plan year.
Preventive foot care.
Nutritional counseling.

Certain lab tests
specifically used to
assess lipid levels,
kidney function
(including metabolic
and urine) and glucose
control (HbA1C) in
diabetics.

Diabetes Self-
Management Supp

Depending upon where the Covered Health Care Service is p
Benefits for diabetes self-management and training/diabetic eye
exams/foot care will be the same as those stated under each Cov
Health Care Service category in this S

on where the Covered Health Care Service is provided,
Benefits for diabetes self-management supplies will be the same as
those stated under Durable Medical Equipment (DME) and in the
Outpatient Prescription Drugs section.

Benefits for diabetes supplies will be the same as those stated in the
Outpatient Prescription Drugs section.

e Medical

directly from the prescribing
Network Physician.

40% Yes Yes

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

Covered Health Care What Is the Co- Does the Amount Does the An
Service payment or Co- You Pay Apply to Deductible
insurance You Pay? the

This May Include a Out-of-Pocket
Co-payment, Co- Limit?
insurance or Both.

Note: If you are confined in | Facility Services Yes Yes
an out-of-Network Hospital 40%
. . 0
after you receive outpatient
Emergency Health Care
Services, you must notify us
within one business day or
on the same day of
admission if reasonably Physician Services
possible. We may elect to 40%
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, Benefits will
not be provided.

If you are admitted as an
inpatient to a Hospital
directly from Emergent ER
Services, the Benefits
provided as describe

Health Care Serv
payment, Co-insura
and/or deductible.

ounts in this S
Benefits.

40% Yes Yes

Eyeglasses for Disease or
Injury

40% Yes Yes

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

Covered Health Care What Is the Co- Does the Amount Does the An
Service payment or Co- You Pay Apply to Deductible
insurance You Pay? the

This May Include a Out-of-Pocket
Co-payment, Co- Limit?
insurance or Both.

Inpatient

Depending upon where the Covered Health Care Service is provi
Benefits will be the same as those state
Care Service category in this Schedule

Outpatient
40% Ye
Home Health Care
For the administration of 40%
intravenous mfuspn, you Private Duty Nursing
must receive services from
a provider we identify. 40% Yes
Hospice Care
Yes
Hospital - Inpatient Stay
Yes
Inpatient Rehabilitation
Services
Yes
Lab, X-Ray and
Diagnostics - Out
Lab Testing - Outps $20 per sefWice at a Yes No
freestanding lab or in a
Physician's office
$75 per service at a Yes No
Hospital-based lab
40% at a freestanding | Yes Yes
nostic Testi diagnostic center or in
Outpatient: a Physician's office
50% at an outpatient Yes Yes
Hospital-based
diagnostic center
Major Diagnostic and
Imaging - Outpatient
40% at a freestanding | Yes Yes
diagnostic center or in
a Physician's office
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Amounts which you are required to pay as shown below in the Schedule of Benefits are based
on Allowed Amounts or, for specific Covered Health Care Services as described in the
definition of Recognized Amount in the Policy, Recognized Amounts. The Allowed Amounts
provision near the end of this Schedule of Benefits will tell you when you are responsible for

amounts that exceed the Allowed Amount.

Covered Health Care
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 An
Deductible

50% at an outpatient Yes

Hospital-based

diagnostic center
Manipulative Treatment

40% Yes

Mental Health Care and
Substance-Related and
Addictive Disorders
Services

Yes
Yes
Yes
Yes
Stimulatio
Electroconvulsive
Therapy, and
Psychological Testing
Office Visit
$35 per visit Yes No
Necessary Med;j
Suppdi
40% Yes Yes
Orthotics
40% Yes Yes
Pharmaceutical Products
- Outpatient
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Amounts which you are required to pay as shown below in the Schedule of Benefits are based
on Allowed Amounts or, for specific Covered Health Care Services as described in the
definition of Recognized Amount in the Policy, Recognized Amounts. The Allowed Amounts
provision near the end of this Schedule of Benefits will tell you when you are responsible for
amounts that exceed the Allowed Amount.

Covered Health Care What Is the Co- Does the Amount Does the An
Service payment or Co- You Pay Apply to Deductible
insurance You Pay? the

This May Include a Out-of-Pocket
Co-payment, Co- Limit?
insurance or Both.

Pharmaceutical Products 40% Yes
which, due to their traits (as
determined by us), are
administered or directly
supervised by a qualified
provider or licensed/certified
health professional.

Note: Benefits for
medication normally
available by a prescription
or order or refill are
provided as described
under your Outpatient
Prescription Drugs section.

Physician Fees for
Surgical and Medical
Services

Allowed Amounts for
Covered Health Care

Services provided by an Yes
out-of-Network Physician in
certain Network fagilities will
be determined [ Yes
below under AllG
Amounts in this S
Benefits.
Yes Yes
Hospital-based center
$35 per visit for Yes No
services provided by
your Primary Care
Physician
performed in a Physician's | $85 per visit for Yes No
office: services provided by a
Network Specialist
Lab, radiology/X-rays and
other diagnostic services 40% for services Yes Yes
provided by any other
Network Physician
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Amounts which you are required to pay as shown below in the Schedule of Benefits are based
on Allowed Amounts or, for specific Covered Health Care Services as described in the
definition of Recognized Amount in the Policy, Recognized Amounts. The Allowed Amounts
provision near the end of this Schedule of Benefits will tell you when you are responsible for
amounts that exceed the Allowed Amount.

Covered Health Care
Service

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

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

Does the An
Deductible

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.

Pregnancy - M
Services

on 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 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.

None Yes No

None Yes No
Breast pumps None Yes No
Prosthetic Devices

40% Yes Yes

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

Covered Health Care What Is the Co- Does the Amount Does the An
Service payment or Co- You Pay Apply to Deductible
insurance You Pay? the

This May Include a Out-of-Pocket
Co-payment, Co- Limit?
insurance or Both.

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

Rehabilitation Services -
Outpatient Therapy

Limited as follows: 40%

e 90 days of speech
therapy.

Visit limits do not apply for
therapies for Covered
Persons with a primary
diagnoses of Mental Health
Care, Substance-Related
and Addictive Disorders or
Autism Spectrum Disorder.

Scopic Procedures -
Outpatient Diagnostic and
Therapeutic

Yes
Surgery - Out
Yes
Yes
40% at an outpatient Yes Yes
Hospital-based center

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.

Syndrome (TMJ)

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

Covered Health Care What Is the Co- Does the Amount Does the An
Service payment or Co- You Pay Apply to Deductible
insurance You Pay? the

This May Include a Out-of-Pocket
Co-payment, Co- Limit?
insurance or Both.

Therapeutic Treatments -
Outpatient

Chemotherapy
40% Yes

Dialysis
40%

Infusion Therapy

40% Yes
Radiation
40% Yes
All Other Treatm

Yes

Transplantation Services

Transplantation services Covered Health Care Service is provided,
must be received from a those stated under each Covered Health
Designated Provyi ategory in this Schedule of Benefits.

Covered expens
lodging and grou
transportation will
to $10,000 per trans

$100 per visit Yes No

Benefits are available only Urgent Care
when services are delivered
through a Designated
Virtual Network Provider.
You can find a Designated
Virtual Network Provider by
contacting us at

None Yes No
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Amounts which you are required to pay as shown below in the Schedule of Benefits are based
on Allowed Amounts or, for specific Covered Health Care Services as described in the
definition of Recognized Amount in the Policy, Recognized Amounts. The Allowed Amounts
provision near the end of this Schedule of Benefits will tell you when you are responsible for
amounts that exceed the Allowed Amount.

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

insurance or Both.

www.myuhc.com/exchange
or the telephone number on
your ID card.

Allowed Amounts
Allowed Amounts are the amount we determine that we will pa

For Network Benefits for Covered Health Care Services prg ) your cost sharing
obligations, you are not responsible for any difference b > t the provider bills.

notice and consent has been
provider may not bill you, for

u are not responsible, and the out-of-Network
t, Co-insurance or deductible which is based on

For Covered Health Care Service alth Care Services provided by an out-of-Network
rovider may not bill you, for amounts in excess of your

appllcable Co-pays is based on the Recognized Amount as defined in this

Policy.

For Covered Heal ulance services provided by an out-of-Network provider, you

are not responsible) K provider may not bill you, for amounts in excess of your applicable Co-

payment, Co-insura based on the rates that would apply if the service was provided by a

alth Care Services are received from an out-of-Network provider as arranged by us, including
Network provider who is reasonably accessible or available to provide Covered Health Care
wed 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.

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

For non-Emergency Covered Health Care Services received at certain Network facilities from out-of-Network
Physicians when such services are either Ancillary Services, or non-Ancillary Services that have not satisfied the
notice and consent criteria of section 2799B-2(d) of the Public Health Service Act with respect to a visit as defined by
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the Secretary (including non-Ancillary Services that have satisfied the notice and consent criteria but unforeseen,
urgent medical needs arise at the time the services are provided), the Allowed Amount is based on one of the
following in the order listed below as applicable:

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

The reimbursement rate as determined by state law.

The initial payment made by us, or the amount subsequently agreed to by the out-of-Network
The amount determined by Independent Dispute Resolution (IDR).

For the purpose of this provision, "certain Network facilities" are limited to a hospital (a i f the
Social Security Act), a hospital outpatient department, a critical access hospital (as defin
Social Security Act), an ambulatory surgical center as described in section 1833(i)(1)(A) of
and any other facility specified by the Secretary.

and consent has been satisfied, you are not responsible, and an out-of-
amounts in excess of your applicable Co-payment, Co-insurance or deduc
Amount as defined in the Policy.

For Emergency Health Care Services provided by an o i ount is based on
one of the following in the order listed below as applicabl

excess of your applicable Co-payment, Co-insural i based on the Recognized Amount as
defined in the Policy.

For Air Ambulance transpo i rovider, the Allowed Amount is based on one of

The initial payme S sequently agreed to by the out-of-Network provider and us.
The amount deter
IMPORTANT NOTI

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

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

Before obtaining services you should always verify the Network status of a provider. A 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
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available by contacting us at www.myuhc.com/exchange or the telephone number on your ID card to request a copy.
If you receive a Covered Health Care Service from an out-of-Network provider and were informed incorrectly prior to
receipt of the Covered Health Care Service that the provider was a Network provider, either through a database,
provider directory, or in a response to your request for such information (via telephone, electronic, web-based or
internet-based means), you may be eligible for cost sharing (Co-payment, Co-insurance and applicable deductible)
that would be no greater than if the service had been provided from a Network provider.

It is possible that you might not be able to obtain services from a particular Network provider.
providers is subject to change. Or you might find that a particular Network provider may no
patients. If a provider leaves the Network or is otherwise not available to you, you must ¢
provider to get Benefits. However, if you are currently receiving treatment for Covered
provider whose network status changes from Network to out-of-Network during such trea
(non-renewal or expiration) of the provider's contract, you may be eligible to request contin
provider under the same terms and conditions that would have applied prior to termination of
for specified conditions and timeframes. This provision does not apply to provider contract termi
meet applicable quality standards or for fraud. If you would like help to fi
Benefits, please call the telephone number on your ID card.

may be eligible to receive transition of care Benefits. This transitioagperiod is
and for limited periods of time. If you have questions regarding i

providers contract with us to provide only certain Cové
Services. Some Network providers choose to be a Ne
provider directory or contact us for help.

Designated Providers

If you have a medical condition that we believe
chosen by us. If you require certain complex Cov
direct you to a Network facility omprovider that is o

In both cases, Benefits will on

You or your Network Physician mus vice needs (such as transplants or morbid obesity surgery)
do not notify us in advance, and if you receive services
from an out-of-Neg ili ether it is a Designated Provider) or other out-of-Network provider,

Services are received from out-of-Network providers. In this situation, your Network
if we confirm that care is not available from a Network provider, we will work with you and
yordinate care through an out-of-Network provider.

our Network Physician
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Outpatient Prescription Drugs Schedule of Benefits

When Are Benefits Available for Prescription Drug Products?

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

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

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

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

How Do Supply Limits Apply?

Benefits for Prescription Drug Products are subject to the supply limits that ion and Supply
Limits" column of the Benefit Information table. For a single Co- receive a
Prescription Drug Product up to the stated supply limit.

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

Before certain Prescription Drug Products are dis guired to obtain prior authorization from us
or our designee. The reason for 1 i determine whether the Prescription Drug
Product, in accordance with o following:

It meets the definition of a Cov

It is not an Experimental or Investig

We may also requi

ou to obtain prio
Prescription Drug i

accordance

us or our designee so we can determine whether the
r approved guidelines, was prescribed by a Specialist.

authorization are sufi y our review and change. There may be certain Prescription Drug

Iy rather than your Physician or pharmacist. You may find out whether a
Product requires notification/prior authorization by contacting us at
or the telephone number on your ID card.

orization from us before the Prescription Drug Product is dispensed, you can ask us to
ou receive the Prescription Drug Product. You will be required to pay for the
e pharmacy. You may seek reimbursement from us as described in the Policy in

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

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

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

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

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

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

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

equivalent.

Urgent Requests

24 hours.

External Review

Organization (IRO) will notify

Expedited External Review

calling the toll-free number on your ID card or by sending
etermination letter. The IRO will notify you of our determination within

a written reques address set out in

24 hours.

What Do You Pe

You are responsible ) e AnnuaDeductible stated in this Schedule of Benefits which is part of your Policy
Drug Products are available to you unless otherwise allowed under your Policy. We
pons or offers from pharmaceutical manufacturers or an affiliate to apply to your Annual

Share Preventive Care Medications are not subject to payment of the Annual

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

Usual and Customary Charge of the Prescription Drug Product.

The amount you pay for any of the following under your Policy may not be included in calculating any Out-of-Pocket
Limit stated in your Policy:

Certain coupons or offers from pharmaceutical manufacturers or an affiliate.

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

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

Payment Term And Description | Amounts

Co-payment and Co-insurance

Co-payment For Prescription Drug Products at a Retail N

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

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

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

Co-insurance for the Prescription Drug Product.

Co-insurance for a Prescription Drug e The Prescription Dru

Product at a Network Pharmacy is a Product.
percentage of the Prescription Drug o
Charge. For Prescription Dru

Special Programs: We may have following:
certain programs in which you may
receive a reduced Co-payment and/or e Theap
Co-insurance based on your actions o
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 Ay
www.myuhc.com/exchange or the : harmacy for $0 cost to you.
telephone number on your ID

for paying a Co-payment and/or Co-
0 Cost Share Preventive Care
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Schedule of Benefits Information Table

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

Prescription Drug Products supply limit:

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

Ask your Physician to write your Prescription Order or Refill for a 102-day supply, with r
day supply with three refills.

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

AMOUNTS SHOWN ARE YOUR COST RESPONSIBILITY AFTER
MET

The amounts you are required to pay as shown belgu

Retail Network Pharma

34-Day Supply 102-Day Supply

Tier 1 None None

Not subject to payment of the
Annual Deductible.

Not subject to payment of the
Annual Deductible.

Tier 2 $3 per Prescription Order or
Refill.

Not subject to payment of the
Annual Deducti

$7.50 per Prescription Order or
Refill.

Not subject to payment of the
Annual Deductible.

Tier 3 $100 per Prescrip
Refill.

$250 per Prescription Order or
Refill.

payment of the Annual Subject to payment of the
AnnualDeductible.

% of the Prescription Drug 40% of the Prescription Drug
Charge.

Subject to payment of the Annual Subject to payment of the Annual

Deductible. Deductible.
50% of the Prescription Drug 50% of the Prescription Drug
Charge. Charge.

Subject to payment of the Annual Subject to payment of the Annual
Deductible. Deductible.
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Pediatric Dental Care Services Schedule of Benefits

How do you Access Pediatric Dental Care Services?

Network Benefits

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

Dental Provider.
ice. In no event, will

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

Payment Information
Benefits:
Benefits for Allowed Dental Amounts are deter

the provider rather than a percentage of the
lower than the provider's billed charge.

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

A Network provider cannot charge you or us for
you agree to receive a service or supply thatis n
charges will not be considered i Benefits will not be payable.

Annual Deductible

Unless otherwise stated in the be , Benefits for Pediatric Dental Care Services provided under
this section are subject to the Annu i e medical Schedule of Benefits.

Out-of-Pocket Li Co-insurance for Pediatric Dental Care Services under this section
applies to the O imi i edical Schedule of Benefits. Any amount you pay in Co-payments for

Pediatric Dental i plies to the Out-of-Pocket Limit stated in the medical Schedule of
Benefits.

Benefits

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

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

Evaluations (Checkup Exams) None

Limited to 1 exam every 6 months. Covered as a
separate Benefit only if no other service was done
during the visit other than X-rays.

Periodic oral evaluation.

Limited oral evaluation - problem focused.
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Dental Amounts.

