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SECTION-WELCOME

Quick Reference Box
Yy~ Memberservices, claim inquiries, Personal Health S@pgbkental
Health/SubstancRelated and Addictidsordes Administrator: 1 (800) 68B49.

Yy Claims submittal address: UnitedHealthdai@ms, P.O. Box 30555, Salt Lake Qity,
UT 841360555.

Yy Online asistancenww.myuhc.com

TheCity of Columbus is pleased to provide you with this Summary Plan Description (SPD),
which describes the health Benefits available to you and your covered family inembers
includes summaries of:

Yy who is eligible;

Yy serviceshat are covered, called Covered Health Services;
Yy services that are not covered, called Exclusions;

Yy how Benefits are paid; and

Yy~ your rights and responsibilities under the Plan.

This SPD is designed to meet your information nielies nosupersede the collective
bargaining agreement between the City and your union.

IMPORTANT
The healthcare service, supply or Pharmaceutical Product is only a Covered Heglth

Service if it is Medically Necessary. (See definitions of Medically Necessaeyeahd]Cov
Health Service in Sectids) GlossadyThe fact that a Physician or other provider hag
performed or prescribed a procedure or treatment, or the fact that it may be the pnly
available treatment for a Sickness, Injury, Mental lliness, suietédeicnd addictive
disorders, disease or its symptoms does not mean that the procedure or treatmgnt is a
Covered Health Service under the Plan.

The City of Columbus intends to continue this Plan, but reserves the right, in its gole
discretion, to modify, chga, revise, amend or terminate the Plan at any time, for gny
reason, and without prior notice subject to any collective bargaining agreements|between
the City and your union. This SPD is not to be construed as a contract of or for
employmentf there shold be an inconsistency, yoights are determined by the Plgn
Administrator and the Collective Bargaining Agreement or Ordinance.

UnitedHealthcare is a private healthCiiensAdministrator. UnitedHealthcare's goal is to
give you the tools you need taka wise healthcare decisions. UnitedHealthcare also helps
your employer to administer claims. Although UnitedHealthcare will assist you in many
ways, it does not guarantee any Benkig<ity of Columbus is solely responsible for
paying Benefits dedmd in this SPD.

Please read this SPD thoroughly to learn how the Plan works. If you have questions contact
yourDepartment Human Resources officeall the number on your ID card.

SecTION - WELCOME
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How To Use This SPD
Read the enti8PD andshare it with your family. &h keep it in a safe place for
future reference.

Many of the sections of this SPD are related to other sections. You may not pave all

the information you need by reading just one section.

You can find copies of your SPD and any future amendments oy thesCit i n
or internet site &mployee Benefits (columbus.gavly requesting a printed cop
by contacting Employee Benefits/Risk Management (EB/RM).

Capitalized words in the SPD hgpecial meanings and are defined in Sebtion
Glossary

If eligible for coverage, the words "you" and "your" refer to Covered Persons
defined in SectiorblGlossary

tranet
Yy

aAS

TheCity of Columbus is also referred ttha<City.

SecTION - WELCOME
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SECTION-ANTRODUCTION

What this section includes:
Yy~ Who's eligible for coverage under the Plan.

Yy The factors that impact your cost for coverage.

Yy Instructions and timeframes &mrolling yourself and your eligible Dependents.
Yy When coverage begins.

Yy When you can make coverage changes under the Plan.

Eligibility
You are eligible to enroll in the Plan if you are a regutané&utmployee who is scheduled

to work at least 40 hoyssr weelor if you are a patime employee who has been
identified to enroll in the Plan in accordance with the Affordable Care Act (ACA).

Your eligible Dependents may also participate in the Plan. An eligible Dependent is
considered to be:

Yy your Spous@s defined in Sectiob, Glossary

y" your Domestic Partner, as defined in SecidBlassary

Yy you or your Spouse'® o me s t i childPwho i$ unaer ag& including a natural
child, stepchild, a legally adopted child, a child placed for adoptmnldifor whom
you or your Spouse are the legal guardian; or

Yy your disabled child over the age of 26 who is disabled prior to reaching the age of 26;
child must be eligible for the Plan and dependent upon you, your spouse or domestic
partner. Additionalerification will be required

Note: Your Dependents may not enroll in the Plan unless you are also enrolled.

A Dependent also includes a child for whom health care coverage is required through a
Qualified Medical Child Support Order or other court mirastrative order, as described
in Section 13ther Important Information

Cost of Coverage

You and City of Columbus share in the cost of the Plan. Your contribution amount depends
on your selection of a single or family rate and is based on yoiwrecbbegaining
agreement.

Your contributions may be deducted from your paychecks on atévetoasis. Befotax
dollars come out of your pay before federal income taxes are Widrtteld most states,
before state and local taxes are withheld. This gives your contributions a special tax
advantage and lowers the actual cost to you.

Note: The Internal Revenue Service generally does not consider Domestic Partners and
their children eligible Dependents. Therefore, the vaheCity of Columbus's cost in
covering a Domestic Partrail be imputed to the Participant as income. In additien

3 SECTION - INTRODUCTION
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share of the Participant's contribution that covers a Domestic Partner and theindhildren
be paid using aft¢éax payroll deductions.

You can obtain current contribution rates by calling your Department Human Resources
officeor accessingthetCy 6 s i nt r a n €&mployee Bandfits fcaluenbus.gov)t e a't

How to Enroll

You must enroll oDAYFORCEwithin 30days of the date you first become eligible for

medical Plan coverage.dtiydo not enroll withiBOdays, you will need to wait until the

Cityds next annualge@eerml Eryr dilell de n tor Nervieand,e r
Februarjor Traditional PPQOto make your benefit elections.

Each year during annual Open Enrolimenthgoe the opportunity to review and change
your medical election. Any changes you make during Open Enroliment will become effective
on the first oflanuary for the HDHP @darchfor the Traditional PPO

Important
If you wish to change your benefit electiolhewing a lifequalifying event such as yolr
marriage, birth, adoption of a child, placement for adoption of a child or other farpily
status change, you mssbmitaLife Eventdeclaration and enrolimenmt DAYFORCE
within 30days of the event. Otherwigeu will need to wait until the next annual Opgn
Enrollment to change your elections.

When Coverage Begins

Onceyour declaration arhrollmenis submittedcand approved HPAYFORCE, coverage
will begin orthe first day of the month following your daftlireor on the first day of the
month if you are hired on the first)(@lay of the montiCoveragéor yourDependents will
start on the date your coverage begins, provided you have enrolled them in a timely manner.

Coverage for a Spouse or Dependent that you acquire via marriage becomes effective the
first of the month followindate of your marriage, provided gobmityourLife Event

declaration and enrolimamt DAYFORCEwithin 30days of your marriage. Coverage
Dependent children acquired through birth, adoption, or placement for adoption is effective
the date of the family status change, providesiypmoityourLife Eventdeclaration and
enrollmenbn DAYFORCEwithin 30days of the birth, adoption, or plaest.

If You Are Hospitalized When Your Coverage Begins

If you are an inpatient in a Hospital, Skilled Nursing Facility or Inpatient Rehabilitation
Facility on the day your coverage begins, the Plan will pay Benefits for Covered Health
Services relatedtlmat Inpatient Stay as long as you receive Covered Health Services in
accordance with the terms of the Plan.

You should notify UnitedHealthcare within 48 hours of the day your coverage begins, or as
soon as is reasonably possible.