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

What Are the Benefit Description and Frequency
Limitations?

Benefits

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

Teledentistry - synchronous - real time encounter.

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

Comprehensive oral evaluation.
Comprehensive periodontal evaluation.

Detailed and extensive oral evaluation - problem
focused.

Intraoral Radiographs (X-ray)
Limited to 1 series of films per 36 months.

Intraoral — comprehensive series of radiographic
images.

Intraoral — comprehensive series of radiographic imag
—image capture only.

Intraoral tomosynthesis — comprehensive series of
radiographic images

Intraoral tomosynthesis — comprehensive se
radiographic images — image capture only.

The following services are limited to 2 per 12 m
Intraoral - periapical first radiographic image.

Intraoral - periapical - each
image.

capture only.

eriapical re aphic image - image

apture only.

None

Panoramic radiograph image.
Panoramic radiographic image - image capture only.

Any combi ing services is limited to 2 | None
serie
gs - two radiegraphic images.
Bitewings - four r raphic images .
Vertj itewi 7 to 8 radiographic images.
Intra nthesis - comprehensive series of
radiographic images.
Intraoral - bitewing radiographic image - image capture
only.
Limited to 1 time per 36 months. None
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Dental Amounts.

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

What Are the Benefit Description and Frequency
Limitations?

Benefits

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

2-D Cephalometric radiographic image - image capture
only.

limit.
2-D Cephalometric radiographic image - acquisition,
measurement and analysis .

2-D Oral/facial photographic images obtained intra-
orally or extra-orally.

Diagnostic casts.

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

The following services are limited to two images per None
calendar year.

Extra-oral posterior dental radiographic image - image

capture only.

The following services are not subject to a frequency None

Preventive Services - (Not subject to pay

ductible.)

Dental Prophylaxis (Cleanings)
The following service is limited to 1time per 6

Fluoride Treatments

The following service is limit
months.

Sealants (Protective Coating)

The following seryices are limited to o

months.

d - bilateral maxillary.
d - bilateral mandibular.

r - removable - bilateral maxillary.
Space maintainer - removable - bilateral mandibular.

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

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

None
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Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed

Dental Amounts.

What Are the Benefit Description and Frequency
Limitations?

Benefits

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

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

Removal of fixed unilateral space maintainer - per
guadrant.

Removal of fixed bilateral space maintainer - maxillary.

Removal of fixed bilateral space maintainer -
mandibular.

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

Minor Restorative Services - (Subject to payment of the An

Amalgam Restorations (Silver Fillings)

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

Amalgams - one surface, primary or permane
Amalgams - two surfaces, primary or permal
Amalgams - three surfaces, primary or permal

Amalgams - four or more surfaces, primary or
permanent.

Composite Resin Restoratio

The following services are not
limit. Multiple restorations on one
as a single filling.

Resin-based co

Resin-based compa
in ing incised angd

n/ceramic substrate.

Crown - porcelain fused to high noble metal.

Crown - porcelain fused to predominately base metal.
Crown - porcelain fused to noble metal.

Crown - porcelain fused to titanium and titanium alloys.
Crown - 3/4 cast high noble metal.

40%
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Dental Amounts.

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

What Are the Benefit Description and Frequency
Limitations?

Benefits

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

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

Crown - full cast high noble metal.

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

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

Inlay - metallic - one surface.
Inlay - metallic - two surfaces.
Inlay - metallic - three surfaces.
Re-cement inlay.

Re-cement crown.

The following service is not subject to a freque
Protective restoration.

The following service is limite
every 60 months.

Prefabricated porcelain crown -
Core buildup, including any pins.

40%

40%

40%

(Subject to payment of the Annual Deductible.)

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

Partial pulpotomy for apexogenesis - permanent tooth
with incomplete root development.

40%
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Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed

Dental Amounts.

What Are the Benefit Description and Frequency
Limitations?

Benefits

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

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

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

The following services are limited to once per tooth per
lifetime.Endodontic therapy anterior tooth (excluding
final restoration).

Endodontic therapy, premolar tooth (excluding final
restoration).

Endodontic therapy, molar tooth (excluding final
restoration). Retreatment of previous root canal therapy
- anterior.

Retreatment of previous root canal therapy - bicuspid.
Retreatment of previous root canal therapy - molar.

40%

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

Apexification/recalcification - interim medicatio
replacement.

Apexification/recalcification - fi

The following services are n
limit.

Apicoectomy - anterior.
Apicoectomy - pré€melar (first root).
Apicoectomy -

Apicoectomy (ead
additional root.

)rption - anterior.
ption - premolar.

trface without apicoectomy
tion - anterior.

rption - premolar.

or repair of root resorption - molar.

The following service is not subject to a frequency limit.
Intraorifice barrier.

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

40%
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Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Dental Amounts.

What Are the Benefit Description and Frequency Benefits

Limitations? The Amount You Pay Which May Include a Co-

insurance or Co-Payment.

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

The following services are not subject to a frequency 40%
limit.

Gingivectomy or gingivoplasty - four or more contiguous
teeth or tooth bounded spaces per quadrant.

Gingivectomy or gingivoplasty - one to three contiguous
teeth or tooth bounded spaces per quadrant.

The following services are limited to one every 36 40%
months.

Gingival flap procedure, including root planing - four or
more contiguous teeth or tooth bounded spaces per
quadrant.

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

Clinical crown lengthening - hard tissue.

The following services are limited to one eve
months.

quadrant.

Osseous surgery (including fl
to three contiguous teeth or bou
quadrant.

site in quadrant
Removal of non

40%

ot subject to a frequency 40%

tissue graft procedure, per first
lous tooth position in graft.

nective tissue graft first tooth

e graft procedure - first tooth.

Free soft tissue graft procedure - each additional
contiguous tooth.

Splint - intra-coronal; natural teeth or prosthetic
crowns.

Splint - extra-coronal; natural teeth or prosthetic
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Dental Amounts.

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

What Are the Benefit Description and Frequency
Limitations?

Benefits

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

crowns.

The following services are limited to four times per
quadrant every 24 months.

Periodontal scaling and root planing - four or more teeth
per quadrant.

Periodontal scaling and root planing - one to three teeth
per quadrant.

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

40%

The following service is limited to a 1 time per 12
months.

Full mouth debridement to enable comprehensive
evaluation and diagnosis.

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

Periodontal maintenance.

Removable Dentures - (Subject to paymen

The following services are limited to a frequenc
every 60 months.

Complete denture - maxillar
Complete denture - mandibula
Immediate denture - maxillary.

2. mandibular.

Maxillary partial de
retentive/clasping

entive/clasping materials, rests and teeth).

Immediate maxillary partial denture - cast metal
framework with resin denture bases (including
retentive/clasping materials, rests and teeth).

Immediate mandibular partial denture - cast metal
framework with resin denture bases (including
retentive/clasping materials, rests and teeth).
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Dental Amounts.

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

What Are the Benefit Description and Frequency
Limitations?

Benefits

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

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

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

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

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

The following services are not subject to a frequency
limit.

Adjust complete denture - maxillary.
Adjust complete denture - mandibular.
Adjust partial denture - maxillary.
Adjust partial denture - mandibular.
Repair broken complete denture base.
Repair broken complete denturg base - mandibul
Repair broken complete de
Replace missing or broken tee
Repair resin denture base.

s are limited to rebasing performed
s after the initial insertion with a
ation of one time per 12 months.

Rebase complete maxillary denture.
Rebase maxillary partial denture.
Rebase mandibular partial denture.

The following services are limited to relining dentures
performed more that 24 months after the initial

40%
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Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Dental Amounts.

What Are the Benefit Description and Frequency Benefits

Limitations? The Amount You Pay Which May Include a Co-

insurance or Co-Payment.

placement with a frequency limitation of 1 per 24
months.

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

Reline mandibular partial denture (indirect).
Reline mandibular partial denture (laboratory).
Add metal substructure to acrylic full denture (per ar

The following services are not subject to a frequency
limit.

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

Soft liner for complete or partial removable dentt
indirect.

Bridges (Fixed partial den nual Deductible.)

The following services are not
limit.
Pontic - cast highgoble metal.

Pontic - cast pré

predominately base metal.
noble metal.

are not subject to a frequency 40%

tal for resin bonded fixed prosthesis.

Retainer - porcelain/ceramic for resin bonded fixed
prosthesis.

The following services are limited to one time every 60 40%
months.

Retainer crown - porcelain/ceramic.
Retainer crown - porcelain fused to high noble metal.
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Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed

Dental Amounts.

What Are the Benefit Description and Frequency
Limitations?

Benefits

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

Retainer crown - porcelain fused to predominately base
metal.

Retainer crown - porcelain fused to noble metal.

Retainer crown - porcelain fused to titanium and
titanium alloys.

Retainer crown - 3/4 cast high noble metal.
Retainer crown - 3/4 cast predominately base metal.
Retainer crown - 3/4 cast noble metal.

Retainer crown - 3/4 porcelain/ceramic.

Retainer crown - 3/4 titanium and titanium alloys.

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

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

The following services are not subject to a fre
limit.

Fixed partial denture repair necgssitated by resto
material failure.

Oral Surgery - (Subject to p

The following services are not subj 40%
limit.

vice is not subject to a frequency limit. | 40%
Tooth reimplantation and/or stabilization of accidentally
evulsed or displaced tooth.
The following service is not subject to a frequency limit. | 40%
Surgical access of an unerupted tooth.
The following services are not subject to a frequency 40%

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

What Are the Benefit Description and Frequency Benefits

Limitations? The Amount You Pay Which May Include a Co-

insurance or Co-Payment.

Alveoloplasty in conjunction with extractions - per
guadrant.

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

Alveoloplasty not in conjunction with extractions - per
guadrant.

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

The following service is not subject to a frequency limit. | 40%
Removal of lateral exostosis (maxilla or mandible).

The following services are not subject to a frequency
limit.

Incision and drainage of abscess.

Suture of recent small wounds up to 5 cm.
Marsupialization of odontogenic cyst.
Bone replacement graft for ridge preservatio
Buccal/labial frenectomy (frenulectomy).
Lingual frenectomy (frenulectomy).

Excision of pericoronal gingiv

Adjunctive Services - Subj

The following service is not subje
however, it is covered as a separat
were done on t

Palliative (Emerg
procedure.

40%

40%

oderate (conscious) sedation/anesthesia -
first 15 minutes.

Therapeutic parenteral drug single administration.

Covered only when clinically Necessary. 40%

Consultation (diagnostic service provided by a dentist or
Physician other than the practitioner providing
treatment).
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Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Dental Amounts.

What Are the Benefit Description and Frequency Benefits

Limitations? The Amount You Pay Which May Include a Co-

insurance or Co-Payment.

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

Implant Procedures - (Subject to payment of the Annual Deductible.)

The following services are limited to one time every 60 40%
months.

Endosteal implant.
Surgical placement of interim implant body.

Eposteal implant.

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

Custom abutment.

Abutment supported porcelain ceramic crown.

Abutment supported porcelai
metal.

Abutment supported porcelain fi
base metal crown.

crown.

crown.

Ain/ceramic crown.
/ceramic crown.
prcelain fused to high noble

n - high noble alloys.
tainer for porcelain/ceramic fixed

ixed partial denture.

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

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

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

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

What Are the Benefit Description and Frequency
Limitations?

Benefits

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

Abutment supported retainer for predominately base
metal fixed partial denture.

Abutment supported retainer for cast metal fixed partial
denture.

Implant supported retainer for ceramic fixed partial
denture.

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

Implant supported retainer for metal FPD - high noble
alloys.

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

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

Implant maintenance procedure.

Scaling and debridement in the presence of
inflammation or mucositis of a single implant
cleaning of the implant surfaces, without flap
closure limited to once every 12 months.

Implant supported crown - porcelain fused to
predominantly base alloys.

Implant supported crown - p

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

Implant removal - there is no frequency limit.
Debridement peri-implant defect.
Debridement and osseous peri-implant defect.
Bone graft peri-implant defect.
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Amounts which you are required to pay as shown below in the Schedule of Benefits are based on Allowed
Dental Amounts.

What Are the Benefit Description and Frequency Benefits

Limitations? The Amount You Pay Which May Include a Co-

insurance or Co-Payment.

Bone graft implant replacement.

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

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

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

Implant supported retainer for metal FPD -
predominantly base alloys.

Implant supported retainer for metal FPD - noble alloys.

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

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

Abutment supported retainer - porcelain fus
titanium and titanium alloys.

Medically Necessary Orthodontics - (Subjec al Deductible.)

Benefits for comprehensive ort i by us, only in those instances that are related to an

by our dental consultants. Benefits are not available for
s (crooked teeth), excessive spacing between teeth,

50%

tment of the primary dentition.
atment of the transitional

Comprehensive orthodontic treatment of the transitional
dentition.

Comprehensive orthodontic treatment of the adolescent
dentition.

Removable appliance therapy.
Fixed appliance therapy.
Pre-orthodontic treatment visit.

SBN26.1.2022.1IEX.KS.BASE 34




Dental Amounts.

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

What Are the Benefit Description and Frequency
Limitations?

Benefits

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

Periodic orthodontic treatment visit.
Orthodontic retention.

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

Repair of orthodontic appliance - maxillary.
Repair of orthodontic appliance - mandibular.
Re-cement or re-bond fixed retainer - maxillary.
Re-cement or re-bond fixed retainer - mandibular.
Repair of fixed retainer, includes reattachment -
maxillary.

Repair of fixed retainer, includes reattachment -
mandibular.
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Pediatric Vision Care Services Schedule of Benefits

How do you Access Pediatric Vision Care Services?

Network Benefits

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

etwork Vision

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

Payment Information
Benefits for Vision Care Services are determined based on the negotia ntract fee between us a

Care Provider. Our negotiated rate with the Vision Care Provider is ordin wer than the Vision Care
billed charge.

Annual Deductible

Unless otherwise stated in the below Schedule of Benefit i ~ i ices provided under
this section are subject to the Annual Deductible statedd y amount you pay in
Co-payments for Vision Care Services under this sec i i ated in the medical
Schedule of Benefits.

Out-of-Pocket Limit - any amount you pay in C ments for Vision Care Services under this

Benefit - The Amount You Pay Based
on the Contracted Rate

Vision Care Service

Routine Vision Exam or None
Refraction only in lieu of a

Not subject to payment of the Annual
complete exam

Deductible.

Eyeglass Lens every 12 months.

40%

Subject to payment of the Annual
Deductible.

e Single Vision

Bifocal 40%

Subject to payment of the Annual
Deductible.

40%

Subject to payment of the Annual
Deductible.

40%

Subject to payment of the Annual
Deductible.

Lens Extras

e Polycarbonate lenses Three times every 12 months. None
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Vision Care Service

What Is the Frequency of
Service?

Benefit - The Amount You Pay Based
on the Contracted Rate

Not subject to payment of the Annual
Deductible.

e Standard scratch-resistant
coating

Three times every 12 months.

Eyeglass Frames

Three times every 12 months.
Limited to a one-year warranty.

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

Subject to payme
Deductib

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

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

40%

bject to paymen e Annual

ent of the Annual
eductible.

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

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

Contact Lenses and Fitting
Evaluation

40%

Subject to payment of the Annual
Deductible.

40%

Subject to payment of the Annual
Deductible.

e Contact Lens
Evaluation

itting &

e Covered Conts
Formulary

None

Not subject to payment of the Annual
Deductible.

a 12 month supply.

40%

Subject to payment of the Annual
Deductible.

Limited to a 12 month supply.

40%

Subject to payment of the Annual
Deductible.

that Benefits
services will be p

u will be required to
pay all billed charges at the time
of service. You may then obtain
reimbursement from us.
Reimbursement will be limited to
the amounts stated.

Once every 24 months.
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Vision Care Service

What Is the Frequency of
Service?

Benefit - The Amount You Pay Based
on the Contracted Rate

Low vision testing

None

Not subject to payment of the Annual
Deducti

Low vision therapy
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Section 1: Covered Health Care Services

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

Ith Care Service
re Service in

o The health care service, including supplies or Pharmaceutical Products, is only a Cover
if it is Medically Necessary. (See definitions of Medically Necessary and Covered He
Section 8: Defined Terms.)

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

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

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

The fact that a Physician or other provider has performed or prescribed

may be the only available treatment for a Sickness, Injury, Mental lliness, s ictive disorders,
disease or its symptoms does not mean that the procedure or tre is a ice under this
Policy.

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

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

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

o Any responsibility you ha

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

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

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

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

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

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

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

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

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

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

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

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

Routine patient care costs for qualifying clinical trials include:
o Covered Health Care Services for which Benefits are typically provi

o Covered Health Care Services required solely for the follg

] The prevention of complications.

. Covered Health Care Services needed fi
Experimental or Investigational Servic

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

] Certain Category

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

ions) by one or more of the following:

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

" Agency for Healthcare Research and Quality (AHRQ).