4 SECTION - INTRODUCTION
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Changing Your Coverage

You may make coverage changes during the year only if you experience a change in family
statusi.e., Life EveniThe change in coverage must be consistent with the change in status
(e.g., you cover your Spouse following your marriage, your child folicadaogten, etc.).

The following are considered family status changes for purposes of the Plan:

your marriage, divorce, legal separation or annulment;

registering a Domestic Partner;

the birth, adoption, placement for adoption or legal guardianshipldf a ch

change in your Spouse's employment or loss of health coverage (other than coverage

under the Medicare or Medicaid programs) under another employer's plan;

loss of coverage due to the exhaustion of another employer's COBRA benefits, provided

you were @ying for premiums on a timely basis;

the death of a Dependent;

your Dependent child no longer qualifying as an eligible Dependent;

contributions were no longer paid by the employer (this is true even if you or your

eligible Dependent continuegéceive coverage under the prior plan and to pay the

amounts previously paid by the employer);

Yy benefits are no longer offered by the Plan to a class of individuals that include you or
your eligible Dependent;

y  termination of you or your Dependent's Medj€&hddren's Health Insurance Program
(CHIP)or St ate Chil dr e n 0 esoverhgeaas$ a résultloflossiof ance (S
eligibility (you mustubmit Life Event oDAYFORCEwithin 60 days of termination);

Yy you or your Dependent become eligible for a pressistance subsidy under
Medicaigd CHIP or SCHIP(you mussubmit Life Event oDAYFORCEwithin 60
days of determination of subsidy eligibibty);

y' a court or administrative order.

LSS S

Unless otherwise noted above, if you wish to change your electionsstgabmityour
Life Eventdeclaration and enrollment DAYFORCEwithin 30days of the change in
family status. Otherwise, you will need to wait until the next annual Open Enrollment.

While some of these changes in status are similar to qualifyingneleer@OBRA, you, or

your eligible Dependent, do not need to elect COBRA continuation coverage to take
advantage of the special enrollment rights listed above. These will also be available to you or
your eligible Dependent if COBRA is elected.

Note: Any child under agé #vho is placed with you for adoption will be eligible for

coverage on the date the child is placed with you, even if the legal adoption is not yet final. If
you do not legally adopt the child, all medical Plan coverage for thél @mttiwhen the
placement ends.

5 SECTION - INTRODUCTION
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You must provide acceptable documentatidDAYFORCEfor each eligible dependent
whom you wish to enroll in the health plan.

Chartof Eligible Dependentsand Required Documents

SPOUSEAND DOMESTIC PARTNER

DEPENDENT | DEFINITION REQUIRED DOCUMENT(S)

TYPE

Spouse Legakpousef acovered | One (1)of the following OPTIONS:
employee OPTION 1:Coverece mp | ompost e

recentFederalncomeTaxReturn(1040,
1040Aor 1040EZ)asfiled with the
IRS listingthe spouse

- Pagel PLUS signaturg@agéf filed
hard copy;

OR

- Pagel PLUS Certificateof
ElectronicFiling

OPTION 2:MarriageCertificatécourt
approvedertificateor marriage
abstractnotlicensePLUS one of the
following to show current joint tenancy

- Proof of joint ownership of
residence or other real estate;

- Proof that covered employee and
spouse are both listed on a lease ¢
share the rent of a home or other

property;
- Joint ownership ofmotor vehicle;

- Designation of the spouse as a
primary beneficiary of the covered
empl oyeeds | ife
retirement benefits;

- Utility bill listing both covered
employee and spouse (or 2 separg
utility bills at the same address, on
listing the cowed employee and
one listing the spouse).

Domestic A gualifieddomestigartner: Affidavit of Domestic Partnership
Partner PLUS

Four (4) of the following documents t
show financial interdependency
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SPOUSEAND DOMESTIC PARTNER

DEPENDENT | DEFINITION
TYPE

REQUIRED DOCUMENT(S)

from anothemperson

- sharesesponsibility
with the covered
persorfor each
ot h eom@m
welfareand

- isatleastl8yearof
ageand mentally

to contractand
- has beenin an

the intention of
remaining in the
relationship
indefinitely; and

- isfinancially

coverecemployeegs
demonstratedya
signeddeclaratiof
financial

leasfour (4) of the

- isnot currentlymarried
to or legallyseparated

understatutorytaw;and

competento consent

exclusiveelationship
with the employee for
at least 6 months with

interdependemith the

interdependen@ndat

requireddocuments.

(1) Joint ownershipof real estate
propertyor joint tenancyon a
residentidbaseor

(2) Jointownershipf anautomobilepr
(3) Jointbankor creditaccountpr

(4) Jointliabilitiege.g.creditcardor
loans)pr

(5) A will designamgtheeligible
dependerasprimarybeneficiaryor

(6) A retiremenplanor life insurance
policybeneficiargesignatioriorm
designatintheeligibledependeras
primarybeneficiaryor

(7) A durablepowerof attorney
signedo theeffectthatthe
employeandeligibledependent
havegrantecpowerdo one
another.

DEPENDENT CHILD

DEPENDENT | DEFINITION REQUIRED DOCUMENT(S)
TYPE
Natural child A natural (biological) One (1) of the following OPTIONS:

child ofthe covered
employe®r domestic
partner

(up to age26)

be enrolledn orderto

Thedomestipartnemust

OPTION 1:Coverecemployeer
domestigpar t ner 0 sFederals
IncomeTax Return(1040,1040A0r
1040EZ)asfiled with the IRS listing
thechildasdependent
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DEPENDENT CHILD

DEPENDENT | DEFINITION REQUIRED DOCUMENT(S)
TYPE
enrollanaturalchildofthe | - Pagel PLUS signatur@agef
domestigartnerunless filed hard copy;
thereisalegakelationship OR
betweerntheemployeand e .
thechild.i.e.the childwas | - ll:_?gel PLUS Certificateof Electronic
adoptedby theemployeeor ting
theemployedaslegal
guardianshipf thechild.
OPTION 2
(1) of the following:
- Hospitalreleas@aperon hospital
letterhead
- Letterfrom aphysiciaror
hospitalon respective
letterhead
- Birth Certificate
Stepchild A natural (biologicathild | One (1) of the following OPTIONS:
(uptoage26) |Oofacoverec mp | 0y & OpTION 1:Coveredmployeer

spousei,e.a stepchildf
thecoverecemployee

S p o umsostrécent~ederalncome
TaxReturn(1040,1040A0r 1040EZ)as
filed with the IRS listing thestepchild
asdependent
- Pagel PLUS signature pagke
filed hardcopy;

OR
- Pagel PLUS Certificateof Electronic
Filing
OPTION 2: Birth Certificateof
stepchild

If submitting s p 0 u texerdiusn or
birth certificate of stepchild, andthe
spouseis not coveredunderthe

e mp | o plan.edécsmentsproving
eligibility of the spousearealso
required.
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DEPENDENT CHILD

DEPENDENT | DEFINITION REQUIRED DOCUMENT(S)

TYPE

Child (up to A childfor whomlegal One (1) of the following OPTIONS:
age26) for guardianshipasbeen OPTION 1:Coverecemployeespouse
whom the awardedo thecovered or domestip a r t mostrecerg
employee, employeespouser Federalncome TaxReturn(1040,
spouseor domestigpartner. 1040A0r 1040EZ)asfiled with the
domestic Thedomestipartnemust | IRS listingthechildasdependent
partneris legal | pe coveredn orderto cover

guardian. achild for whomthe - Pagel PLUS signatur@agef

domestigartnertasbeen
awardedegaluardianship
unlesghereisalegal
relationshigbetweerthe
employeandthechild,

i.e.theemployedas
legalguardianshipf the
childaswell.

filed hard copy;
OR

- Pagel PLUS Certificateof Electronic
Filing
OPTION 2:Courtdocumentsignedyy
acourtof competenjurisdiction

If submitting s p o u taxerdiusn or
court documentsof legal custody,and
the spouseis not coveredunderthe

e mp | o plan,edécsmentsproving
eligibility of the spousearealso
required.

Adopted child
(up to age26)

A legallyadoptecthild of
the coverecemployee,
spous®r domestic
partnerjncludeghildren
placedn anticipation o
legaladoption

Thedomestipartnemust
be coveredn orderto
coveran adoptecchild of
thedomestigpartnemnless
thereisalegalrelationship
betweertheemployeend
thechild,i.e..thechildwas
adoptedytheemployeas
wellor theemployedas
legalguardianshipf the
child.

One (1) of the following OPTIONS:

OPTION 1:Coverecemployeespouse
or domestip a r t nmostrec@rg
FederalncomeTaxReturn(1040,
1040A0r 1040EZ)asfiled with the
IRS listingthe childasdependent

- Pagel PLUS signatur@agef
filed hard copy;

OR
- Pagel PLUS Certificateof Electronic
Filing

OPTION 2:Courtdocumentsor the
adoptedchildfrom acourtof
competenjurisdiction

OPTION 3:Internationahdoption
papersfrom countryof adoption
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DEPENDENT CHILD

DEPENDENT | DEFINITION REQUIRED DOCUMENT(S)

TYPE
If submitting s p o u texadiusn,
court documentsor adoption papers,
and the spouseis not coveredunder
thee mp | o planedécsiments
proving eligibility of the spouseare
alsorequired.

Child (up to A childfor whomhealth One (1) of the following OPTIONS:

age26) carecoverage OPTION 1:Courtdocuments

coveredby a required¢hrougha signecby a judge

QMCSO QualifiedMedicalChild

SupportOrder
(QMCSO)Must keep
all covered dependent
addresses current with
yourCentral
Departmentf Human
Resources office.

OPTION 2:Medicakupportorders
issuedy a Stateagency

DISABLED DEPENDENT

DEPENDENT DEFINITION REQUIRED DOCUMENT(S)
TYPE

Disabled An unmarriedlependent | One of the required documentsfor
Dependent incapablef self the applicable dependentchild

sustainingmployment
becausef amentalor
physicatlisabilitythatare
allowedasa federatax
exemptionThedisability
musthavestartecefore
age26andmustbe
medicallertified.

definition type above (See
DEPENDENT CHILD section)

PLUS

PhysiciansMedical Certification

10
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SECTION-HOW THE PLAN WORKS

What this section includes:
Yy Accessing Benefits.

Eligible Expenses.
Annual Deductible.
Copayment.

<SS S

Coinsurance.
Yy Out-of-Pocket Maximum.

Accessing Benefits

As aParticipant in this Plan, ybave the freedom to choose the Physician or health care
professional you prefer each time you need to receive Covered Health Services. The choices
you make affect the amounts you pay, as well as the level of Benefits you receive and any
benefit limitationthat may apply.

You are eligible for the Network level of Benefits under this Plan when you receive Covered
Health Services from Physicians and other health care professionals who have contracted
with UnitedHealthcare to provide those services.

You carchoose to receive Network Benefits or-Network Benefits.

Network Benefits apply to Covered Health Services that are provided by a Network
Physician or other Network provider.

Emergency Health Services are always paid as Network Benefits. Foraiagktyticbse

are Benefits for Covered Health Services that are billed by a Network facility and provided
under the direction of either a Network or-4hN&twork Physician or other provider.

Network Benefits include Physician services provided in a Netoilitsk iy a Network or

a nonNetwork Emergency room Physician, radiologist, anesthesiologist or pathologist.

Non-Network Benefits apply to Covered Health Services that are provided by a non
Network Physician or other ndletwork provider, or Covered HéaBervices that are
provided at a neNetwork facility.

Emergency Health Services provided by &lebmork provider will be reimbursed as set
forth undetrEligible Expenaeslescribed at the end of this section.

Covered Health Services provided atine¥@twork facilities by a ndtetwork Physician,

when not Emergency Health Services, will be reimbursed as set foihgibieExpenses

as described at the end of this section. For these Covered Health Services, "certain Network
facility” is limitedo a hospital (as definedli®61(e) of the Social Secyyigyhdsipital

outpatient department, a critical access hospital (as defi@éti(mm)(1) of the Social Security
Ac?, an ambulatory surgical center as described in $888¢i(1)(A) ofelsocial Security

Act and any other facility specified by the Secretary.
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Air Ambulance transport provided by a-hN&twork provider will be reimbursed as set
forth undetrEligible Expenaeslescribed at the end of this section.

Depending on the geographrea and the service you receive, you may have access through
UnitedHealthcare's Shared Savings Program-téetaork providers who have agreed to
discounts negotiated from their charges on certain claims for Covered Health Services. Refer
to the defirtion of Shared Savings Program in Sectidal@ssargf the SPD for details

about how the Shared Savings Program applies.

You must show your identification card (ID card) every time you request health care services
from a Network provider. If you do ngttow your ID card, Network providers have no way

of knowing that you are enrolled under the Plan. As a result, they may bill you for the entire
cost of the services you receive.

Generally, when you receive Covered Health Services from a Network poovpssr less
than you would if you receive the same care fromdataork provider. Therefore, in
most instances, your eaftpocket expenses will be less if you use a Network provider.

If you choose to seek care outside the Network, thgdtiarally pays Benefits at a lower

level. You are required to pay the amount that exceeds the Eligible Expense. The amount in
excess of the Eligible Expense could be significant, and this amount does not apply to the
Out-of-Pocket Maximum. You may wanagk the noiNetwork provider about their billed
charges before you receive care.

Note: Effective June 1, 2015, all services rendered by Dr. Richard Cavender will be excluded
from the City of Columbdbkealth insurance plan, and no payments will be nmthde to
provider or reimbursed to the member.

Health Services from NonNetwork Providers Paid as Network Benefits

If specific Covered Health Services are not available from a Network provider, you may be
eligible to receive Network Benefits when Covered Hesaltttes are received from a-non
Network provider. In this situation, your Network Physician will notify UnitedHealthcare,
and if UnitedHealthcare confirms that care is not available from a Network provider,
UnitedHealthcare will work with you and youmidek Physician to coordinate care

through a notNetwork provider.

Looking for a Network Provider?

In addition to other helpful informatiamyww.myuhc.com UnitedHealthcare's
consumer website, contains a directory of health care professionaldiasdrfacili
UnitedHealthcare's Network. While Network status may change from time to tim
www.myuhc.comhas the most current source of Network information. Use
www.myuhc.comto search for Physicians available in your Plan.

\1%4

Network Providers

UnitedHealtha® or its affiliates arrange for health care providers to participate in a
Network.At your request, UnitedHealthcare will send you a directory of Network providers
free of charg&keep in mind, a provider's Network status may change. To verify a'grovide
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status or request a provider directory, you can call UnitedHealthcare at the number on your
ID card or log ontavww.myuhc.com

Network providers are independent practitioners and are not empldye€stpbf
Columbus or UnitedHealthcare.