" Centers for Medicare and Medicaid Services (CMS).

" A cooperative group or center of any of the entities described above or the Department of Defense
(DOD) or the Veterans Administration (VA).
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= A qualified non-governmental research entity identified in the guidelines issued by the National Institutes
of Health for center support grants.

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

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

Institutes of Health.

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

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

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

The clinical trial must have a written protocol that describes a SC|ent|

approved by all relevant institutional review boards (IRB may, at any
time, request documentation about the trial.

o The subject or purpose of the trial must be the eva i i the definition of a
Covered Health Care Service and is not otherw;j

Dental Anesthesia

Administration of general anesthesia and faci

. The Covered Person is a child five years

. The Covered Person is severely disabled.

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

[ ]

o Dental Surgery or Doctor of Medical Dentistry

) The dental d3 i that first contact with a Physician or dentist happened within 72 hours of

the accident.

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

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

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

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

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

Emergency exam.

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

) Temporary splinting of teeth.

. Prefabricated post and core.

. Simple minimal restorative procedures (fillings).

o Extractions.

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

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

o Surgical procedures of the jaw and gums.

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

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

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

. Surgical removal of impacted teeth.

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

Teeth lost due to the Accidental Injury.

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

Diabetes Services

therapy as a methog idi gspitalizations and complications, when the instruction is provided in
accordance with a p i

or medical nutrition therapy when prescribed by a health care professional and when
tered or licensed health care professional. Diabetes self-management training and
include programs with the primary purpose of weight reduction. Benefits also include
medical inal exams) and preventive foot care, and diabetic specific foot orthotics, orthopedic
hoe tion§yand footwear when Medically Necessary for the treatment of complications related to

Diabetic Self-Ma ent Supplies

cose control and testing including insulin syringes with needles, blood glucose and urine test
strips, lancet devices, ketone test strips and glucose tablets, single measurement glucose monitors,
including those for the legally blind, certain insulin pumps, and certain continuous glucose monitors are described
under the Outpatient Prescription Drugs section. Certain continuous glucose monitors and insulin pumps are subject
to all the conditions of coverage stated under Durable Medical Equipment (DME).

Certain diabetic supplies may be available to you at no cost when obtained through a Network Pharmacy. For more
information, please refer to the Prescription Drug List, or contact us at www.myuhc.com/exchange or the telephone
number on your ID card.
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Durable Medical Equipment (DME)

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

DME includes, but isn’t limited to:

o Canes.

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

o Continuous glucose monitors.

. Continuous passive motion devices.

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

. Hospital beds.

. Infusion pumps.

. Nebulizers.

. Oxygen equipment.

o Patient lifts.

. Pressure-reducing support surfaces.
o Suction pumps.

. Traction equipment.

. Walkers.

. Manual Wheelchairs.

These Benefits apf rwise excluded, items that are fully implanted into the body are a
Covered Health Cal i pefits are available under the applicable medical/surgical Covered Health

are Services - Outpatient
stabilize or begin treatment in an Emergency. Emergency Health Care Services must be

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

Eyeglasses for Disease or Injury
Benefits are provided for the initial eyeglasses/contacts following surgery for cataracts, aphakia, or pseudophakia.
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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.

o Cognitive therapy.

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

tpatient therapy when yo

. 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 Experi

The following are not habilitative services:

o Custodial Care.
. Respite care.

. Day care.

. Therapeutj

. Educationa

Residential

onal medical records.

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

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

. Ordered by a Physician.
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o Provided in your home by a registered nurse, or provided by a home health aide, home health therapist, or
licensed practical nurse and supervised by a registered nurse.

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

existing standards of medical practice for the Sickness or Injury requiring the Home He

We will determine if Benefits are available by reviewing both the skilled nature of the servj
Physician-directed medical management.

Private Duty Nursing

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

Hospice Care

Hospice care that is recommended by a Physician. Hospice g es comfort and
support services for the terminally ill. It includes the followig

You can call us at the telephone number on y

Hospital - Inpatient Stay
Services and supplies provided

. Supplies and non-Physicial
o two or more beds).

esiologists, pathologists and Emergent ER Services Physicians.
scribed under Physician Fees for Surgical and Medical Services.)

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

lan 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 an Inpatient Rehabilitation 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 Custodial Care.
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We will determine if Benefits are available by reviewing both the skilled nature of the service and the need for
Physician-directed medical management.

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

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

. Discharge rehabilitation goals have previously been met.

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

Lab, X-Ray and Diagnostic - Outpatient

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

. Lab and radiology/X-ray.
o Mammography.

Benefits include:

. The facility charge and the charge for supplies and equip

o Physician services for radiologists, anesthesiologists g

. Genetic Testing ordered by a Physician which
Counseling.

o Presumptive Drug Tests and Definitive
. Prostate cancer screening, including pr
Lab, X-ray and diagnostic services for preventiv

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

Benefits do not include labora

Major Diagnostic and Imagi

Services for CT scans, PET scans, M dicine and major diagnostic services received on an
outpatient basis pital or Alternate ity or in a Physician's office.

Benefits include:

. The facility ¢ upplies and equipment.

a provider, and confirmation that services you plan to receive are Covered Health Care Services, you
can contact the Delegate at the telephone number on your ID card.

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

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

. Partial Hospitalization/Day Treatment/High Intensity Outpatient.

. Intensive Outpatient Program.
o Outpatient treatment.

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

(a room with two or

Services include the following:

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

. Crisis intervention.

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

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

] Focused on treating maladaptive,
property, and impairment in dail

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

Necessary Medical Su

Medical supplies that are used ered when the supply is necessary for the effective use of
the item/device (e.g., oxygen tubin ower wheelchairs and prosthetics, or tubing for a delivery

pump).
Ostomy supplies
e lIrrigation slee

. Pouches, face

Orthotics

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

Orthotic braces, including needed changes to shoes to fit braces, braces that stabilize an injured body part and braces
to treat curvature of the spine are a Covered Health Care Service.
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Benefits are available for fitting, repairs and replacement, except as described in Section 2: Exclusions and
Limitations.

Pharmaceutical Products - Outpatient

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

are administered
on where the

Benefits are provided for Pharmaceutical Products which, due to their traits (as determined b,
or directly supervised by a qualified provider or licensed/certified health professional. Dep
Pharmaceutical Product is administered, Benefits will be provided for administration of
under the corresponding Benefit category in this Policy. Benefits for medication normal
order or refill are provided as described under the Outpatient Prescription Drugs section o

If you require certain Pharmaceutical Products, including specialty Pharmaceutical Products,
Designated Dispensing Entity. Such Dispensing Entities may include an outpatient pharmacy, sp
Home Health Agency provider, Hospital-affiliated pharmacy or hemophili

If you/your provider are directed to a Designated Dispensing Entity and
Pharmaceutical Product from a Designated Dispensing Entity, Benefits ar

Product.

Certain Pharmaceutical Products are subject to step therap i i to receive
Benefits for such Pharmaceutical Products, you must use 3 /or prescription drug
product first. You may find out whether a particular Pha erapy requirements by

contacting us at www.myuhc.com/exchange or the tele

We may have certain programs in which you m
adherence/compliance to medication or treat
may access information on these programs b
on your ID card.

Benefit based on your actions such as
articipation in health management programs. You
myuhc.com/exchange or the telephone number

ic Monitoring services.

ent, and correction of the underlying causes of infertility. Depending on where a service is
its will be provided under the corresponding Benefit category in this Policy.

r the treatment of osteoporosis for Covered Persons with a condition or medical history for which
bone mass measurement is medically indicated.

Covered Health Care Services for preventive care provided in a Physician's office are described under Preventive
Care Services.

Benefits for CT scans, PET scans, MRI, MRA, nuclear medicine and major diagnostic services are described under
Major Diagnostic and Imaging - Outpatient.
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When a test is performed or a sample is drawn in the Physician's office, Benefits for the analysis or testing of a lab,
radiology/X-ray or other diagnostic service, whether performed in or out of the Physician's office are described under
Lab, X-ray and Diagnostic - Outpatient.

Pregnancy - Maternity Services

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

delivery and

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

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

If the mother agrees, the attending provider may discharge the mother a
minimum time frames.

Benefits for Pregnancy include delivery and obstetrical expenseg
adopted within 90 days of birth by the Subscriber.

Preventive Care Services

Preventive care services provided on an outpatient bas
encompass medical services that have been de
early detection of disease or in the preventio
outcomes and include the following as require

office, an Alternate Facility or a Hospital
idence to be safe and effective in either the

. Evidence-based items or services that ha
the United States Preventive Services Tas

. Immunizations that have ji e Advisory Committee on Immunization Practices
of the Centers for Dise i )mmunizations for Enrolled Dependent children

. Five doses of vaccine
Pertussi

hildren and adolescents, evidence-informed preventive care and screenings provided
e guidelines supported by the Health Resources and Services Administration.

With respect
guidelines
insedi

omen, such additional preventive care and screenings as provided for in comprehensive

rted by the Health Resources and Services Administration. Contraceptive devices, including

r removal of, and any Medically Necessary consultations, examinations, or procedures

with, the use of intrauterine devices, diaphragms, injectable contraceptives, and implanted hormonal
contraceptives. Benefits include voluntary female sterilization and associated anesthesia.

. Services for the screening and diagnosis of osteoporosis for Covered Persons with a condition or medical
history for which bone mass measurement is medically indicated.

) Pap smears and mammograms, including breast tomosynthesis. Pap smears and mammograms may be
performed at a mobile facility certified by the federal health care financing administration and performed by
American Cancer Society guidelines.
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Benefits defined under the Health Resources and Services Administration (HRSA) requirement include one breast
pump per Pregnancy in conjunction with childbirth. Breast pumps must be ordered by or provided by a Physician. You
can find more information on how to access Benefits for breast pumps by contacting us at www.myuhc.com/exchange
or the telephone number on your ID card.

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

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

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

. Artificial arms, legs, feet and hands.
. Artificial face, eyes, ears and nose.
o Breast prosthesis as required by the Women's Health ane

mastectomy bras.

. Penile prosthesis for physiological impotence.

device that meets the minimum specifications fi . chase a prosthetic device that exceeds these
minimum specifications, we will pay only the am [
minimum specifications, and you will be responsi

Benefits are available for fittingy
Limitations, under Devices, Appli

of the procedure is not a changed or improved physical appearance. Microtia repair is
procedure.

its for reconstructive procedures include breast reconstruction following a mastectomy, and
non-affected breast to achieve symmetry. Other services required by the Women's Health and

all stages of a mastectomy, 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.

Exclusions include services provided directly for or relative to cosmetic surgery or reconstructive surgery except when
the surgical procedure is one of the following:

. Cosmetic or reconstructive repair of an Accidental Injury.
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. Repair of Congenital Abnormalities and hereditary complications or conditions, limited to:
. Cleft lip or palate.

= Birthmarks on head or neck.
Ll Webbed fingers or toes.
= Supernumerary digits or toes.

Rehabilitation Services - Outpatient Therapy
Short-term outpatient rehabilitation services limited to:

. Physical therapy.
. Occupational therapy.

) Speech therapy.

. Pulmonary rehabilitation therapy.

o Cardiac rehabilitation therapy.

o Post-cochlear implant aural therapy.

. Cognitive rehabilitation therapy.

o Neuropsychological testing - Inpatient and outp

Rehabilitation services must be performed by a Physicia 2d therapy provider. Benefits include
rehabilitation services provided in a Physician’ icCe or on'e gpatient basis at a Hospital or Alternate Facility.

Benefits can be denied or shortened when eit
. You are not progressing in goal-directed
. Rehabilitation goals have previously been
Benefits are not available for

For outpatient rehabilitative se
language, voice, communication al i i nly when the disorder results from Injury, stroke, cancer, or
Congenital Anomaly.

Diagnostic and thefap elated services received on an outpatient basis at a Hospital or
Alternate Facility o :

s do not include surgical scopic procedures, which are for the purpose of performing surgery.
pic procedures are described under Surgery - Outpatient.

ity 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.

Surgery - Outpatient
Surgery received on an outpatient basis at a Hospital or Alternate Facility or in a Physician's office.
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Benefits include certain scopic procedures. Examples of surgical scopic procedures include:

. Arthroscopy.

. Laparoscopy.
) Bronchoscopy.
. Hysteroscopy.

Benefits include:

. The facility charge and the charge for supplies and equipment.
. Physician services for radiologists, anesthesiologists and pathologists. (Benefits for
including the professional fees of your surgeon, are described under Physician Fees
Services.)
) Voluntary male sterilization and associated anesthesia.
. Cataract surgery with a standard intraocular lens.
Tissue transplants and cornea transplants when ordered by a Physician. Be issue and cornea

Investigational or Unproven Service. You can call us at the te
regarding Benefits for tissue and cornea transplant service

Telehealth

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

Telehealth/Telemedicine - live, interactive audio
site to another using telecommunications techno
location such as a Covered Person's home or pla ehealth/Telemedicine does not include virtual care
services provided by a Design irtual Network i

Temporomandibular Join

Benefits include charges for Covere
craniomandibular disorders when trea

to diagnose and treat temporomandibular joint and

. Accidental

Trauma.

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

Therapeutic Treatments - Outpatient

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

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

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. Benefits include:

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

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

ysician services are

Transplantation Services

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

Examples of transplants for which Benefits are available include:

. Bone marrow/stem cell.
. Heart.

o Heart/lung.

. Lung.

. Kidney.

o Kidney/pancreas.

) Liver.

o Liver/small intestine.

. Pancreas.

) Small intestine.

Donor costs related to transp
recipient's coverage under this

ices and are payable through the organ

. Identification.

your ID card for information about our specific guidelines regarding

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

Virtual Care S

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

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

Benefits are available for urgent on-demand health care delivered through live audio with video or audio only
technology for treatment of acute but non-emergency medical needs.
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Please Note: Not all medical conditions can be treated through virtual care. The Designated Virtual Network Provider
will identify any condition for which treatment by in-person Physician contact is needed.

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

Q
S
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Section 2: Exclusions and Limitations

How Do We Use Headings in this Section?

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

We Do Not Pay Benefits for Exclusions

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

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

The services, treatments, items or supplies listed in this section are not
be specifically provided for in Section 1: Covered Health Care Services.

Where Are Benefit Limitations Shown?

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

any of the services, treatments, items or

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

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

Alternative Treatments
Acupressure and acupu

Aromatherapy.
Hypnotism.
Massage t

Rolfing.

N o o Db P

al Center for Complementary and Integrative Health (NCCIH) of the National Institutes of
1 does not apply to Manipulative Treatment and non-manipulative osteopathic care for
ided as described in Section 1: Covered Health Care Services.

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

expenses, i ing hospitalizations and anesthesia).

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

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

] Transplant preparation.

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

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

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

to directly treat

Endodontics, periodontal surgery and restorative treatment are excluded.

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

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

This exclusion does not apply to preventive care for which Benefj
Preventive Services Task Force requirement or the Health Reso

e provided under the Un

nd Services Adm|n|strat| SA)

requirement. This exclusion does not apply to accident- related dent provided
as described under Dental Services - Accident Only in Se

3 Dental implants, bone grafts and other implant-related : ply to accident-
related dental services for which Benefits are provided’a ibg - Accident Only in

Section 1: Covered Health Care Services.

4, Dental braces (orthodontics).
5. Treatment of congenitally missing, malp, ary teeth, even if part of a Congenital Anomaly.
6. Pharmacological agent(s) inserted into suppress pathogenic microbiota.

These exclusions do not apply to Covered Heal Benefits are described in the Pediatric

Dental Care Services section.

Devices, Appliances an
s-related activities.

2. Orthotic appliances that stra y part. Examples include foot orthotics and some types of
is exclusion does not apply to cranial molding helmets

izers.

puters to help in communication and speech.

5. for snoring.
eplacement of prosthetic devices due to misuse, malicious damage or gross neglect or to replace
lost or stolen items.
7. Diagnostic or monitoring equipment purchased for home use, unless otherwise described as a Covered Health

Care Service.
Powered and non-powered exoskeleton devices.
Wigs.

10. Powered Wheelchairs.
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Drugs

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

1. Prescription drug products for outpatient use that are filled by a prescription order or refill. e Outpatient
Prescription Drugs section of this Policy, for prescription drug products covered under th macy benefit.

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

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

4, Over-the-counter drugs and treatments.

Growth hormone therapy, except as described in the Outpatient

designee.

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

of condition, under

Section 1: Covered Health Care Services.

7. A Pharmaceutical Product that contains
(having essentially the same efficacy a
Such determinations may be made up t

8. A Pharmaceutical Product that contains ( i hich is (are) a modified version of and
therapeutically equivalent (having essentia i adverse effect profile) to another covered
Pharmaceutical Product.