UnitedHealthcare's credentialing process confirms public information about the providers'
licenses and otheredentials butoes not assutke 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
UnitedHealthcare. A directory of providers is alaitaitine atvww.myuhc.comor by

calling the number on your ID card to request a fomu receive a Covered Health
Service from a neNetwork provider and were informed incorrectly prior to receipt of the
Covered Health Service that the provider \Wedveork provider, either through a database,
provider directory, or in a response to your request for such information (via telephone,
electronic, webased or interndétased means), you may be eligible for Network Benefits.

It is possible that you mighttrbe able to obtain services from a particular Network

provider. The network of providers is subject to change. Or you might find that a particular
Network provider may not be accepting new patients. If a provider leaves the Network or is
otherwise not ailable to you, you must choose another Network provider to get Network
BenefitsHowever, if you are currently receiving treatment for Covered Health Services
from a provider whose network status changes from Network-ietwork during such
treatment de to expiration or nonrenewal of the provider's contract, you may be eligible to
request continued care from your current provider at the Network Benefit level for specified
conditions and timeframes. This provision does not apply to provider comtiaetitans

for failure to meet applicable quality standards or for fraud. If you would like help to find
out if you are eligible for continuity of care Benefits, please call the telephone number on
your ID card.

If you are currently undergoing a courseesatiment utilizing a néwetwork Physician or

health care facility, you may be eligible to receive transition of care Benefits. This transition
period is available for specific medical services and for limited periods of time. If you have
guestions regardj this transition of care reimbursement policy or would like help
determining whether you are eligible for transition of care Benefits, please contact
UnitedHealthcare at the number on your ID card.

Do not assume that a Network provider's agreementda@lidCovered Health Services.

Some Network providers contract with UnitedHealthcare to provide only certain Covered
Health Services, but not all Covered Health Services. Some Network providers choose to be
a Network provider for only some of our produRsfer to your provider directory or
contactUnitedHealthcarf®r assistance.

Eligible Expenses

City of Columbus has delegated to the Claims Administrator the discretion and authority to
decide whether a treatment or supply is a Covered Health Servae tredEligible
Expenses will be determined and otherwise covered under the Plan.
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Eligible Expenses are the amount the Claims Administrator determines that the Plan will pay
for Benefits.

y

For Designated Network Benefits and Network Benefits for Caveadtth Services
provided by a Network provider, except for your cost sharing obligations, you are not
responsible for any difference between Eligible Expenses and the amount the provider
bills.
For NonNetwork Benefits, except as described below, yoeespomsible for paying,
directly to the noiNetwork provider, any difference between the amount the provider
bills you and the amount the Claims Administrator will pay for Eligible Expenses.
- For Covered Health Services thattarallary Services receivedt certain
Network facilities on a nonEmergency basis from noaNetwork Physicians
you are not responsible, and the-Network provider may not bill you, for
amounts in excess of your Copayment, Coinsurance or deductible which is based on
the Recognize@imount as defined in this SPD.
- For Covered Health Services thanhareAncillary Services received at certain
Network facilities on a nonEmergency basis from noANetwork Physicians
who have not satisfied the notice and consent criteria or for unforesean
urgent medical needs that arise at the time a nefncillary Service is provided
for which notice and consent has been satisfied as described belgwu are
not responsible, and the Adetwork provider may not bill you, for amounts in
excess of your @ayment, Coinsurance or deductible which is based on the
Recognized Amount as defined in the SPD.
- For Covered Health Services thaBanergency Health Services provided by a
non-Network provider, you are not responsible, and theNetwork provider
may ot bill you, for amounts in excess of your applicable Copayment, Coinsurance
or deductible which is based on the Recognized Amount as defined in this SPD.
- For Covered Health Services thatarémbulance services provided by a nen
Network provider, you are not responsible, and theNetwork provider may not
bill you, for amounts in excess of your applicable Copayment, Coinsurance or
deductible which is based on the rates that would apply if the service was provided
by a Network providerhich is based on the Recognized Amount as defined in the
SPD.

Eligible Expenses are determined in accordance with the Claims Administrator's
reimbursement policy guidelines or as required by law, as described in the SPD.

Designated Network Benefits and Netvork Benefits
Eligible Expenses are based on the following:

y
y

When Covered Health Services are received from a Designated Network and Network
provider, Eligible Expenses are our contracted fee(s) with that provider.

When Covered Health Services are redeorach nonNetwork provider as arranged

by the Claims Administratancluding when there is no Network provider who is
reasonably accessible or available to provide Covered Health Slggibtegxpenses

are an amount negotiated by the Claims Adratoisor an amount permitted by law.
Please contact the Claims Administrator if you are billed for amounts in excess of your
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applicable Coinsurance, Copayment or any deductible. The Plan will not pay excessive
charges or amounts you are not legally aaigapay.

Non-Network Benefits

When Covered Health Services are received from a Aetwork provider as
described below, Eligible Expenses are determined as follows:

Yy For non-Emergency Covered Health Services received at certain Network
facilities from non-Network Physicianswhen such services are either Ancillary
Services, or neAincillary Services that have not satisfied the notice and consent criteria
of sectio2799R2(d) of the PublealttService Agith respect to a visit as defined by the
Secretary, the Eligible Expense is based on one of the following in the order listed below
as applicable:
- The reimbursement rate as determined by aA#itR@yer Model Agreement
- The reimbursement rate as deteeah by state law.
- The initial payment made by the Claims Administrator, or the amount subsequently

agreed to by the ndwetwork provider and the Claims Administrator.

- The amount determined Imdependent Dispute Resolution (IDR)

For the purpose of thiggvision, "certain Network facilities" are limited to a
hospital (as defined 11861(e) of the Social Secuyrigyhdspital outpatient
department, a critical access hospital (as defit@ilifmm)(1) of the Social Security
Act) an ambulatory surgicaiter as described in secfi8B83(i)(1)(A) of the Social
Security Aend any other facility specified by the Secretary.

IMPORTANT NOTICE: For Ancillary Services, némcillary Services provided
without notice and conseatjd norANcillary Servicesrfanforeseen or urgent
medical needs that arise at the time a service is provided for which notice and
consent has been satisfigaly are not responsible, and a-Network Physician

may not bill you, for amounts in excess of your applicable CopaynmsataGoe

or deductible which is based on the Recognized Amount as defined in the SPD.

Yy For Emergency Health Services provided by a neNetwork provider, the Eligible
Expenseis based on one of the following in the order listed below as applicable:
- The reinbursement rate as determined by aAliaRayer Model Agreement
- The reimbursement rate as determined by state law.
- The initial payment made by the Claims Administrator, or the amount subsequently
agreed to by the ndvetwork provider and the Claims Adisirator.
- The amount determined mdependent Dispute Resolution (IDR)

IMPORTANT NOTICE: You are not responsible, and a-N&twork provider may
not bill you, for amounts in excess of your applicable Copayment, Coinsurance or
deductible which is based on the Recognized Amount as defined in the SPD.

Yy~ For Air Ambulance transportation provided bya non-Network provider, the
Eligible Expense is based on one of the following in the order listed below as applicable:
- The reimbursement rate as determined by aA#tR&yer Model Agreement
- The reimbursement rate as determined by state law.
- The initihpayment made by the Claims Administrator, or the amount subsequently
agreed to by the navetwork provider and the Claims Administrator.
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- The amount determined Imdependent Dispute Resolution (IDR)

IMPORTANT NOTICE: You are not responsible, and a-Natwork provider may

not bill you, for amounts in excess of your Copayment, Coinsurance or deductible which
is based on the rates that would apply if the service was provided by a Network provider
which is based on the Recognized Amount as defined irbthe SP

For Emergency ground ambulance transportation provided by a naxdetwork
provider, the Eligible Expense, which includes mileage, is a rate agreed upon by the
nonNetwork provider or, unless a different amount is required by applicable law,
determined basl upon the median amount negotiated with Network providers for the
same or similar service.

IMPORTANT NOTICE: Non-Network providers may bill you for any difference
bet ween the providerds billed charges and

When CovereHiealth Services are received from aNetwork provider, except as

described above, Eligible Expenses are determined, based on one of the following:

- Negotiated rates agreed to by theMetwork provider and either the Claims
Administrator or one of thélaims Administrator's vendors, affiliates or
subcontractors, at the Claims Administrator's discretion.

- If rates have not been negotiated, then one of the following amounts applies based
on the claim type:

§ Eligible Expenses are determined based on 146%miblished rates allowed
by theCenters for Medicare and Medicaid Serfocdd€dibide for the same or
similar service within the geographic market, with the exception of the following:

- 140% ofCMSfor the same or similar freestanding laboratory service.

- 140% ofCMSfor the same or similar Durable Medical Equipment from a
freestanding supplier, GMScompetitive bid rates.

- 140% ofCMSfor the same or similar physical therapy service from a
freestanding provider.

§ When a rate is not published@iyiSfor the service, the Claims Administrator
uses an available gap methodology to determine a rate for the service as follows:

- For services other than Pharmaceutical Products, the Claims Administrator
uses a gap methodology establish€@phyminsigirtd/or a third party
vendor that uses a relative value scale or the amount typically accepted by a
provider for the same or similar service. The relative value scale may be
based on the difficulty, time, work, risk, location and resources of the service.
If the relative value scale(s) currently in use become no longer available, the
Claims Administrator will use a comparable schleifgdHealthcanel
Optuminsigire related companies through common ownership by
UnitedHealth GroRgfer tdJnitedHealthe'avebsite atvww.myuhc.com
for information regarding the vendor that provides the applicable gap fill
relative value scale information.

- For Pharmaceutical Products, the Claims Administrator uses gap
methodologies that are similar to the pricing melihgylased b MS and
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produce fees based on published acquisition costs or average wholesale price
for the pharmaceuticals. These methodologies are currently crBdted by

Health Systems, Thomson(Réhlish®d in itRed Bopkor

UnitedHealthcare bed on an internally developed pharmaceutical pricing
resource.

- When a rate for a laboratory service is not published by CMS for the service
and gap methodology does not apply to the service, the rate is based on the
average amount negotiated with siiNgdwork providers for the same or
similar service.

- When a rate for all other services is not publishéiBjor the service
and a gap methodology does not apply to the service, the Eligible Expense is
based on 50% of the providerdés billed

TheClaims Administrator updates @Spublished rate data on a regular basis
when updated data fra@MSbecomes available. These updates are typically
implemented within 30 to 90 days at&lSupdates its data.

IMPORTANT NOTICE : nonNetwork providers maylbyou for any difference
between the provider's billed charges and the Eligible Expense described here. This
includes no\ncillary Services when notice and consent is satisfied as described
under sectio@799R2(d) of the PublealttService Act

Don't Forget Your ID Card
Remember to show your ID card every time you receive health care services from a
provider. If you do not show your ID card, a provider has no way of knowing thaf you
are enrolled under the Plan.

Annual Deductible

The Annual Deductible the amount of Eligible Expensasthe Recognized Amount

when applicablgpu must pay each plan year for Covered Health Services before you are
eligible to begin receiving Benefits. There are separate Network-Hetvark Annual
Deductibles for tis PlanThe amounts you pay toward your Annual Deductible accumulate
over the course of the plan year.

Eligible Expenses charged by both Network andNetrorkprovidersapply towards both
the Network individual and family Deductibles and théNebmak individual and family
Deductibles.

Amounts paid toward the Annual Deductible for Covered Health Services that are subject to
a visit or day limit will also be calculated against that maximum benefit limit. As a result, the
limited benefit will beeduced by the number of days or visits you used toward meeting the
Annual Deductible.

Coinsurance

Coinsurance is the percentage of Eligible Expenses that you are responsible for paying.
Coinsurance is a fixed percentage that applies to certain CovigheSidrgees after you
meet the Annual Deductible.
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Coinsurance- Example

Let's assume that you receive Plan Benefits for outpatient surgery from a Netwoyk
provider. Since the Plan p8@8oafter you meet the Annual Deductible, you are
responsible for pagrthe other 20%. This 20% is your Coinsurance.

Outof-Pocket Maximum

The annual Owbf-Pocket Maximum is the most you pay each plan year for Covered Health
Services. There are separate Network anNetorork Outof-Pocket Maximums for this

Plan.If your eligible oubf-pocket expenses in a plan year exceed the annual maximum, the
Plan pays 100% of Eligible Expenses for Covered Health Services through the end of the

plan year.

The following table identifies what does and does not apaid pouNetwork and non

Network Outof-Pocket Maximums:

Plan Features Network Out-of-
) Out-of-Pocket
Pocket Maximum? .
Maximum?

Payments toward the Annual Deductible Yes Yes
Coinsurance Payments Yes Yes
Charges for ne€overed Health Services No No
Charges that exceed Eligible Expermses No No

the Recognized Amount when applicable
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SECTION4ERSONAL HEALTH SUPPANO PRIOR AUTHORIZATION

What this section includes:
Yy An overview of the Personal Health Suppagram.

Yy Covered Health ServiagBich require Prior Authorization

Care Management

When you seek prior authorization as required, the Claims Adminidtratankwvith you

to implement the care management process and to provide you with information about
additional services that are available to you, such as disease management programs, health
education, and patient advocacy.

UnitedHealthcare provides agmaim called Personal Health Supgestgned to encourage
personalized, efficient care for you and your covered Dependents

Personal Health Support Nursester their efforts on prevention, education, and closing
any gaps in your care. The goahefirogram is to ensure you receive the most appropriate
and coskeffective services available.

If you are living with a chronic condition or dealing with complex health care needs,
UnitedHealthcare may assign to you a primary nurse, referred to@saHReakh

Support Nurséo guide you through your treatment. This assigned nurse will answer
guestions, explain options, identify your needs, and may refer you to specialized care
programs. The Personal Health Support Nurse will provide you witHapborte number

so you can call them with questions about your conditions, or your overall health and well
being.

Personal Health Support Nursel provide a variety of different services to help you and
your covered family members recepgopriate medical care. Program components are
subject to change without notidéhen the Claims Administrator is called as required, they
will work with you to implement the Personal Health Support process and to provide you
with information about ad@nal services that are available to you, such as disease
management programs, health education, and patient ad\®chdye publication of this
SPD, the Personal Health Suppoogram includes:

y" Admission counseling- Personal Health Support Nuraes available to help you
prepare for a successful surgical admission and recovery. Call the number on your ID
card for support

Yy Inpatient care management If you are hospitalizedPa&rsonal Health Support
nursewill work with your Physician to makeesyou are getting the care you need and
that your Physician's treatment plan is being carried out effectively.