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

file) to another covered Pharmaceutical Product. For the

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

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

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

There are no Benefits for any drug that the FDA has determined its use to be contraindicated. Additionally, there are
no Benefits for any drug that is not approved for any indication by the FDA.
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This exclusion does not apply to Covered Health Care Services provided during a clinical trial for which Benefits are
provided as described under Clinical Trials in Section 1: Covered Health Care Services.

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

creams in order to maintain skin tone.

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

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

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

5. Arch supports.

Medical Supplies and Equipment

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

= Compression stockings except a " Reconstructive Procedures.

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

This exclusion does not

] Disposable suppli
provided as describ
Covered Health Care

DME or prosthetic devices for which Benefits are
Equipment (DME) and Prosthetic Devices in Section 1:

Covered Hea

Prescribed or y available devices, software applications and/or monitors that can be used

, infant formula, standard milk-based formula, and donor breast milk. This exclusion does not
alized enteral formula for which Benefits are provided as described under Enteral Nutrition in
overed Health Care Services.

2. Nutritional or dietary supplements, except as required by law. This exclusion includes, but is not limited to,
those nutritional formulas and dietary supplements that can be purchased over-the-counter, which by law do
not require either a written prescription or dispensing by a licensed pharmacist, or cosmetic therapy using high
dose or mega quantities of vitamins, minerals or elements and other nutrition-based therapy. Examples include
supplements and electrolytes.

3. Services for dietary therapy including medically supervised formula weight-loss programs, unsupervised self-
managed programs and over-the-counter weight loss formulas, except as listed in the benefit plan.
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Personal Care, Comfort or Convenience
Television.

1.

ok~ WD

Physi
1.

Telephone.

Beauty/barber service.
Guest service.

Supplies, equipment and similar incidental services and supplies for personal comfor,

Air conditioners, air purifiers and filters and dehumidifiers.
Batteries and battery chargers.

Breast pumps. This exclusion does not apply to breast pumps for which Benefit
Health Resources and Services Administration (HRSA) requirement.

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

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

Humidifiers.

Jacuzzis.

Mattresses.

Medical alert systems.
Motorized beds.
Music devices.
Personal computer
Pillows.

erated vehicles.

Cosmetic Procedures when not determined to be Medically Necessary. See the definition in Section 8: Defined
Terms. Examples include:

Membership costs and fees for health clubs and gyms. This exclusion does not apply to incentives
provided as described under the heading Are Incentives Available to You? in Section 7: General Legal
Provisions.

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

= Skin abrasion procedures performed as a treatment for acne.
= Liposuction or removal of fat deposits considered undesirable, including fat accumulation under the male
breast and nipple. This exclusion does not apply to liposuction for which Benefits are ided as

described under Reconstructive Procedures in Section 1: Covered Health Care S

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

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

] Abdominoplasty.
] Blepharoplasty.

] Body contouring, such as lipoplasty.
= Brow lift.

. Calf implants.

= Cheek, chin, and nose implants.

" Injection of fillers or neurotoxins.

" Face lift, forehead lift, or neck tigh

" Facial bone remodeling for facia
" Hair transplantation.

" Lip augmentation.

" Lip reduction.
" Liposuction.
= Mastopexy.

anging skin on any part of the body. Examples include plastic surgery procedures called
lasty and brachioplasty. This exclusion does not apply to Medically Necessary panniculectomy.

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

3. Rehabilitation 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.

4, 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.
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10.

Providers

1.

Reproduction

1.

Biofeedback, except for urinary incontinence when Medically Necessary.

The following services for the diagnosis and treatment of Temporomandibular Joint Syndrome (TMJ): surface
electromyography; Doppler analysis; vibration analysis; computerized mandibular scan or jaw tracking;
craniosacral therapy; orthodontics; occlusal adjustment; and dental restorations.

Upper and lower jawbone surgery, orthognathic surgery, and jaw alignment. This exclusion
reconstructive jaw surgery when there is a facial skeletal abnormality and associated fun
impairment.

not apply to
| medical

Surgical treatment of obesity.

Stand-alone multi-disciplinary tobacco cessation programs. These are programs
care providers specializing in tobacco cessation and may include a psychologist, so
licensed or certified professionals. The programs usually include intensive psychologi
modification techniques and medications to control cravings.

Breast reduction and augmentation surgery that is determined to bg a Cosmetic Procedure.
does not apply to breast reduction surgery which we determine i ested to treat a physiolo

ights Act of 1998 for wh
are described under Reconstructive Procedures in Section 1: Covere th Care Services

Services performed by a provider who is a family include a spouse,

imself or herself.

pital-based Facility without an order written by a

0 a Freestanding Facility or a diagnostic Hospital-
based Facility. Services ordered by a Ph
Freestanding Facility or diagnostic Hospit

= Has not been involved in your medic
= Is not involved i

This exclusion does not a

s for infertility treatments, including assisted reproductive technology,
This exclusion does not apply to services performed for the
derlying cause of infertility as described under Physician’s Office
: Covered Health Care Services.

tient or outpatient prenatal care and/or preventive care.

] Screenings and/or diagnostic testing.
] Delivery and post-natal care.
] The exclusion for the health care services listed above does not apply when the Gestational Carrier or

Surrogate is a Covered Person. This exclusion does not apply to Benefits as described under Pregnancy
— Maternity Services in Section 1: Covered Health Care Services.
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. All fees including:

= 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.

e

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

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

Costs to treat sexual dysfunction and/or impotency.

© N o o

Health care services and related expenses for surgical, non-sur

doctor and performed to save the life of the mother.

Services Provided Under Another Plan

1. Health care services for which other coverage i
through other arrangements. Examples include c@
Benefits will not be provided for services @k injuri
covered or are required to be covered
you right to recover future medical ben
medical benefits that would have been p

ation. If you enter into a settlement giving up
ompensation law, this Policy will not pay those

2. Services resulting from accidental bodily i
services are payable under a medical expe

3. Health care services d

Transplants
1. i , except those described under Transplantation Services

oval of an organ or tissue from you for purposes of a transplant to
related to organ removal are payable for a transplant through the

tation expenses, even though prescribed by a Physician. Some travel expenses related to
are Services received from a Designated Provider or other Network provider may be paid

Types of Care, Supportive Services, and Housing

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

Hospice Care in Section 1: Covered Health Care Services.

4, Rest cures.
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Services of personal care aides.
Services in a Long-term Acute Care Facility (LTAC).
Independent living services.

Assisted living services.

© ©® N o g

school-based
der the Individuals

Educational counseling, testing, and support services including tutoring, mentoring, tuitio,
services for children and adolescents required to be provided by or paid for by the sc
with Disabilities Education Act.

10.  Vocational counseling, testing and support services including job training, place
hardening programs (programs designed to return a person to work or to prepare

11. Transitional Living services (including recovery residences).

Vision and Hearing
1. Cost and fitting charge for eyeglasses and contact lenses. This

Eye exercise or vision therapy.

o > N

Surgery that is intended to allow you to ses or other vision correction. Examples include
radial keratotomy, laser and other refra

o

Over-the-counter Hearing Aids.

7. Purchase cost and associated fitting and t » Aids, bone anchored Hearing Aids and all
other hearing assistive devices. Cochlear i ealth Care Service for which Benefits are
available under the appli i i Ith Care Services categories in this Policy.

These exclusions do not apply
Vision Care Services section.

All Other Excl

1. Health ca - i ot meet the definition of a Covered Health Care Service. Covered
p es, including services, supplies, or Pharmaceutical Products,

overed Health Care Service in this Policy under Section 1: Covered Health Care
ne Schedule of Benefits.

xcluded in this Policy under Section 2: Exclusions and Limitations.

tric or psychological exams, testing, all forms of vaccinations and immunizations or treatments
e covered under this Policy when:

red 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.
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3. 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.

4. Health care services received after the date your coverage under this Policy ends. This applies to all health
care services, even if the health care service is required to treat a medical condition that started before the date
your coverage under this Policy ended.

5. Health care services when a charge would not ordinarily be made in the absence of ¢ e under this Policy,

including services of volunteers.

6. In the event an out-of-Network provider waives, does not pursue, or fails to colle
and/or any deductible or other amount owed for a particular health care service, n
the health care service when the Co-payments, Co-insurance and/or deductible are

Charges in excess of the Allowed Amount, when applicable, or in excess of any specifie
Long term storage:
= Long term storage services are not a Covered Health Care

= This includes, but is not limited to, long term storage (cryopres i ood products,
sperm, eggs, and any other body or body parts. F@ e, if a i i
we will not cover any long-term storage of the g

" Storage services related to infertility treatmeht e i ge which is generally
covered as part of the retrieval and impla

10. Foreign language and sign language i i ered by or required to be provided by a Network
or out-of-Network provider.

11. Health care services related to a non-Co e: When a service is not a Covered Health
Care Service, all services related to that n 5 ervice are also excluded. This exclusion
does not apply to services we would othe ered Health Care Services if the service
treats complications tha

pected or unanticipated condition that is
ts or modifies the prognosis of the original disease or
or infections, following a Cosmetic Procedure, that require

For the purpose of this €
superimposed on an existi
condition. Examples of a "co
hospitalization.

Section 3: When Coverage Begins and Premiums

How Do You Enroll?

Eligible Persons must complete enroliment and make the required Premium payment, as determined by the Health
Insurance Marketplace. We will not provide Benefits for health care services that you receive before your effective
date of coverage.
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What If You Are Hospitalized When Your Coverage Begins?

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

e You are an inpatient in a Hospital or Inpatient Rehabilitation Facility on the day your coverage begins.

e You receive Covered Health Care Services on or after your first day of coverage related to th
e You receive Covered Health Care Services in accordance with the terms of this Policy.
These Benefits are subject to your previous carrier's obligations under state law or contra

You should notify us of your hospitalization within 48 hours of the day your coverage b
possible. Network Benefits are available only if you receive Covered Health Care Servic

Who Is Eligible for Coverage?

Dependent

Dependent generally refers to the Policyholder,
person as an Enrolled Dependent. For a com
Defined Terms.

Except as described below,

Open Enrollment Period

| Dependents only as determined by the Health Insurance Marketplace.

otify Health Insurance Marketplace of a new Dependent to be added to this Policy. The
pendent's coverage must follow Health Insurance Marketplace rules. Additional Premium may

effective date of
i d it will be calculated from the date determined by Health Insurance Marketplace.

also

NOTE. to a determination of Health Insurance Marketplace, an eligible child born to you or your spouse will
be covered from the time of birth until the 31st day after its birth. The newborn child will be covered from the time of its
birth for loss due to Injury and Sickness, including loss from complications of birth, premature birth, medically
diagnosed congenital defect(s), and birth abnormalities.
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Premiums

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

We will also accept Premium payments from the following third parties:
¢ Ryan White HIV/AIDS Program under title XXVI of the Public Health Service Act.

¢ Indian tribes, tribal organizations or urban Indian organizations.

e Local, State and Federal Government programs, including grantees directed by g
payments on their behalf consistent with the program'’s statutory authority.

Each Premium is to be paid by you, or a third party identified above, without contribution or r
behalf of any other third party including, but not limited to, any health care provider or any healt
sponsored organization.

Premiums shall not be pro-rated based upon your effective date of cov A full month's Premium

for the entire month in which your coverage becomes effective.

Misstatement of Age or Tobacco Use

If your age or tobacco use status has been misstated, Beng
Premium paid to the Premium that should have been pai

Change or Misstatement of Residence

If you change your residence, you must notify tplace of your new residence. Your Premium
will be based on your new residence beginni Ded by Health Insurance Marketplace. If the
change in residence results in the Policyholde iving i Service Area, this Policy will terminate as
described in Section 4: When Coverage Ends.

Grace Period

A grace period of 31 days sh
ithin this"31-day grace period, coverage may be canceled
after the 31st day and the Policyh i for the cost of services received during the grace period. In

We may pay Beng Services incurred during this 31-day grace period. Any such Benefit
: full Premium due from you by the end of the grace period.

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

period. You are responsible for paying the grace period Premium. Prior to the last day of the
d, we must receive all Premiums due for those three months. No claims will be paid beyond

the first month of t ace period until all Premiums are paid for the full three-month grace period.

Adj Premiums

We reserve the right to change the schedule of Premiums on January 1st of each calendar year. We shall give written
notice of any change in Premium to the Policyholder at least 31 days prior to the effective date of the change.

POL26.1.2022.1EX.KS.BASE 37



Section 4: When Coverage Ends

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

receiving medical treatment on that date.

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

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

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

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

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

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

e There is fraud or intentional misrepresentati , our knowledge in filing a claim for Benefits,
as explained under Fraud or Intentional Misr

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

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

e We Receive Notice to End Coverage

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

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

Other Events Ending Your Coverage

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

ended on the

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

We will provide at least 30 days advance required notice to the Policyholder that coverag
we identify in the notice because you committed an act, practice, or omission that constitute
intentional misrepresentation of a material fact. Examples include wingly providing incorrec
relating to another person's eligibility or status as a Dependent. Y appeal this decision dur
period. The notice will contain information on how to appeal the deci

notice

not limited to, any health care provider or z sponsored organization for any portion of the
Premium for coverage under this Policy. ibiti ot apply to the following third parties:

. ealth Service Act.

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

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

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

Reinstatement

When coverage under this Policy terminates for any reason, we will not reinstate coverage. You must make
application for coverage under another Policy, subject to the rules of the Health Insurance Marketplace.
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Section 5: How to File a Claim

How Are Covered Health Care Services from Network Providers Paid?

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

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

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

Notice of Claim

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

Claim Forms and Proof of Loss

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

can provide proof of loss by furnishing us

Required Information

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

. The number stated on

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

Payment of Claims
Time for Payment of Claim

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

You may not assign your Benefits under this Policy or any cause of action related to your Benefits under this Policy to
an out-of-Network provider without our consent. When an assignment is not obtained, we will send the reimbursement
directly to the Policyholder for reimbursement to an out-of-Network provider. We may, as we determine, pay an out-of-
Network provider d|rectly for services rendered toyou. In the case of any such assrgnment of Benefits or payment to

provider owes us.

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

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

Allowed Amounts due to an out-of-Network provider for Covered Health
Surprises Act of the Consolidated Appropriations Act (P.L. 116-260) ar

re Services that are subj
directly to the provider.

Payment of Benefits under the Policy shall be in cash or cash eqmvalents form of other cons eration that we
determine to be adequate. Where Benefits are payable directly t@ ion includes

the forgiveness in whole or in part of the amount the provide S ' i make payments
where we have taken an assignment of the other plans' reg
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Section 6: Questions, Complaints and Appeals

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

What if You Have a Question?

Our Customer Service Representatives are trained to answer your questions about your health
call or write to us. Call the telephone number shown on your ID card.

t plan. You may

You may call during local business hours, Monday through Friday, with questions regardi
e Your coverage and Benefit levels, including Co-insurance and Co-payment amou
e  Specific claims or services you have received.
e  Doctors or Hospitals in the Network.

o Referral processes or authorizations.

e  Provider directories.

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

What if You Have a Complaint?

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

Mail Stop CA-0197
Cypress, CA 90630

We will notify you of our decision reg ithin 60 calendar days of receiving it. We will

acknowledge receiptwithin 5 business e request
If someone other i itti omplaint on your behalf, you must authorize the representative in
writing.

ost-service Claims
Post-servj e cl

Pre-service reque
medical care.

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

If you disagree with a pre-service request for Benefits determination, post-service claim determination, a rescission of
coverage determination or Prescription Drug Products determination as described under the Outpatient Prescription
Drugs section of this Policy, you can contact us verbally (Urgent only) or in writing to request an appeal. Your appeal
request must be submitted to us within 180 calendar days after you receive the denial of a pre-service request for
Benefits or the claim denial.

Your request for an appeal should include:
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. The patient's name and the identification number from the ID card.

) The date(s) of medical service(s) or the name of the prescription drug.

. The provider's name.

. The reason you believe the claim should be paid or the name of the prescription drug.

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

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

Medical Appeal UnitedHealthcare Appeals & Grievance
PO Box 6111

Mail Stop CA-0197

Cypress, CA 90630

Prescription Drug Appeal OptumRx
c/o Appeals Coordinat

PO Box 2975
Mission, KS 6620

Appeal Process
A qualified individual who was not involved in the decig i ed wi ecide the appeal. If your

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

take part in the appeal process. By submittin
medical claim information. Upon request and
documents, records and other information relat
than 24 months. If any new or additional eviden ated by us during the determination of the
appeal, we will provide it to you free of charge pri esponse to the adverse benefit

determination.