Yy~ Readmission Management This program serves as a bridge between the Hospital
and your home if you are at high risk of being readmittedleaftsrg the Hospital, if
you have a certain chronic or complex condition, you may receive a phone call from a
Personal Health Support Nutseconfirm that medications, needed equipment, or
follow-up services are in place. The Personal Health SupmmtiliLalso share
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important health care information, reiterate and reinforce discharge instructions, and
support a safe transition home.

Y Risk Management- Designed for participants with certain chronic or complex
conditions, this program addressel bealth care needs as access to medical
specialists, medication information, and coordination of equipment and supplies.
Participants may receive a phone call from a Personal Health Supptotdisoess
and share important health care informagtatad to the participant's specific chronic
or complex condition.

y~ Cancer Management You have the opportunity to engage with a nurse that
specializes in cancer, education and guidance throughout your care path.

Yy Kidney Management- You have the opportugito engage with a nurse that
specializes in kidney disease, education and guidandeDnvatage 4/5 or ESRD
throughout your care path.

If you do not receive a call from a Personal Health Supportiutfeel you could benefit
from any of thesprograms, please call the number on your ID card.

Prior Authorization

UnitedHealthcare requires prior authorization for certain Covered Health Servicqs.
Network Primary Physicians and other Network providers are responsible for objaining
prior authorization before they provide these services.to you

It is recommended that you confirm with the Claims Administrator that all Covered Health
Services listed below have been prior authorized as required. Before receiving these services
from a Network povider, you may want to contact the Claims Administrator to verify that

the Hospital, Physician and other providers are Network providers and that they have
obtained the required prior authorization. Network facilities and Network providers cannot

bill yau for services they fail to prior authorize as required. You can contact the Claims
Administrator by calling the number on your ID card.

When you choose to receive certain Covered Health Services fidetwank providers,

you are responsible for obtagprior authorization before you receive these services. Note
that your obligation to obtain prior authorization is also applicable wheNetwork

provider intends to admit you to a Network facility or refers you to other Network
providers.

To obtain prior authorization, call the number on your ID card This call starts the

utilization review process. Once you have obtained the authorization, please review it
carefully so that you understand what services have been authorized and what providers are
authorized to deliver the services that are subject to the authorization.

The utilization review process is a set of formal techniques designed to monitor the use of,

or evaluate the clinical necessity, appropriateness, efficacy, or efficiency of, health care
services, procedures or settings. Such techniques may include ambulatory review, prospective
review, second opinion, certification, concurrent review, case management, discharge
planning, retrospective review or similar programs.
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Contacting UnitedHealthcare or Personal Health Support is easy.
Simply call the number on your ID card.

Network providers are responsible for obtaining prior authorization from the Claims
Administrator before they provide certain services to you.

When you choose to receive cei@anered Health Services from ietwork providers,

you are responsible for obtaining prior authorization from the Claims Administrator before
you receive these services. In many cases, yoNieNwoork Benefits will be reduced if the
Claims Administratdras not provided prior authorization.

Services for which you are required to obtain prior authorization are identified in Section 6,
Additional Coverage Detdiish each Covered Health Service Benefit description. Please
note that prior authorizatisimelines apply. Refer to the applicable Benefit description to
determine how far in advance you must obtain prior authorization.

Special Note Regarding Medicare

If you are enrolled in Medicare on a primary basis (Medicare pays before the Plan pays
Benefis) theprior authorizatiomequirements do not apply to you. Since Medicare is the
primary payer, the Plan will pay as secondary payer as described in Sxmoimation of
Benefits (COBpu are not required tbtain authorizatiobefore receivinGovered Health
Services.
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SECTIONHLAN HIGHLIGHTS

What this section includes:
Yy Payment Terms and Features.

Yy Schedule of Benefits.

Payment Terms ameatures
The table below outlines the Plan's Annual Deductible ajud-Potket Maximum

Network Non-Network

Plan Features Amounts Amounts

Annual Deductible
Yy Individual $1,500 $3,000
y  Family $3,000 $6,000

The Plan does not require that you or a
covered Dependent meet the individual
Deductible in order to satisfy the family
Deductible. If more than one person in a
family is covered under the Plan, the indivi
coverage Deductible stated in this table af
does not apply. Instead, the family Deduct
applies and no one in the family is eligible
receiveCoinsurancantil the family
Deductible is satisfied

The Annual Deductible applies to all Cove
Health Services under the Plan, including

Covered Hdth Services provided in Sectiol
16,0utpatient Prescription. Drugs

Coupons:The Plan Sponsor may not perm
certain coupons or offers from pharmaceu
manufacturers or an affiliate to apply to yo
Annual Deductible.

Annual Out-of-Pocket Maximum
Yy Individual $3,000 $6,000
Yy Family $6,000 $9,000

Coupons:The Plan Sponsor may not perm
certain coupons or offers from pharmaceu
manufacturers or an affiliate to apply to yo
Annual Outof-Pocket Maximum.
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Plan Features

Network Non-Network
Amounts Amounts

The AnnuaDeductible applies toward the
Out-of-Pocket Maximum for all Covered
Health Services

The Plan does not require that you or a
covered Dependent meet the individual Ot
of-Pocket Maximum in order to satisfy the
family Outof-Pocket Maximum. If motéan
one person in a family is covered under th
Plan, the individual coverage -OfiPocket
Maximum stated in this table above does 1
apply. Instead, for family coverage the fam
Out-of-Pocket Maximum applies

Lifetime Maximum Benefit

There is nalollar limit to the amount the PI4
will pay for essential Benefits during the e
period you are enrolled in this Plan

Generallythe following are considered to b
essential benefits under Batient Protection
Affordable Care Act

Ambulatory patient services; emergency
services, hospitalization; maternity and
newborn care, mental health and substang
related and addictive diders services
(including behavioral health treatment);
rehabilitative and habilitative services and
devices; laboratory services; preventive ar,
wellness services and chronic disease
management; and pediatric services, inclu
oral and vision care

Unlimited
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Schedule of Benefits

This table provides an overview of the Plan's coverage levels. For detailed descriptions of

your Benefits, refer to Sectio\@ditional Coverage Details
Amounts which you are required to pay as shown belowSchbeule of Beaeditsased

on Eligilbe Expensas for specific Covered Health Services as described in the definition of

Recognized Amount in SectionGlssary

Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Designated
Network and
Network

Non-Network

Ambulance Services

Yy Emergency Ambulance

Eligible Expenses for ground and Air
Ambulance transport provided by a-hor
Network provider will be determined as
described in Sectionkw the Plan Worl
Yy Non-Emergency Ambulance
Ground orAir Ambulance, as the Claim
Administrator determines appropriate

Eligible Expenses fground andir
Ambulance transport provided by a-hor
Network provider will be determined as
described in Sectionkw the Plan Worl

Ground and/or Air
Ambulance

80% after you mee
the Annual
Deductible

80% after you mee
the Annual
Deductible

Ground and/or Ai
Ambulance

Same as Network

Same as Network

Cellular and Gene Therapy

Services must be received at a Design
Provider

Depending upon
where the Covered
Health Service is
provided, Benefits
will be the same ag
those stated undet
each Covered Heal
Service category if
this section

Non-Network
Benefits are not
available

Clinical Trials

Benefits are available whenGlozered
Health Services are provided by either
Network or NonNetwork providers.