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

Appeal Type Response Time from Receipt of Request

Post-service claim 60 calendar days

have failed to strictly adhere to all internal appeal procedure requirements as prescribed
ou shall be deemed to have exhausted the internal claims and appeal process regardless of
whether we assert tantial compliance with the appeal procedure or any error we committed was minimal.
Instructions rega any such rights, and how to access those rights, will be provided in our decision letter to you.

als that Require Immediate Action

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

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

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

External Review Program

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

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

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

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

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

An external review request should include all o

Organization (ERO). The Kansas Department of
ROs that have agreed to perform such reviews. There

Kansas Insurance Commissioner.

by Kansas Insurance Commissioner to the ERO.

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

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

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

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

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

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

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

documents include:

o All relevant medical records.

. All other documents relied upon by us.

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

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

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

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

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

ertain portions of the review process are much shorter for the expedited external review,
may file an expedited external review before completing the internal appeals process.

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

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

or health of the individual.

individual’s ability to regain maximum function.

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

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

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

) Is or was covered under the Policy at the time the health care service or procedure was re

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

Upon a determination that a request is eligible for expedited external review, the Kans

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

The decision of the ERO shall be binding on you and u
district court at the request of either you or us. The revie

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

What Is Your Relationship with Us?

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

administer this
” This means:

) The Policy may not pay for all treatments you or your Physician may believe are
pay, you will be responsible for the cost.

including research.

Please refer to our Notice of Privacy Practices for details.

What Is Our Relationship with Providers?

offices and facilities. Our credentialing proces
credentials. It does not assure the quality of th i are not responsible for any act or omission of
any provider.

o Choosing your own provider.

ancial incentives for Network providers are:

. Bonuses for performance based on factors that may include quality, member satisfaction and/or cost-
effectiveness.
. Capitation - a group of Network providers receives a monthly payment from us for each Covered Person who

selects a Network provider within the group to perform or coordinate certain health care services. The Network
providers receive this monthly payment regardless of whether the cost of providing or arranging to provide the
Covered Person's health care is less than or more than the payment.
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. Bundled payments - certain Network providers receive a bundled payment for a group of Covered Health Care
Services for a particular procedure or medical condition. Your Co-payment and/or Co-insurance will be
calculated based on the provider type that received the bundled payment. The Network providers receive these
bundled payments regardless of whether the cost of providing or arranging to provide the Covered Person's
health care is less than or more than the payment. If you receive follow-up services related to a procedure

follow-up services are included in the bundled payment. You may receive some Covere
that are not considered part of the inclusive bundled payment and those Covered He
be subject to the applicable Co-payment and/or Co-insurance as described in your

We use various payment methods to pay specific Network providers. From time to tim
change. If you have questions about whether your Network provider's contract with us in
incentives, we encourage you to discuss those questions with your provider. You may also
number on your ID card. We can advise whether your Network provider is paid by any financi
those listed above.

Are Incentives Available to You?

Sometimes we may offer coupons, enhanced Benefits, or other incentives
programs, including wellness programs, certain disease managef

programs and of any criteria for eligibility. Contact us a
ID card if you have any questions.

As determined by us, incentives may include,
e  Adigital fitness program.

e  Gift card incentives valued at a maximum of )
having a wellness visit with your Primary Car i aking other plan communication-related actions
(e.g., signing up for text

Do We Receive Rebat

We may receive rebates for certain
Hospital or Alterna acility. This inclu
applicable deduc
passed onto you,

se drugs that are administered to you before you meet any
ay pass a portion of these rebates on to you. When rebates are
in determining your Co-payment and/or Co-insurance.

€ may assign thi
Policy.

hority to other persons or entities that provide services in regard to the administration of this

In ce ances, for purposes of overall cost savings or efficiency, we may offer Benefits for services that
would ot iIse not be Covered Health Care Services. The fact that we do so in any particular case shall not in any
way be deemed to require us to do so in other similar cases.

Who Provides Administrative Services?

We provide administrative services or, as we determine, we may arrange for various persons or entities to provide
administrative services, such as claims processing. The identity of the service providers and the nature of the services
they provide may be changed from time to time as we determine. We are not required to give you prior notice of any
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such change, nor are we required to obtain your approval. You must cooperate with those persons or entities in the
performance of their responsibilities.

Amendments to this Policy

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

federal statutes
nimum requirements

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

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

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

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

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

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

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

More detail about how we may use or disclose

By accepting Benefits under this Policy, you auth Pn or institution that has provided services
to you to furnish us with all information or copies o i services provided to you, including provider
is information at any reasonable time. This
applies to all Covered Person her or not they have signed the Policyholder's
enroliment form. We agree that i rds will be considered confidential.

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

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

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

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

Do We Require Examination of Covered Persons?

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

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

When Do We Receive Refunds of Overpayments?

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

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

Is There a Limitation of Action?
We suggest that you complete all the steps in the appeal process descri

such an action against us.

Time Limit on Certain Defenses

After two years from the effective date of this Policy, exce statement, made by the
applicant in the enrollment application for such Policy ) d this Policy or deny a claim for Benefits
received after the expiration of such two-year pegiod.

What Is the Entire Policy?

This Policy, the Schedule of Benefits, the Polic any Amendments, make up the entire Policy.
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Section 8: Defined Terms
Air Ambulance - medical transport by helicopter or airplane.

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

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

. As shown in the most recent edition of the Current Procedural Terminology (CP
American Medical Association, and/or the Centers for Medicare and Medicaid Se

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

o As determined by medical staff and outside medical consultants
determination that we accept.

ant to other appropriate

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

o Surgical services.

. Emergency Health Care Services.

. Rehabilitative, laboratory, diagnostic or therapeuti¢

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

outpatient or inpatient basis.

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

Ancillary Services - items a
the following:

. Related to emergency medi hology, radiology and neonatology;
. Provided by@as itali ensivists;

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

al of the Allowed Amount or the Recognized Amount when applicable, you must pay for
es per year before we will begin paying for Benefits. It does not include any amount that

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

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

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

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

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

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

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

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

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

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

o Medically Necessary.

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

in the Schedule of Benefits.

. Not excluded in this Policy under Section 2: Exc

Custodial Care - services that are any of the

o Non health-related services such as hel ivi 2s. Examples include eating, dressing, bathing,
transferring and ambulating.

o Health-related services that can safely and [ erformed by trained non-medical personnel and are

. A natural ch

o A stepchild.

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

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

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

Designated Provider - a provider and/or facility that:

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

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

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

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

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

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

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

. Used for medical purposes.

. Not consumable or disposable except as needed for th

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

. Serves a medical purpose for the treatment of &

. Primarily used within the home.

Eligible Person - a person who meets the eli ireme letermined by the Health Insurance Marketplace.
An Eligible Person must live within the Service

Emergency - a medical condition manifesting it sufficient severity (including severe pain) so
that a prudent layperson, who possesses an aver and medicine, could reasonably expect the

. Serious dy, ion of any bodily

Emergency Heal es - with re

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

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

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

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

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

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

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

C) The patient is in such a condition to receive information as stated in b) above and vide informed

consent in accordance with applicable law.

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

e) Any other conditions as specified by the Secretary.

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

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

1. Not approved by the U.S. Food and Drug Admini

= Elsevier Gold Standard's Clinical P

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

dications section;

es section and has a strength recommendation

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

2. Subject to review and

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

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

4, Only obtai

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

or the given indication, within research settings.
Exceptions:

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

Care Services.

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

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

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

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

Genetic Counseling - counseling by a qualified clinician that includes:

o Identifying your potential risks for suspected genetic disorders;

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

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

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

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

Gestational Carrier - a female who becomes pregnant by ha 7 i in her uterus for
the purpose of carrying the fetus to term for another perso : : de the egg and is
therefore not biologically related to the child.

Habilitative Services - Skilled Care services that are aintenance Program to

if Benefits are available by reviewing both the * vVice and the need for Physician-directed medical
management. Therapies provided for the pur ing or conditioning in the absence of a disabling
condition are not considered habilitative servic

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

o Cognitive tk

Most Hearing Aids'Sha ; ila components, and technology used for amplification may be analog
ic. Hearing Aids and bone-anchored Hearing Aids are classified by the U.S.

Food and Drug Admi
devi hearing system ecause their function is to bring sound more effectively into the ear of a person with

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

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

existing standards of medical practice for the Injury or Sickness requiring the Home Health Care.
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Hospice Care - an integrated program that provides comfort and support services for Covered Persons with a life-
limiting illness who are no longer seeking curative treatment. It focuses on comfort, pain relief, and emotional support
for patients and families as they approach the end of life, usually in the last six months.

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
or sick persons. Care is provided through medical, diagnostic and surgical facilities, by o
of a staff of Physicians.

. It has 24-hour nursing services.

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

Hospital-based Facility - an outpatient facility that performs services and submits claims as p
Independent Freestanding Emergency Department - a health care facility that:
. Is geographically separate and distinct and licensed separately f
o Provides Emergency Health Care Services.

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

Injury - traumatic damage to the body, including all relg

Inpatient Rehabilitation Facility - any of the following
(including physical therapy, occupational therapy,and/or

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

. A special unit of a Hospital designated as
Inpatient Stay - a continuous s i 0 a Hospital or Inpatient Rehabilitation Facility.

Intensive Behavioral Thera
behaviors, reduce maladaptive
Autism Spectrum Disorders. The

mastery of functional age appropriate skills in people with
ied Behavior Analysis (ABA).

e in certain circumstances when the need for more care is finite and predictable.

Facility (LTAC) - means a facility or Hospital that provides care to people with complex

ogram - A program with the goals to maintain the functional status or to prevent decline in function.

Manipulative Treatment (adjustment) - a form of care provided by chiropractors, osteopaths or other licensed
providers who act within the scope of their license 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.
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. Increase function.
Medically Necessary - health care services, that are all of the following as determined by us or our designee.
. In accordance with Generally Accepted Standards of Medical Practice.

o Clinically appropriate, in terms of type, frequency, extent, service site and duration, and congi

. Not mainly for your convenience or that of your doctor or Other Health Care Provider,
. Not more costly than an alternative drug, service(s), service site or supply that is
equivalent therapeutic or diagnostic results as to the diagnosis or treatment of y

symptoms.

Generally Accepted Standards of Medical Practice are standards that are based on credible s
published in peer-reviewed medical literature generally recognized by the relevant medical com

determined by us.

We develop and maintain clinical policies that describ€

Persons through www.myuhc.com/exchange
Physicians and other health care professional

Medicare - Parts A, B, C and D of the insurance' i itle XVIII, United States Social Security Act,
as amended by 42 U.S.C. Sections 1394, et seq.

Mental Health Care Services - i i i tment of those mental health or psychiatric

Behavioral Disorders or the Dial jsti ental Disorders published by the American
Psychiatric Association. The fact t i the current edition of the International Classification of
Diseases section on Mental and Beh [ gnostic and Statistical Manual of Mental Disorders

N i t mean that treatment for the condition is a Covered Health
Care Service.

Mental Health/Su
by us, that provides
Services.

Disorders Delegate - the organization or individual, designated
re Services and Substance-Related and Addictive Disorders

ational Classification of Diseases section on Mental and Behavioral Disorders or
al of Mental Disorders published by the American Psychiatric Association does not
ondition is a Covered Health Care Service.

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

used to describe a provider of health care services, this means a provider that has a participation
agreement in effect (either directly or indirectly) with us or with our affiliate to participate in our Network. This does not
include those providers who have agreed to discount their charges for Covered Health Care Services. Our affiliates
are those entities affiliated with us through common ownership or control with us or with our ultimate corporate parent,
including direct and indirect subsidiaries.

A provider may enter into an agreement to provide only certain Covered Health Care Services, but not all Covered
Health Care Services, or to be a Network provider for only some of our products. In this case, the provider will be a
Network provider for the Covered Health Care Services and products included in the participation agreement and an

POL26.1.2022.1EX.KS.BASE 57



out-of-Network provider for other Covered Health Care Services and products. The participation status of providers
will change from time to time.

Network Area — the Service Area, supplemented by any additional providers we include as Network Area providers.
Contact us at www.myuhc.com/exchange or the telephone number on your ID card for additional information on the
Network Area.

Network Benefits - the description of how Benefits are paid for Covered Health Care Services

dosage form is approved by the U.S. Food and Drug Administration (FDA) and ends on t
or our designee, which is based on when the Pharmaceutical Product is reviewed and whe
strategies are implemented.

acts within the scope of his or her license will be considered on the sa
describe a provider as a Physician does not mean that Benefits for serv
under the Policy.

Out-of-Network Benefits - the description of how Benefits are provided by
out-of-Network providers. The Schedule of Benefits will tell nefits and how
Out-of-Network Benefits apply.

Out-of-Pocket Limit - the maximum amount you pay. . ill tell you how the Out-
of-Pocket Limit applies.

Partial Hospitalization/Day Treatment/High i [ a structured ambulatory program. The program
may be freestanding or Hospital-based and p i east 20 hours per week.

Pharmaceutical Product(s) - U.S. Food and i i -approved prescription medications or
products administered in connection with a Cov

Physician - any Doctor of Medicine or Doctor of i erly licensed and qualified by law.

Please Note: Any podiatrist,
scope of his or her license will a Physician. The fact that we describe a provider

m that provider are available to you under the Policy.

Policyholder
) Amendments.

the entire agreement that is issued to the Policyholder.
ho is not a Dependent) to whom this Policy is issued.

following:

plications associated with Pregnancy.

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

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

Primary Care Physician - a Physician who has a majority of his or her practice in general pediatrics, general
obstetrics/gynecology, internal medicine, family practice or general medicine.
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Private Duty Nursing - A provision of continuous Skilled Care from Registered Nurses (RNs) or Licensed Practical
Nurses (LPNSs) in an individual’s residence by a Home Health Agency, under the direction of the patient’s Physician.

Provider - A licensed participating provider who is contracted to provide medical services to Covered Persons (as
defined within the provider contract). The provider may be a Hospital, pharmacy, other facility or a Physician or health
care professional who has contractually accepted the terms and conditions as set forth.

Qualified Health Plan Issuer - a health insurance issuer that offers a Qualified Health Plan in ance with a

certification from Health Insurance Marketplace.

Recognized Amount - the amount which Co-payment, Co-Insurance and applicable de
below Covered Health Care Services when provided by out-of-Network providers:

e  Out-of-Network Emergency Health Care Services.

e Non-Emergency Covered Health Care Services received at certain Network facilities by o
Physicians, when such services are either Ancillary Services, or non-Ancillary Services that
notice and consent criteria of section 2799B-2(d) of the Public Servige Act. For the purpose of
"certain Network facilities" are limited to a hospital (as defined in 1
outpatient department, a critical access hospital (as defined in 1861
specified by the Secretary.

The amount is based on one of the following in the order i

1) An All Payer Model Agreement if adopted,

2) State law, or

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

der applicable law, or the amount billed by the

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

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

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

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

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

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

devices e coordinated by one Physician.

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

. Provides a program of treatment under the active participation and direction of a Physician.
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o Offers organized treatment services that feature a planned and structured regimen of care in a 24-hour setting
and provides at least the following basic services:

. Room and board.

] Evaluation and diagnosis.

L] Medication provision/assistance.

= Counseling.

L] Referral and orientation to specialized community resources.

A Residential Treatment facility that qualifies as a Hospital is considered a Hospital.

Secretary - as that term is applied in the No Surprises Act of the Consolidated Appropriatio

- 116-260).

Semi-private Room - a room with two or more beds. When an Inpatient Stay in a Semi-private
Health Care Service, the difference in cost between a Semi-private Room and a private room is a i na
private room is Medically Necessary, or when a Semi-private Room is i

Service Area - the geographic area where we act as a Qualified Health
regulatory agency.

Short-Term Acute Care Facility - means a facility or Hospitg i ical needs
requiring short-term Hospital stay in an acute or critical sett i gery, care following
sudden Sickness, Injury, or flare-up of a chronic Sicknes

Sickness - physical illness, disease or Pregnancy. The
substance-related and addictive disorders.

Skilled Care - skilled nursing, skilled teachin d skilled rehabilitation services when all of the
following are true:

o Must be delivered or supervised by licens € pal medical personnel in order to obtain the
specified medical outcome, and provide fo

o Ordered by a Physician.

. Not delivered for the pu
transferring from a bed to

living, including dressing, feeding, bathing or

. Requires clinical training in or ly and effectively.

gynecology, family practice or general medicine.

a facility that provides intermediate care on short-term or long-term basis.

ntal and Behavioral Disorders or Diagnostic and Statistical Manual of Mental Disorders
an Psychiatric Association. The fact that a disorder is listed in the current edition of the

red Health Care Service.

Surrogate - a female who becomes pregnant usually by artificial insemination or transfer of a fertilized egg (embryo)
for the purpose of carrying the fetus for another person.

Telehealth/Telemedicine - live, interactive audio with visual transmissions of a Physician-patient encounter from one
site to another using telecommunications technology. The site may be a CMS defined originating facility or another
location such as a Covered Person's home or place of work. Telehealth/Telemedicine does not include virtual care
services provided by a Designated Virtual Network Provider.
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Temporomandibular Joint Syndrome (TMJ) - Temporomandibular joint and muscle disorders are a collective group
of conditions and symptoms characterized by pain and dysfunction to the temporomandibular joint and/or surrounding
muscles that control jaw movement. Symptoms often include pain or tenderness to the temporomandibular joint, ear,
neck, back, or shoulder, limited jaw mobility, or audible sounds with jaw movement.

Terminal lliness - in the context of hospice means a life expectancy, certified by two Physicians, ofgsix months or

less.

Transitional Living - Mental Health Care Services and Substance-Related and Addictive Di

e  Sober living arrangements such as drug-free housing or alcohol/drug halfway house
safe housing, an alcohol/drug-free environment and support for recovery. They may b

living. They may be used as an addition to treatment when it doesn
help you with recovery. Please note: these living arrangements are al sing (including
recovery residences).

Unproven Service(s) - services, including medications and e ug Administration
(FDA) approval, that are not determined to be effective fg ; i health condition or
not determined to have a beneficial effect on health o i i [ te clinical evidence
from well-designed randomized controlled trials or obse i ies ili lished peer-reviewed
medical literature. These include:

e  Well-designed systematic reviews (with ; 2s) of multiple well-designed randomized
controlled trials.

e Individual well-designed randomized contr

e  Well-designed observational studies with on
case control studies, cross ional studies,
studies.

@mparison group(s), including cohort studies,
eviews (with or without meta-analyses) of such

From time to time, we issue medica
specific health care services. These
view these polici

escribe the clinical evidence available with respect to
es are subject to change without prior notice. You can

Please note:

. or condition (one that is likely to cause death within one year of the

ce to conclude that, even though unproven, the service has significant potential as an
hat Sickness or condition.

t from a hospital Emergency Department, an office or a clinic. The purpose is to
s or injury for unscheduled, ambulatory patients seeking immediate medical attention.

a facility that provides Covered Health Care Services that are required to prevent serious
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Section 9: Coordination of Benefits

Benefits When You Have Coverage under More than One Plan

This section describes how Benefits under the Policy will be coordinated with those of any other pl
benefits to you. The language in this section is from model laws drafted by the National Associati
Commissioner s (NAIC) and represents standard industry practice for coordinating benefits.

that provides
Insurance

When Does Coordination of Benefits Apply?

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

e Primary Plan. The Plan that pays first is called the Primary Plan. The Primary Plan must pay

e Secondary Plan. The Plan that pays after the Primary Plan is the Se
reduce the benefits it pays so that payments from all Plans d ble Expense.
Allowable Expense is defined below.

Definitions
For purposes of this section, terms are defined as foll0

A. Plan. A Plan is any of the following that prevides bé
treatment. If separate contracts are us
separate contracts are considered part
contracts.

ces for medical, pharmacy or dental care or
d coverage for members of a group, the
there is no COB among those separate

1. h maintenance organization (HMO)

Medicare or any rmitted by law; non-group insurance contracts
issued on or after ; roup coverage through closed panel plans issued on or
after January 1, 2014

rage insurance or other fixed indemnity coverage;
coverage; spe disease or specified accident coverage; benefits for non-medical
Bng-term care ies; Medicare supplement policies; Medicaid policies; or coverage

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

0 coordinate other benefits.

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

an and may reduce the benefits it pays so that all Plan benefits do not exceed 100% of the total
Allowable Expense.

D. Allowable Expense. Allowable Expense is a health care expense, including deductibles, co-insurance and co-
payments, that is covered at least in part by any Plan covering the person. When a Plan provides benefits in
the form of services, the reasonable cash value of each service will be considered an Allowable Expense and a
benefit paid. An expense that is not covered by any Plan covering the person is not an Allowable Expense. In
addition, any expense that a provider by law or according to contractual agreement is prohibited from charging
a Covered Person is not an Allowable Expense.
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The following are examples of expenses or services that are not Allowable Expenses:

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

2. If a person is covered by two or more Plans that compute their benefit payments on the ba5|s of usual
and customary fees or relative value schedule reimbursement methodology or other
reimbursement methodology, any amount in excess of the highest reimbursement
benefit is not an Allowable Expense.

nt for a specific

3. If a person is covered by two (2) or more plans that provide benefits or servij
fees, or if one plan calculates its benefits or services on the basis of usua
another plan provides its benefits or services on the basis of negotiated fee
the highest of the fees is not an allowable expense.

referral by a panel member.

F. Custodial Parent. Custodial Parent is the parent
court decree, is the parent with whom the child dar year excluding any
temporary visitation.

What Are the Rules for Deter

When a person is covered by two or more Pla
follows:

of Benefit Payments?
ning the order of benefit payments are as

A. The Primary Plan pays or provides its bene
benefits under any other .

B. (1) Except as provided
is consistent with K. A.R. i unless the provisions of both Plans state that the complying
plan is primary.

Ip in a group that is designed to supplement a part of a

at this supplementary coverage shall be in excess of any other parts
These types of situations include major medical coverages that are
superimpose i urgical benefits and insurance type coverages that are written in
connection : mio provide out-of-network benefits.

theperson as a dependent is the Secondary Plan. However, if the person is a Medicare
and, as a result of federal law, Medicare is secondary to the Plan covering the person as a

e); then the order of benefits between the two Plans is reversed so that the Plan covering the
as an employee, member, policyholder, subscriber or retiree is the Secondary Plan and the other
an is the Primary Plan.

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

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

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

POL26.1.2022.1EX.KS.BASE 63



(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) Ifacourt decree states that one of the parents is responsible for the de ent child's
health care expenses or health care coverage and the Plan of that p
knowledge of those terms, that Plan is primary. If the parent with r
health care coverage for the dependent child's health care expe
spouse does, that parent's spouse's plan is the Primary Plan,
respect to any plan year during which benefits are paid or pro
actual knowledge of the court decree provision.

(2) If a court decree states that both parents are responsible for the de
care expenses or health care coverage, the provisions of subparagrap
determine the order of benefits.

(3) If acourt decree states that the parents have stody without specifying

parent has responsibility for the health care exp or health care coverage of the
dependent child, the provisions of subpaia order of
benefits.

(4)  Ifthere is no court decree allocz i care expenses or
(a)
(b)
(©)
(d)

C) i aplan of individuals who are not the parents of
the child, th ined, as applicable, under subparagraph a) or b)
above as

d) (i) For a dep rage under either or both parents’ plans and also has his or
her own cover r a spouse’s plan, the rule in paragraph (5) applies.

verage under the spouse’s plan began on the same date
erage under either or both parents’ plans, the order of benefits shall
birthday rule in subparagraph (a) to the dependent child’s parent(s)

right of continuation provided by state or other federal law is covered under another Plan, the
ing the person as an employee, member, subscriber or retiree or covering the person as a

t of an employee, member, subscriber or retiree is the Primary Plan, and the COBRA or state
federal continuation coverage is the Secondary Plan. If the other Plan does not have this rule,
s a result, the Plans do not agree on the order of benefits, this rule is ignored. This rule does not
apply if the rule labeled D.1. can determine the order of benefits.

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

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

A. When This Plan is secondary, it may reduce its benefits so that the total benefits paid or provided by all Plans
are not more than the total Allowable Expenses. In determining the amount to be paid for any claim, the
Secondary Plan will calculate the benefits it would have paid in the absence of other health care coverage and
apply that calculated amount to any Allowable Expense under its Plan that is unpaid by the Paimary Plan. The
Secondary Plan may then reduce its payment by the amount so that, when combined witl mount paid by
the Primary Plan, the total benefits paid or provided by all Plans for the claim do not ex e total Allowable
Expense for that claim. In addition, the Secondary Plan shall credit to its plan deducti it would
have credited to its deductible in the absence of other health care coverage.

B. If a Covered Person is enrolled in two or more Closed Panel Plans and if, for any
provision of service by a non-panel provider, benefits are not payable by one Close
apply between that Plan and other Closed Panel Plans.

Right to Receive and Release Needed Informatio

Certain facts about health care coverage and services are needed to a
payable under This Plan and other Plans. We may get the facts we need
persons for the purpose of applying these rules and determining b i
covering the person claiming benefits.

We need not tell, or get the consent of, any person to do th
give us any facts we need to apply those rules and dete
information we need to apply these rules and determi

ovide us the
enefits will be denied.

Payments Made

A payment made under another Plan may inc pould have been paid under This Plan. If it does,
we may pay that amount to the organization th hat amount will then be treated as though it
were a benefit paid under This Plan. We will not again. The term "payment made" includes
providing benefits in the form of services, in whic eans reasonable cash value of the benefits
provided in the form of services.

Does This Plan Have

ould have paid under this COB provision, we may recover
the excess from one or more of the p r for whom we have paid; or any other person or

benefits provided in the form of services. We will not recover any

payments you rec ery suit or subrogation agreement.

How Are Beneé
If Thi is seconda 2dicare, then Benefits payable under This Plan will be based on Medicare's reduced
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Section 10: Outpatient Prescription Drugs

This section of the policy provides Network Benefits for Prescription Drug Products.

Because this section is part of a legal document, we want to give you information about the docu
you understand it. Certain capitalized words have special meanings. We have defined these w
in Section 8: Defined Terms or in this section under the heading Defined Terms for Outpatie

that will help

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

NOTE: The Coordination of Benefits provision in the Policy in Section 9: Coordination of Ben
Prescription Drug Products covered through this section. Benefits for Prescription Drug Product
with those of any other health plan in the same manner as Benefits for Covered Health Care Servi
this Policy.
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Introduction

Coverage Policies and Guidelines

Our Individual and Family Plan Pharmacy Management Committee (IPMC) makes tier placement changes on our
behalf. The IPMC places FDA-approved Prescription Drug Products into tiers by considering a nu of factors

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

Some Prescription Drug Products are more cost effective for treating specific conditions as
therefore, a Prescription Drug Product may be placed on multiple tiers according to the conditi
Prescription Drug Product was prescribed to treat.

We may, from time to time, change the placement of a Prescription Dru
generally will happen up to monthly. These changes may happen witho
Prescription Drug Product that you are currently taking moves to a hlgher
notify you no less than 30 days prior to the change. When that S

Drug Product, depending on its tier placement. Please conta

NOTE: Tier status for a Prescription Drug Pr
Drug Products by contacting us at www.myuh
which a Prescription Drug Product is assigned

d by accessing your Benefits for Prescription
telephone number on your ID card. The tier to

Prescription Drug Products that are considered t are Preventive Care Medications will be
provided at $0 cost share for Covered Persons.

Identification Card

You must either show your ID car
you must provide the Network Phar

our Prescription Drug Product at a Network Pharmacy or
rmation that can be verified by us during regular business

hours.

If you don't sho e information at a Network Pharmacy, you must pay the Usual and
Customary Chargé ipti t at the pharmacy.

You may seek reim§ escribed in the Policy in Section 5: How to File a Claim. When you submit

a clalm on this basis,\you pecause you did not verify your eligibility when the Prescription Drug Product

harmacies

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

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

Coupons, Incentives and Other Communications

At various times, we may send mailings or provide other communications to you, your
that communicate a variety of messages, including information about Prescription and n
Products. These communications may include offers that enable you, as you determine, to
product at a discount. In some instances, non-UnitedHealthcare entities may support and/or
communications and offers. Only you and your Physician can determine whether a change in yo
non-prescription Drug regimen is appropriate for your medical condition.

Special Programs

We may have certain programs in which you may receive an en
adherence/compliance to medication or treatment regimens, g ) programs. You
may access information on these programs by contacting
on your ID card.

insurance benefit or promise in the Policy.
tly from the Policy, and may be
ese discount and incentive programs.

These discount and incentive programs are not
Your access to these programs is provided by u
discontinued at any time. There is no additional ¢

These programs may be offer ini i rough a third party vendor. If we receive any funds
from a third party vendor in c i i
those funds to offset our costs o j the programs.
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Benefits for Prescription Drug Products

Benefits are available for Prescription Drug Products at a Network Pharmacy and are subject to Co-payments and/or
Co-insurance and/or any applicable deductible or other payments that vary depending on which of the tiers of the
Prescription Drug List the Prescription Drug Product is placed. Refer to the Outpatient Prescription Drugs Schedule of
Benefits for applicable Co-payments, Co-insurance and/or any applicable deductible requirements,

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

Specialty Prescription Drug Products
Benefits are provided for Specialty Prescription Drug Products.

Please see Defined Terms for Outpatient Prescription Drugs for a full description of Special
Products.

limits apply.
Prescription Drug Products from a Retail Network Pharmacy
Benefits are provided for Prescription Drug Products dispensed

your pharmacy is a Network Pharmacy by calling the ¢
of Network Pharmacies online at www.myuhc.com/excha

Prescription Drug Products from a Mail Or
Benefits are provided for certain Prescription

The Outpatient Prescription Drugs Schedule of
apply.

Please contact us at www.myu
provided for your Prescriptio
through a mail order Network

10 (PPACA), certain preventive medications are available
-counter (OTC). These are called PPACA Zero Cost Share Preventive
re covered at no cost to you, without charging a Co-payment, Co-

to you at no cos
Care Medication
insurance, or ded

on is appropriate for the recommended preventive medication;
2d at a Network Pharmacy.

yer on your ID card to find out if a medication is a PPACA Zero Cost Share Preventive

er determines you need a medication that is not on the PPACA Zero Cost Share Preventive
y can let us know your medication is Medically Necessary and provide information about your

Listo st Share Medications

You may obtain up to a 34-day supply, unless adjusted based on the drug manufacturer’'s packaging size or based on
supply limits, of certain Prescription Drug Products which are on the List of Zero Cost Share Medications from any
retail Network Pharmacy for no cost share (no cost to you). Certain Prescription Drug Products on the List of Zero
Cost Share Medications may be available from a mail order Network Pharmacy. Refer to your Schedule of Benefits for
day supply limits.
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You are not responsible for paying any applicable Co-payment, Co-insurance, or deductible for Prescription Drug
Products on the List of Zero Cost Share Medications unless required by state or federal law.

Outpatient Prescription Drugs Exclusions

Exclusions from coverage listed in the Policy also apply to this section. In addition, the exclusions ligsied below apply.

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

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

2. Coverage for Prescription Drug Products for the amount dispensed (days' supply or
exceeds the supply limit.

3. Coverage for Prescription Drug Products for the amount dispensed (days' supply or quanti
than the minimum supply limit.

4, Prescription Drug Products dispensed outside the United States.

Drugs which are prescribed, dispensed or intended for use d

treatment of cancer but has not been approved
cancer if, the Prescription Drug Product is recog
reference compendia or in substantially
Physician must submit documentation i e Prescription Drug Product for the treatment of

cancer.
There are no Benefits for any Prescriptio i U.S. Food and Drug Administration has
determined its use to be contraindicated. Addliti enefits for any Prescription Drug Product

that is not approved for an
7. Prescription Drug Prod eral government.

8. Prescription Drug Product i Sickness or Mental lliness arising out of, or in the course
r any workers' compensation law or other similar laws,
yment or benefits are received.

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

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

17.  Prescription Drug Products when prescribed to treat infertility. This exclusion does not apply to Prescription
Drug Products prescribed for Medically Necessary treatment of any underlying cause of infertility.
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18.  Prescription Drug Products not placed on a tier of the Prescription Drug List at the time the Prescription Order
or Refill is dispensed. We have developed a process for reviewing Benefits for a Prescription Drug Product that
is not on an available tier of the Prescription Drug List, but that has been prescribed as a Medically Necessary
alternative. For information about this process, call the telephone number on your ID card.

19. Compounded Drugs that do not contain at least one ingredient that has been approved by thg,U.S. Food and
Drug Administration (FDA) and requires a Prescription Order or Refill. Compounded Drug contain a non-
FDA approved bulk chemical. Compounded Drugs that are available as a similar comm
Prescription Drug Product. (Compounded Drugs that contain at least one ingredient
Order or Refill are placed on Tier 4.)

20. Drugs available over-the-counter that do not require a Prescription Order or Refi aw before
being dispensed, unless we have designated the over-the-counter medication as e
were a Prescription Drug Product and it is obtained with a Prescription Order or Refill
Prescription Drug Products that are available in over-the-counter form or made up of co
available in over-the-counter form or equivalent. Certain Prescription Drug Products that w
are Therapeutically Equivalent to an over-the-counter drug or su
up to monthly. We may decide at any time to reinstate Benefits f
previously excluded under this provision. This exclusion does not a
tobacco cessation.

21. Certain New Prescription Drug Products and/or new d 3 i wed and placed
on a tier by our IPMC.

22.  Growth hormone for children with familial short ity and not caused by a
diagnosed medical condition).

23.  Any product for which the primary use is
of disease, and prescription medical fo

atritional supplements, or dietary management
N used for the treatment of Sickness or Injury.