Depending upon
where the Coverec
Health Service is
provided, Benefits
will be the same ag

those stated undel

Depending upo
where the Covere

Health Service is
provided, Benefitg
will be the same a|
those stated unde|
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Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Covered Health Servicés

Designated
Network and
Network

Non-Network

each Covered Heal
Service category if
this section

each Covered

Health Service

category in this
section

Congenital Heart Disease (CHD)
Surgeries

80% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

Dental Services Accident Only

See Section Bdditional Coverage Débails
limits

80% after you mee
the Annual
Deductible

Same as Network

Dental Surgical Procedures

80% after you mee
the Annual
Deductible

60% after you meg
the Annual
Deductible

Diabetes Services

Diabetes SeManagement and Training|
Diabetic Eye Examinations/Foot Care

Diabetes SeManagement Items

In the case of items covered under
outpatient prescription drugs, please
reference your prescription plan for
coverage details

Benefits for diabete
seltmanagement ar
training/diabetic eyé¢
examinations/foot
care will be paid th¢
same as those stat
under each Covere
Health Service
category in this
section and in
Section 18)utpatier
Prescription Drug

Benefits for diabete
selfmanagement
items will be the

same as those stat

underDurable Medic
Equipmenmnt this
section

Benefits for
diabetes self
management and
training/diabetic
eye
examinations/foot
care will be paid th
same as those stai
under each Coversg
Health Service
categoryn this
section and in
Section 16,
Outpatierescripti
Drugs

Benefits for
diabetes self
management item
will be the same a
those stated unde|
Durable Medical
Equipmennt this

section
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Designated
Network and
Network

Non-Network

Durable Medical Equipment (DME)

80% after you mee
the Annual
Deductible

60% after you meg
the Annual
Deductible

Emergency Health Services
Outpatient

This does not apply to services provide
to stabilize an Emergency after admiss
to aHospital

Eligible Expenses for Emergency Heall
Services provided by a Adatwork
provider will be determined as describg
underEligible ExpenseSection 31ow thq
Plan Works

80% after you mee
the Annual
Deductible

80% after you meg
the Annual
Dedctible

Gender Dysphoria

Benefits will be the
same as those stat
under each Covere
Health Service
category in this
section

Benefits will be the
same as those stai
under each Coversg
Health Service
category in this
section

Home Health Care

80%after you meet
the Annual
Deductible

60% after you meg
the Annual
Deductible

Hospice Care

80% after you mee
the Annual
Deductible

60% after you meg
the Annual
Deductible

Hospital - Inpatient Stay

80% after you mee
the Annual
Deductible

60% after you meg
the Annual
Deductible

Lab, X-Ray and Diagnostics-
Outpatient

y' Lab Testing Outpatient

80% after you mee
the Annual
Deductible

60% after you meg
the Annual
Deductible
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Covered Health Servicés

Yy X-Ray and Othdbiagnostic Testing
Outpatient

Yy~ PSA Screenings

Lab, X-Ray and MajorDiagnostics &
CT, PET, MRI, MRA and Nuclear
Medicine - Outpatient

Benefit
(The Amount Payable by the Plan base
on Eligible Expenses)
Designated
Network and Non-Network
Network
80% after you mee| 60% after you mee
the Annual the Annual
Deductible Deductible
80% after you mee| 60% after you mee
the Annual the Annual
Deductible Deductible
80% after you mee| 60% after you mee
the Annual the Annual
Deductible Deductible

Mental Health Services
Yy Inpatient

Yy Outpatient

Yy Virtual Behavioral Health Therapy &
Coaching

80% after you mee
the Annual
Deductible

80% after you mee
the Annual
Deductible

80% for Partial
Hospitalization /
Intensive Outpatien
Treatment after you
meetthe Annual
Deductible

Designated Networ
(AbleTo)

100%after you mee
the Annual
Deductible; Benefits
for the Initial
Consultation will bg
paid at 100%.

60% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

60% for Partial
Hospitalization /
Intensive
Outpatient
Treatment after yo
meet the Annual
Deductible

Non-Network
Benefits are not
available

27

SECTIOND - PLANHIGHLIGHTS



CTY OFCOLUMBUNEDICAIAFFCHOICE PSIHDHRVIOD

Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Designated
Network and
Network

Non-Network

Neurobiological Disorders- Mental
Health Services for Autism Spectrum
Disorders

Yy Inpatient

y" Outpatient

80% after you mee
the Annual
Deductible

80% after you mee
the Annual
Deductible

80% for Partial
Hospitalization /
Intensive Outpatien
Treatment after you
meet the Annual
Deductible

60% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

60% for Partial
Hospitalization /
Intensive
Outpatient
Treatment after yo
meet the Annual
Deductible

Obesity Surgery

Benefits will be the
same as those stat
under each Covere
Health Service
category in this
section

Benefits will be the
same as those staf
under eacRovered
Health Service
category in this
section

Ostomy Supplies

80% after you mee
the Annual
Deductible

60% after you meg
the Annual
Deductible

Pharmaceutical Products Outpatient

80% after you mee
the Annual
Deductible

60% after you meg
the Annual
Deductible

Physician Fees for Surgical and
Medical Services

Covered Health Services provided by g
nontNetwork Physician in certain

Network facilities will apply the same c{
sharing (Copayment, Coinsurance and

applicable deductible) as if those servi(

80% after you mee
the Annual
Deductible

60% after you meg
the Annual
Deductible
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Designated
Network and
Network

Non-Network

were provided by a Network provider;
however Eligible Experswill be
determined as described in Sectibiod,
the Plan WorkmdelEligible Expenses

Physician's Office Services Sickness
and Injury

Yy Primary Physician

Yy Specialist Physician

80%after you meet
the Annual
Deductible

80% after you mee
the Annual
Deductible

60% after you meg
the Annual
Deductible

60% after you meg
the Annual
Deductible

Pregnancyd Maternity Services

Benefits will be the

same as thostated

under each Covere
Health Service
category in this

Benefits will be the
same as those stal
under each Coversg
Health Service
category in this

section section
Preventive Care Services
Yy Physician Office Services 100% 60% after you meg
the Annual
Deductible
y  Lab, Xray or Other Preventive Test; 100% 60% after you meg
the Annual
Deductible
y  Breast Pumps 100% 60% after you mesg
the Annual
Deductible
Y Zoster Vaccines 100% 60% after you mesg
the Annual
Deductible
Prosthetic Devices 80%after you meet] 60% after you mee
the Annual the Annual
Deductible Deductible
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Designated
Network and
Network

Non-Network

Reconstructive Procedures

Benefits will be the
same as those stat
under each Covere
Health Service
category in this
section

Benefits will be the
same as those stal
under each Coversg
Health Service
category in this
section

Rehabilitation Services Outpatient
Therapy and Manipulative Treatment

See Section Additional Coverage Dé&bails
visit limits

80% after you mee
the Annual
Deductible

60% after yomeet
the Annual
Deductible

Scopic Procedures Outpatient
Diagnostic and Therapeutic

80% after you mee
the Annual
Deductible

60% after you meg
the Annual
Deductible

Skilled Nursing Facility/Inpatient
Rehabilitation Facility Services

80% afteyyou meet
the Annual
Deductible

60% after you mee
the Annual
Deductible

SubstanceRelated and Addictive
Disorders Services

y Inpatient

y" Outpatient

80% after you mee
the Annual
Deductible

80%after you meet
the Annual
Deductible

80% for Partial
Hospitalization /
Intensive Outpatien
Treatment after you
meet the Annual
Deductible