24. A Prescription Drug Product that contain
to another covered Prescription Drug Pro
decide at any time to reinstate Benefits for
provision.

5) available in and Therapeutically Equivalent
may be made up to monthly. We may

25. A Prescription Drug Pr: i ive i t(s) which is (are) a modified version of and

26. Certain Prg i ich there are Therapeutically Equivalent alternatives available, unless
otherwise s. Such determinations may be made up to monthly. We may
decide at a
provision.

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

29. Diagnostic kits and products, including associated services.

30. Publicly available software applications and/or monitors that may be available with or without a Prescription
Order or Refill.
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31. Certain Prescription Drug Products that are FDA approved as a package with a device or application, including
smart package sensors and/or embedded drug sensors.

32.  Drugs to treat sexual dysfunction and/or impotency.

Q
S
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Defined Terms for Outpatient Prescription Drugs

Brand-name - a Prescription Drug Product: (1) which is manufactured and marketed under a trademark or name by a
specific drug manufacturer; or (2) that we identify as a Brand-name product, based on available data resources. This
includes data sources such as Medi-Span, that classify drugs as either brand or generic based on a nhumber of
factors. Not all products identified as a "brand name" by the manufacturer, pharmacy, or your Physjei
classified as Brand-name by us.

Chemically Equivalent - when Prescription Drug Products contain the same active ingredi

Compounded Drugs - is a customized Prescription Drug Product prepared by a pharm
specific ingredients to meet the unique needs of an individual patient. These drugs ca
chemical also referred to as U.S. Food and Drug Administration (FDA) approved active p

Designated Pharmacy - a pharmacy that has entered into an agreement with us or with an
on our behalf, to provide specific Prescription Drug Products. This may include Specialty Presc
Not all Network Pharmacies are Designated Pharmacies.

Generic - a Prescription Drug Product: (1) that is Chemically Equivale
as a Generic product based on available data resources. This includes d
drugs as either brand or generic based on a number of factors. Not all prod

placing Prescription Drug Products into specific tiers.

List of Zero Cost Share Medications - a list that ide ption Drug Proddcts on the Prescription
Drug List (PDL) that are available at zero cost share (no @ YU may find the List of Zero Cost Share

Network Pharmacy - a pharmacy that has:

. Entered into an agreement with us or an
Products to Covered Persons.

. Agreed to accept specifi i ing Prescription Drug Products.
. Been designated by us
A Network Pharmacy may be a:
. Retail Netwo
° Specialty
Mail Order

er or Refill from a Physician and that are payable at 100% of the Prescription Drug Charge
any Co-payment, Co-insurance or Annual Deductible) as required by applicable law under any

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

You may find out if a drug is a PPACA Zero Cost Share Preventive Care Medication as well as information on access
to coverage of Medically Necessary alternatives by contacting us at www.myuhc.com/exchange or the telephone
number on your ID card.
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Prescription Drug Charge - the rate we have agreed to pay our Network Pharmacies for a Prescription Drug Product
dispensed at a Network Pharmacy. The rate includes any applicable dispensing fee and sales tax.

Prescription Drug List (PDL) - a list that places into tiers medications or products that have been approved by the
U.S. Food and Drug Administration (FDA). This list is subject to our review and change from time to time. You may
find out to which tier a particular Prescription Drug Product has been placed by contacting us at
www.myuhc.com/exchange or the telephone number on your ID card.

Prescription Drug Product - a medication or product that has been approved by the U.S. F
Administration (FDA) and that can, under federal or state law, be dispensed only accordin
Refill. A Prescription Drug Product includes a medication that is appropriate for self-adni
a non-skilled caregiver. For the purpose of Benefits under the Policy, this definition incl

. Inhalers (with spacers).
. Insulin.
o Certain vaccines/immunizations administered at a Network Phar
. The following diabetic supplies:
" standard insulin syringes with needles;
" blood-testing strips - glucose;
" urine-testing strips - glucose;
" ketone-testing strips;
" certain insulin pumps;
" certain continuous glucose moni
" lancets and lancet devices; and
" glucose meters.

Prescription Order or Refill - t
care provider whose scope of

directive to disp iption Drug Product issued by a duly licensed health

Products that are generally high cost, self-administered
sses. You may access a complete list of Specialty
com/exchange or the telephone number on your ID card.

t a pharmacy charges individuals for a Prescription Drug Product
g,agreed to by the pharmacy and any third party. This fee includes any
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Section 11: Pediatric Dental Care Services

How Do You Use This Document?

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

What Are Defined Terms?

Because this section is part of a legal document, we want to give you information about
you understand it. Certain capitalized words have special meanings. We have defined the
in Section 8: Defined Terms or in this section under the heading Defined Terms for Pediatric

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

term

POL26.1.2022.1EX.KS.BASE 75



What Are Covered Dental Care Services?

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

Benefits are available only for Necessary Dental Care Services. The fact that a Dental Provider has performed or
prescribed a procedure or treatment, or the fact that it may be the only available treatment for a d disease, does
not mean that the procedure or treatment is a Covered Dental Service under this section.

What Is a Pre-Treatment Estimate?

If the charge for a Dental Service is expected to exceed $500 or if a dental exam reve
bridgework, you may notify us of such treatment before treatment begins and receive a
desire a pre-treatment estimate, you or your Dental Provider should send a naotice to us, vi

The estimate of Benefits payable will be sent to the Dental Provider an
provisions of the Policy. Clinical situations that can be effectively treated b
alternative procedure will be given a benefit based on the less cg

D. Not exclud

Benefits

xclusions
ler this section for the following:

e or Procedure not listed as a Covered Dental Service in this section under the heading
tric Dental Care Services.

ion or other facility charges unless Medically Necessary.

Any Dental Procedure performed solely for cosmetic/aesthetic reasons. (Cosmetic procedures are those
procedures that improve physical appearance.)

6. Reconstructive surgery, regardless of whether or not the surgery is related to a dental disease, Injury, or
Congenital Anomaly, when the primary purpose is to improve physiological functioning of the involved part of
the body.

7. Any Dental Procedure not directly related with dental disease.
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8. Any Dental Procedure not performed in a dental setting.

Procedures that are considered to be Experimental or Investigational or Unproven Services. This includes
pharmacological regimens not accepted by the American Dental Association (ADA) Council on Dental
Therapeutics. 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 resuit in Benefits if the
procedure is considered to be Experimental or Investigational or Unproven in the treatme
condition.

10. Drugs/medications, received with or without a prescription, unless they are dispens
office during the patient visit.

11. Setting of facial bony fractures and any treatment related with the dislocation of fa

12. Treatment of benign neoplasms, cysts, or other pathology involving benign lesions, ex
Treatment of malignant neoplasms or Congenital Anomalies of hard or soft tissue, inclu

13. Replacement of complete dentures, fixed and removable partial d
crowns and prosthesis if damage or breakage was directly relat
the responsibility of the Dental Provider. If replacement is Necessal
patient is liable for the cost of replacement.

14.  Services related to the temporomandibular joint (TMJ) . ower jaw bone
surgery (including that related to the temporomandib i for the
temporomandibular joint.

15. Charges for not keeping a scheduled appointme i ivi i ours notice, telephone
consultations and sales tax.

16. Expenses for Dental Procedures begu erson becoming enrolled for coverage provided
through this section of the policy.

17. Dental Care Services otherwise covered i ided after the date individual coverage under

the Policy ends, including Dental Care Ser
coverage under the Policy ends.

18. Services rendered by

e does not include the installation of a space maintainer, any treatment related to treatment
lar joint, any surgical procedure to correct a malocclusion, replacement of lost or broken
ppliances, and any fixed or removable interceptive orthodontic appliances previously

rvices that @x€eed the frequency limitations as identified in this section.

for Pediatric Dental Care Services

The itions are in addition to those listed in Section 8: Defined Terms of the Policy:

Allowed Dental Amounts - Allowed Dental Amounts for Covered Dental Care Services, incurred while the Policy is in
effect, are our contracted fee(s) for Covered Dental Care Services with that provider.

Covered Dental Care Service - a Dental Care Service or Dental Procedure for which Benefits are provided under
this section.
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Dental Provider - any dentist or dental practitioner who is duly licensed and qualified under the law of jurisdiction in
which treatment is received to provide Dental Care Services, perform dental surgery or provide anesthetics for dental

surgery.
Dental Care Service or Dental Procedures - dental care or treatment provided by a Dental Provider to a Covered

Person while the Policy is in effect, provided such care or treatment is recognized by us as a generally accepted form
of care or treatment according to prevailing standards of dental practice.

Necessary - Dental Care Services and supplies under this section which are determined by ough case-by-case

assessments of care based on accepted dental practices to be appropriate and are all of

. Necessary to meet the basic dental needs of the Covered Person.

. Provided in the most cost-efficient manner and type of setting appropriate for the de
Service.

. Consistent in type, frequency and duration of treatment with scientifically based guidelines

research, or health care coverage organizations or governmental agencies that are accepte

. Consistent with the diagnosis of the condition.

= Safe with promising efficacy
‘. For treating a life threatenin
* Provided in a clinically co

. Using a specific research p
National Institutes of Health.

edure or treatment or the fact that it may be the

n that it is a Necessary Covered Dental Care Service as
his section relates only to Benefits under this section and
he practice of dentistry may define necessary.
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Section 12: Pediatric Vision Care Services

How Do You Use This Document?

This section of the policy provides Benefits for Vision Care Services, as described below, for Covergd Persons under
the age of 19. Benefits under this section will end on the last day of the month the Covered Pers ches the age of
19.

What Are Defined Terms?

Because this section is part of a legal document, we want to give you information about
you understand it. Certain capitalized words have special meanings. We have defined the
in Section 8: Defined Terms or in this section under the heading Defined Terms for Pediatric

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

term
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Benefits for Pediatric Vision Care Services

What Are the Benefit Descriptions?

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

Frequency of Service Limits

Benefits are provided for the Vision Care Services described below, subject to Freque ice li nd Co-
payments and Co-insurance stated under each Vision Care Service in the Schedule of B

Routine Vision Exam
A routine vision exam of the eyes and according to the standards of care jn your area, including:

) A patient history that includes reasons for exam, patient medical istory, and current medic

. Visual acuity with each eye and both eyes, far and near, with and wit
example, 20/20 and 20/40).
) Cover test at 20 feet and 16 inches (checks how the
o Ocular motility (how the eyes move) near point of ether for near vision

tasks, such as reading), and depth perception

. Pupil reaction to light and focusing.
) Exam of the eye lids, lashes, and outsi
o Retinoscopy (when needed) - helps to d ut of the refraction which determines the lens

power of the glasses.

be performed only when materials are required.

n, Retinoscopy (when applicable) - objective refraction to determine lens power of
e refraction to determine lens power of corrective lenses.

ose more than one of these Vision Care Services, we will pay Benefits for only one Vision Care
Service.

If you purchase Eyeglass Lenses and Eyeglass Frames at the same time from the same UnitedHealthcare Vision
Network Vision Care Provider, only one Co-payment will apply to those Eyeglass Lenses and Eyeglass Frames
together.
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Eyeglass Frames

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

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

If you purchase Eyeglass Lenses and Eyeglass Frames at the same time from the same Uni
Network Vision Care Provider, only one Co-payment will apply to those Eyeglass Lenses
together.

Contact Lenses
Lenses worn on the surface of the eye to correct visual acuity limitations.

Benefits include the fitting/evaluation fees, contact lenses, and follow-up care.

You are eligible to choose only one of either eyeglasses (Eyeglass Len
Lenses. If you choose more than one of these Vision Care Services, we wi
Service.

d/or Eyeglass Frames) o
Benefits for only one Vision Care

Necessary Contact Lenses

Benefits are available when a Vision Care Provider ha:
Such determination will be made by the Vision Care P

ed the contact lens.

Contact lenses are necessary if you have any o

. Keratoconus.

o Anisometropia.

. Irregular corneal/astigmatism.
o Aphakia.

. Facial deformity.

. Corneal deformity.

. Aniseikon

Aniridia.

ered Persons who have severe visual problems that cannot be corrected with regular
Care Provider has determined a need for and has prescribed the service. Such
he Vision Care Provider and not by us.

ehensive exam of visual functions.
prescription of corrective eyewear or vision aids where indicated.
= Any related follow-up care.

o Low vision therapy: Subsequent low vision therapy if prescribed.

Pediatric Vision Exclusions

Except as may be specifically provided in this section under the heading Benefits for Pediatric Vision Care Services,
Benefits are not provided under this section for the following:
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1. Medical or surgical treatment for eye disease which requires the services of a Physician and for which Benefits
are available as stated in the Policy.

Vision Care Services received from a non-UnitedHealthcare Vision Network Vision Care Provider.
Non-prescription items (e.g. Plano lenses).

Optional Lens Extras not listed in this section under the heading Benefits for Pediatric Visi
Missed appointment charges.
Applicable sales tax charged on Vision Care Services.

Orthoptics or vision therapy training and any associated supplemental testing.

© N o ok~ N

Corrective surgical procedures such as, but not limited to, Radial Keratotomy (RK) a
Keratectomy (PRK).

9. Contact lenses if an eyeglass frame and eyeglass lenses are received in the same calenda

10. Eyeglass frame and eyeglass lenses if contact lenses are receiv he same calendar year.

11. Services or treatments that are already excluded in Section 2: Exclu nd Limitations of t

Claims for Low Vision Care Services

When obtaining low Vision Care Services, you will be reg
Provider. You may then seek reimbursement from us,
Policy in Section 5: How to File a Claim applies to VisiO
you submit your claim, you must provide us with

your Vision Care

Reimbursement for Low Vision Car

To file a claim for reimbursement for low Vision i provide all of the following information on a
claim form acceptable to us:

. Your itemized receipts.
. Covered Person's ham
. Covered Person's identific
. Covered Person's date of birth.
Send the above j

ens Formulary - a selection of available contact lenses that may be obtained from a
Vision Network Vision Care Provider on a covered-in-full basis, subject to payment of any
applicable Co-payment.

UnitedHealthcare Vision Networks - any optometrist, ophthalmologist, optician or other person designated by us
who provides Vision Care Services for which Benefits are available under the Policy.

Vision Care Provider - any optometrist, ophthalmologist, optician or other person who may lawfully provide Vision
Care Services.
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Vision Care Service - any service or item listed in this section under the heading Benefits for Pediatric Vision Care
Services.

Q
S

POL26.1.2022.1EX.KS.BASE 83




Section 13: Consolidated Appropriations Act Summary
The Policy complies with the applicable provisions of the Consolidated Appropriations Act (the “Act”) (P.L. 116-260).

No Surprises Act

Balance Billing
Under the Act, the No Surprises Act prohibits balance billing by out-of-Network providers i

. When Ancillary Services are received at certain Network facilities on a non-Eme
Network Physicians.

In these instances, the out-of-Network provider may not bill S cable Co-payment,
Co-insurance or deductible (cost share). Your cost share rovided by a

For the purpose of this Summary, "certain Network facilrt 0 a hospital (as defined in 1861(e) of the
Social Security Act), a hospital outpatient depatr ospital (as defined in 1861(mm)(1) of the
Social Security Act), an ambulatory surgical i on 1833(i)(1)(A) of the Social Security Act, and
any other facility specified by the Secretary.

e currently receiving treatment for Covered Health Care Services from a provider whose
Network to out-of-Network during such treatment due to termination (non-renewal or
ontract, you may be eligible to request continued care from your current provider under
that would have applied prior to termination of the provider's contract for specified
provision does not apply to provider contract terminations for failure to meet

or for fraud. If you would like help to find out if you are eligible for continuity of care
telephone number on your ID card.

at if you receive a Covered Health Care Service from an out-of-Network provider and were
orrectly by us prior to receipt of the Covered Health Care Service that the provider was a Network
provider, either through our database, our provider directory, or in our response to your request for such information
(via telephone, electronic, web-based or internet-based means), you may be eligible for cost sharing that would be no
greater than if the service had been provided from a Network provider.
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Nondiscrimination Notice and Notice of Availability of
Language Assistance Services and Alternate Formats

orientation, and gender identity). We do not exclude people or treat t
because of race, color, national origin, age, disability, or sex.

Mail:

00 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201

EXEX26IF0346598_000 6/25 © 2025 United HealthCare Services, Inc. All Rights Reserved
1


mailto:UHC_Civil_Rights@uhc.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
tel:1-800-368-1019
tel:1-800-537-7697

language-assistance-notices.

ATTENTION: If you speak English, free language assistance services and free com
formats, such as large print, are available to you. Call the toll-free number on your memE
card.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencid
otros formatos como letra grande, sin cargo, a su disposicién. Llame
en su tarjeta de identificacion de miembro.

KUJDES: Nése flisni Shqip (Albanian) shérbime falas pér ndih Ne " i € formate
té tjera, si p.sh. printime me shkronja t€ médha, jané té dispo ér j i
tuaj t€ identifikimit t€ anétarit.

TAA(LEL:- ATICT (Amharic) 291574 hwPiE 19 07k 2
PCOPT ARCAL L15 0 NANATT oDk &

Ay ) ARl Chaa ¢S 13): Aadla
all 5 Aailaall & galll sacbiall Cilaad &l 8 g5 ¢()Arabic
ials goaal) Cay et dilay e sadll

NFGUALOFE-B3NFG. Gph nny
lEquut wewlgnipjub dw

, wyw atiq hwuwbtjh o wGup
LpynLhltin wy) aliwswithtipny,
nyybwuiugdwd pupwh Yypu

0 o __¢ N IS c I3

D0MND3 (Burmese) (T? G@'D“i(\llc 399(09 000000000038 O?G@'DC?({P???
°C)€) °@6 3’33?9 G@')&%&)CTSQDLL%@SZT' ogé(ﬂ&) Cll 3\363%6%0’.)080 329

°Lﬂ°e . [ o OOR32: §§1% > T 8

oG/

SUNWMENEISI (Cambodian-Mon-Khmer)

AN SHAMISSIASSHSSASINORSHRININIS)S SoMMNUHAPS
SIuNUMIUSSSASIBISTITUWNNE) s SmIun s

ATENSHUN: Gare kapetal Faluwasch (Carolinian), ye toore paliuwal kapetal Faluwasch lane sew me sew format,
tapil lane fateofat, bwe bwale tepangiyom. Kol yegili nampa la ye toore paliuwal woal kard la laumw.
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ATENSION: Yanggen fifino’ hao Chamoru (Chamorro) guaha setbisio siha para hagu ni’ mandibatdi, i setbision
fino’ pat lengguahi yan fina’uma’espiha gi otro na manera siha taiguihi i para mana’dangkolo i inemprenta.
Agang i dibatdi na numiru gi kattd-mu aidentifikasion membro.

oOYSVTS: VJGY dhYCGood CWY (Cherokee), dhYCGood C°NPMeod ©0» ©f TEZA0OJ LhAcd
TS450°Nd, D4o60d 96V TGRY dEGGJ dhYCGo0JodY. VT TETGo0UT J0°Godd B060J dhY
D4cod OvVT.

BEE . IREIHAIT (Chinese - Simplified), FHITDIAGTIR SR B IBSHEIRS U
RRBE - IHHHTCMS A SN R EMRATHIESE,

©0v dh/ilMeod

Qiuk =E= 0=

R . iR BERPIC (Chinese - Traditional), ERILIES R EEE HBRFII R FESH
MELMEE S R LEMNRMFEEBIERE,

AHVLLA: Hvsh asha Chahta anumpa (Choctaw), hochefo anumpa anmpa kay
achuffa holisso kanahpesa holhtina kiyo, ilvmmito yvt chipisachi. Chi
illakmvt.

Asinei ngeni meinisin: Tka pwe ka fos Chuuk (Chuukese)

PID: Naye guel € Thuonjén (Dinka), akuoony ke ¢ m abac to"dhd ki yic, ciméné kédci gd dit nyiin, atd
téloy yin. Yu)p rakdmai € majan t3 kndun akut k.

Ladi s it 3 0 Sl e « 5 : L OB lexd i€ oo Cuna YFarsi( u—ﬂ)‘ﬁ Ol R aas
A.U.S.\u.ubuuu }AQGJLJLuauJLSL;)JC)AMU&\)aJWLjM

“assistance linguistique et des communications dans
t mis a votre disposition gratuitement. Appelez le numéro gratuit

ATANSYON: Si w pale Kreyol Ayisyen (Haitian Creole), gen sévis lang gratis ak kominikasyon nan 1ot foma lo
disponib, tankou sa ki enprime ak gwo lét. Rele nimewo gratis ki sou kat idantifikasyon manm ou an.
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MALIU MALI! Ina ‘dlelo ‘oe i ka ‘6lelo Hawai‘i (Hawaiian), loa‘a manuahi ke kokua unuhi a me palapala i
ho‘onohonoho ‘ia e like me i pa‘i ‘ia me na huapalapala niinui no ke kokua ‘ana aku ia ‘oe. ‘Olu‘olu e kahea aku i ka
helu kelepona kaki ‘ole ma kou kaleka lala.

g 3: A o it (Hindi) ser ¥, @ s e qoa wmon semrr famd i orr yredt & o dam, 9 , 3T

AU FeHT YA 9 W U 7T SrA-3h1 G 0 hicd |

LUS TSEEM CEEB: Yog tias koj hais lus Hmoob (Hmong), cov kev pab cuam lus pub dawb
hauv lwm hom ntawv, xws li luam ntawv loj, muaj rau koj. Thov hu rau
tus xov tooj hu dawb ntawm koj daim npav ID.

GEE NTI: O buruy na i na-asu asusu Igbo (Igbo), oru enyemaka nkowa asusu bu n’efu yana inye n.
diiri gi n’efu, dika e ji nha mkpuruedemede buru ibu dee ya. Kpoo akara ekwenti nke a na-anaghi akwy
njirimara onye otu gi.

PANANGIKASO: No agsasaoka iti Ilocano (Ilocano), magun-odmo dagiti

a komunikasion iti dadduma a pormat, kas iti dadakkel a letra. Tawagan ti awa
pakabigbigam kas miembro.

PERHATIAN: Jika Anda berbicara bahasa Indonesia (Indonesi
dalam format lain, seperti cetakan besar, tersedia untuk Anda.
identifikasi keanggotaan Anda.

munikasi gratis
pada kartu

ATTENZIONE: Se parla italiano (Italian), puo usufruire'e
gratuite in altri formati, come ad esempio la stamp
identificativo.

BXEY—EXD, IEXXFEL EM
[NIZHEBEELCZELY,

FEEEIR . BARE (Japanese) ZEES
DEAXTHOENIZI2A=r—2a3 %k

di), serevise y’ugufasha mu ndimi utariha n’itumanako mu bundi
o umuronko utariha ku bijanye n'ikarata yawe karanga

an)S ALESHAl = 39 F& 20 Xl MH| AU 2AHA S CHE
M E O|8otd &= ASLICE 2| & ID 7LE0] Liot A= 72 HolH=

4 ool (5 )3 5K 3 0 s «atSod 4l (Kurdish Sorani) 5w g20sS Al 4 5 a8 1 iU
3 o e A (o sy icsand)d Cannd A Al el A s s o A8 (e (Sop ¢ i Sl 38 4 (%0 sy
450 QA Sesalitd (SIS A (548 sl Aacsy

VVIBVCLIONEW: TH UN DD MNWITIDID (Lao), WoNcSIBNIVVINIVFOBHDHVWITNSBCIE NIVTFIMWS VS,
LeCLLBLY BRCNUHD, C: NIVRWV2EMVIO LS.
oI NWEEHOOUzM GO TTLIIN209UND.
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@er AT SR R gt (Marathi) sier sracam, a€ Jithd W SER SaT SATM07 Sa¥ HIEHE Hithd W3y, ST§ i A fife,
THATHIE IUCTeY HATRA. TH=AT UeEd SNSEUATHI et W1 ShHIHTE shict .

Nan: Ne kwdj kenono Kajin Majol (Marshallese), jibaii ko kom maron im ejellok wonneir einw im bok melele

ilo waween ko jet, einw0t jeje ko relab, Kall ae nomba eo ejellok wonnen ebed itulikin kaat eo

BAA'AKONINIZIN: Diné (Navajo) saad bee yanittigo, t'44 jiik'eh saa
aka'anida’'wo’i dé6 naana tahgo at'éego bee hadadilyaa bee ahit han
ak’eda’ashchinigii, nahélo. Bee atah nil’ini ninaaltsoos nitt'izi bee néého
bee hane’i namboo bee hodiilnih.

g fager: afe qurse Jureft (Nepali) Sieggs W, fi3ress Wi s
TUTSHT TATHT ST T, ATHT T Ul HISHT Teehl Iet ST FFaCHT el

ditt.

XIYYEEFFANNOO: Yoo Afaan Oromoo (Oromo) dub
dubbiin bilisaa kan akka maxxansa gurguddaa afaan keessa
miseensummaa keessan irra jiru irratti bilbilaa.

GEB ACHT: Wann du Deitsch (Pennsy etzscht, Schprooch Helfe mitaus Koscht un
Communications in annere Formats wie g ' glich. Ruf die koschdelos Nummer uff dei
Member Identification Kaart.

PAKAIR: Mah ke ese lokaian P i i i as en lokaia oh mehn kapehse ni soangen
mwohmw teikan kin sohte ise inti ohng kowe. Eker nempe ni sohte isepe me mih

bezptatne ustugi pomocy jezykowej i bezptatne
zadzwoni¢ pod bezptatny numer podany na karcie

Punjabi) 98 J, 31 3973 B He3 I HITE3T A<t »13 Id eanet, fa
T I MU HEd USTE 9198 '3 O8-& &9 3 I8 F9

romana (Romanian), va sunt disponibile servicii gratuite de asistenta lingvistica si
e Tn alte formate, cum ar fi cu litere marite. Apelati la numarul gratuit de pe legitimatia

ble MaTepuaibl B Ipyrux Gopmarax, HanpuMep, HalleyaTaHHbIe KPYIHBIM MIPH(TOM. 3BOHHUTE 110
TeneoHa, yKa3aHHOMY Ha Balleld HISHTU(UKAIIMOHHONW KapTe Y4acTHHKA.

FA‘AALIGA: Afai e te tautala i le Faa-Samoa (Samoan), o lo‘o avanoa mo oe ‘au‘aunaga fesoasoani tau gagana e leai se
totogi ma feso‘ota‘iga e leai se totogi i isi faiga, e pei o lomiga e lapopo‘a mata‘itusi. Valaau i le numera e leai se totogi i lau
kata faailo o le sui auai (ID).
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PAZNJA: Ako govorite srpski (Serbian), dostupne su vam besplatne usluge jezitke asistencije i besplatni na¢ini
komunikacije u drugim formatima, kao $to je veliki format Stampe. Pozovite besplatni broj koji se nalazi na vasoj ¢lanskoj
identifikacionoj kartici.

FIIRO GAAR AH: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada lugadda bilaash
bilaash ah oo qaabab kale ah, sida far waaweyn, ayaa diyaar kuu ah. Ka wac lambarka wicitaanka bil
agoonsiga xubinta.

0 isgaarsiino
ah kaarkaaga

ZINGATIA: Ikiwa unazungumza Kiswahili (Swahili), huduma za usaidizi wa lugha za bila
malipo katika miundo mingine, kama vile maandishi makubwa, zinapatikana kwako. Piga na
kwenye kadi yako ya kitambulisho cha mwanachama.

=Fahr - n'.‘.i'..'rmn’.rﬁ.t_' nJl._‘zl:anmré nJ'l.ur-r." rt" r:‘:ml

) Siah~ - n:i‘.nwt'rdr_l nJu:uucrm <a aJ'l.u.—t“ S r:"rmnS‘li'l iacls hiicer rt:'Jl:nJ.u
N roi i L odnuk rpoi)| hahids rhadaal i it

-

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog), may ma
libreng komunikasyon sa ibang mga format, tulad ng malalakig . agan €ro na nasa
iyong ID card ng miyembro.

L $S: S Senid (Telugu) SrerBorB e, a0 s
5063 AHS oL O’ ErQTAS e &
DA0E3DTAS A 'S ToB8

Tusansu winaauwe ve (Thai) 18 Aauanu
ASANW G 18618 Awsvuiaiia) nsludwinnuia

<

FAKATOKANGA: Kapau ‘oku’
e ngaahi founga kehe fakafet
ta‘etotongi ‘oku ha ho kaati me

‘i ‘al ‘a e ngaahi tokoni ta‘etotongi ‘i he lea'ni pea mo
aaki, ‘oku ‘ataa” ma‘au. Fetu‘utaki ki he telefoni

0E3KOIITOBHI OB WKJIal, KpynmHUM 1pudrom. 3arenedonyiite 3a
anrnii ineHTudikamiiHiin Kaprii.

iéng Viét (Vietnamese), quy vi s& dugc cung cap cac dich vu hd tro ngoén ngir mién phi va cac
ien phi ¢ cac dinh dang khac, chang han nhu ban in chit 16n. Goi dén so dién thoai mién phi
¢6 trén thé nhan dang thanh vién cta quy vi.

?Néu quy vi nd
huong tién trao doi lién 13

imong sinultihan kay Visayan (Visayan), libre nga mga serbisyo sa tabang sa pinulongan ug libre
ng mga pormat, sama sa dagkong print, available kanimo. Tawage ang toll-free nga numero sa
a kard sa miyembro.

PRRP YVOWAIR PR DYOMIYD A9 INBW YuoaIR,)Yiddish( 29708 BTY0 TR 29N (A0OR
TP2RYR WOR DR W PIMD RV T VDI LR IRD DIVDIWNR IIVT DMK YOI M, JURRIND
. DuUIRp

AKIYESI: Tioban fi 5o Yoruba (Yoruba), awon ise atileyin edé ofe ati awon ibanisoro nina awon
ighinrégé, bi awon atejade nl4, wa fun o. Pe ngmba ti ko nild owo 16ri kaadi idanimo omo egbe re.
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GENERAL PURPOSES AND LIMITATIONS OF THE KANSAS LIFE AND HEALTH
INSURANCE GUARANTY ASSOCIATION
K.S.A. 40-3001, et. seq.

DISCLAIMER

THE KANSAS LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATION MAY NOT P
FOR ALL OR A PORTION OF THIS POLICY. IF COVERAGE IS PROVIDED, IT MAY BE
SUBSTANTIAL LIMITATIONS AND EXCLUSIONS, AND IS CONDITIONED UPON R
THEREFORE, YOU SHOULD NOT RELY UPON COVERAGE BY THE KANSAS LIFE
GUARANTY ASSOCIATION IN SELECTING AN INSURANCE COMPANY OR IN SELEC
POLICY. INSURANCE COMPANIES AND THEIR AGENTS ARE PROHIBITED BY LAW FR
EXISTENCE OF THE KANSAS LIFE AND HEALTH INSURANCE GUARANTY ASSOCIATIO
ANY FORM OF AN INSURANCE POLICY, OR TO INDUCE YOU TO PURCHASE ANY FORM O
POLICY. EITHER THE KANSAS LIFE AND HEALTH INSURANCE GU NTY ASSOCIATION O
DEPARTMENT OF INSURANCE WILL RESPOND TO ANY QUESTIO U HAVE REGARDING
DOCUMENT.

E COVERAGE

KANSAS LIFE AND HEALTH INSURANCE GUARANTY
534 South Kansas Avenue, Suite 1410
Topeka, KS 66603

KANSAS DEPARTMENT OF INSURANCE
1300 SW Arrowhead Road
TOPEKA, KS 66604

This is a brief summary of the Kansas Life and H
protection it provides for policyholders. If there is
law will control.

ssociation ("the Association") and the
en this notice and Kansas law, then Kansas

The Association was establish
company becomes financially un
purposes of this notice, the terms “i

y event that your life, annuity or health insurance
s and is taken over by its Insurance Department. (For
“insurer” include health maintenance organizations
arrange to continue coverage and pay claims, in

surrender or withdrawal values

ital, medical and surgical insurance benefits
Dility insurance benefits

long-term care insurance benefits

n other types of health insurance benefits

,000 in withdrawal and cash values

The maximum amount of protection for each individual, regardless of the number of policies or contracts, is $300,000.
Special rules may apply with regard to hospital, medical and surgical insurance benefits, as well as certain aggregate
limits.

“Health benefit plan” is defined in K.S.A. 40-3005 and generally includes hospital or medical expense policies,
contracts or certificates, or HMO subscriber contracts that provide comprehensive forms of coverage for

1



hospitalization or medical services, but excludes policies that provide coverages for limited benefits (such as dental-
only or vision-only insurance) and Medicare Supplement insurance.

Note: Certain policies and contracts may not be covered or fully covered. For example, coverage does not extend to
any portion(s) of a policy or contract that the insurer does not guarantee, such as certain investment additions to the
account value of a variable life insurance policy or a variable annuity contract. There are also various residency

requirements and other limitations under Kansas law.

Benefits provided by a long-term care (LTC) rider to a life insurance policy or annuity contra be considered the

same type of benefits as the base life insurance policy or annuity contract to which it relat

Insurance companies and agents are not allowed by Kansas law to use the existence
coverage to encourage you to purchase any form of insurance or HMO coverage. When
company, you should not rely on Association coverage. If there is any inconsistency betwe
law, then Kansas law will control.

please visit the Association’s website at www.kslifega.org or contact th
Department of Insurance may also be contacted at (785) 296-7844 or
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