60% after you mee
the Annual
Deductible

60% after you meg
the Annual
Deductible

60% for Partial
Hospitalization /
Intensive
Outpatient
Treatment after yo
meet the Annual
Deductible

Surgery- Outpatient

80% after you mee
the Annual
Deductible

60% after you meg
the Annual
Deductible
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Designated
Network and
Network

Non-Network

Temporomandibular Joint (TMJ)
Services

See Section Additional Coverage Dé&bails
limits

Benefits will be the
same as those stat
under each Covere
Health Service
category in this
section

Benefits will be the
same as those stal
under each Coversg
Health Service
category in this
section

Therapeutic Treatments- Outpatient

80%after you meet
the Annual
Deductible

60% after you mee
the Annual
Deductible

Transplantation Services

Depending upon
where the Covered
Health Service is
provided, Benefits
will be the same ag
those stated undet
each Covered Heal
Serviceategory in
this section

Depending upon
where the Covere
Health Service is
provided, Benefits
will be the same 4|
those stated unde|
each Covered
Health Service
category in this
section

Urgent Care Center Services

80% after you mee
the Annual
Deductibé

60% after you meg
the Annual
Deductible

Urinary Catheters

80% after you mee
the Annual
Deductible

60% after you meg
the Annual
Deductible

Virtual Visits

Benefits are available only when servig
are delivered through a Designated Vir
Network Provider. You can find a
Designated Virtual Network Provider by
going towww.myuhc.comor by calling

the telephone number on your ID card

80% after you mee
the Amual
Deductible

Non-Network
Benefits are not
available.
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Benefit
(The Amount Payable by the Plan base
i on Eligible Expenses)
Covered Health Servicés
Designated
Network and Non-Network
Network
Wisdom Teeth 60% after you meg
; ; the Annual
Covered for impacted wisdom teeth on 80% after you mee Deductible
the Annual
Deductible MNRP or GAP
methodology
utilized

1Please obtain prior authorization before receiving Covered Health Services, as described in Section
6, Additional Coverage Details
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SECTION-GADDITIONAL COVERAGE DETAILS

What this section ncludes:
Yy Covered Health Services for which the Plan pays Benefits.

This section supplements the second table in Sed?ian Bighlights

While the table provides you with Benefit limitations along with Copagoiastirance

and Annual Deductible infaation for each Covered Health Service, this section includes
descriptions of the Benefits. These descriptions include any additional limitations that may
apply, as well as Covered Health Services for which yabtausprior authorization

from theClaims Administratoas requiredrhe Covered Health Services in this section
appear in the same order as they do in the table for easy reference. Services that are not
covered are described in Sectidx8lusions

Benefits are provided for services detiveire Telehealth/TelemediciBznefits are also
provided for Remote Physiologic MonitorBenefits for these services are provided to the
same extent as angarson service under any applicable Benefit category in this section
unless otherwise spedifia the table.

Ambulance Services

The Plan covers Emergency ambulance services and transportation provided by a licensed
ambulance service to the nearest Hospital that offers Emergency Health Services. See
Section 3, Glossafgr the definition of Emergency.

Ambulance service by air is covered in an Emergency if ground transpartgiassisle
or would put your life or health in serious jeopardy. If special circumstances exist,
UnitedHealthcare may pay Benefits for Emeygain transportation to a Hospital that is
not the closest facility to provide Emergency Health Services.

The Plan also covers transportation provided by a licensed professional ambulance (either
ground orAir Ambulance, as UnitedHealthcare determinesmjgie) between facilities
when the transport is:

y" From a norANetwork Hospital to a Network Hospital.

Yy To a Hospital that provides a higher level of care that was not available at the original
Hospital.

Yy To a more costffective acute care facility.

Yy From anacute facility to a st#zute setting.

Prior Authorization Requirement

In most cases, the Claims Administrator will initiate and direéEmmengency
ambulance transportatiohyou are requesting n&@mergencyiir Ambulance service
you must obtain dubrization as soon as possible before transport. If you do not gptain
prior authorization as required, Benefits will be reduced to 50% of Eligible Exper}ses.
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Cellular and Gene Therapy

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

Benefits for CAR therapy for malignancies are provided as described tardgiantation
Services

Clinical Trials

Benefits are available foutine patient care costs incurred during participation in a
qualifying clinical trial for the treatment of:

Yy cancer or other ldfthreatening disease or condition. For purposes of this benefit, a life
threatening disease or condition is one from whidikeétibood of death is probable
unless the course of the disease or condition is interrupted;

Yy cardiovascular disease (cardiac/stroke) which is not life threatening, for which, as
UnitedHealthcare determines, a clinical trial meets the qualifyingricircciédria
stated below;

Yy~ surgical musculoskeletal disorders of the spine, hip and knees, which are not life
threatening, for which, as UnitedHealthcare determines, a clinical trial meets the
qualifying clinical trial criteria stated below; and

Yy other dseases or disorders which are not life threatening for which, as UnitedHealthcare
determines, a clinical trial meets the qualifying clinical trial criteria stated below.

Benefits include the reasonable and necessary items and services used to paseent, diag
and treat complications arising from participation in a qualifying clinical trial.

Benefits are available only when the Covered Person is clinically eligible for participation in
the qualifying clinical trial as defined by the researcher.

Routine patient care costs for qualifying clinical trials include:

Yy Covered Health Services for which Benefits are typically provided absent a clinical trial;

Yy Covered Health Services required solely for the provision of the investigational item or
servicethe clinically appropriate monitoring of the effects of the item or service, or the
prevention of complications; and

Yy Covered Health Services needed for reasonable and necessary care arising from the
provision of an Investigational item or service.

Routinecosts for clinical trials do not include:

Yy the Experimental or Investigational Service or item. The only exceptions to this are:
- certain Category B devices;
- certain promising interventions for patients with terminal illnesses; and
- other items and servicbst meet specified criteria in accordance with our medical
and drug policies;
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items and services provided solely to satisfy data collection and analysis needs and that
are not used in the direct clinical management of the patient;

a service that is clearlgonsistent with widely accepted and established standards of
care for a particular diagnosis; and

items and services provided by the research sponsors free of charge for any person
enrolled in the trial.

With respect to cancer or other-tlieeateningliseases or conditions, a qualifying clinical

trial is a Phase I, Phase I, Phase lll, or Phase IV clinical trial that is conducted in relation to
the prevention, detection or treatment of cancer or oth#émréggtening disease or

condition and which meseany of the following criteria in the bulleted list below.

With respect to cardiovascular disease or musculoskeletal disorders of the spine and hip and
knees and other diseases or disorders which are-thoeétening, a qualifying clinical trial

is aPhase |, Phase IlI, or Phase lll clinical trial that is conducted in relation to the detection

or treatment of such ndifie-threatening disease or disorder and which meets any of the
following criteria in the bulleted list below.

y

Federally funded trialthe study or investigation is approved or funded (which may

include funding through-kind contributions) by one or more of the following:

- National Institutes of Health (litt)JudedNational Cancer Institute JNCI)

- Centers for Disease ControvantioRr@CDC)

- Agency for Healthcare Research and Quajity (AHRQ)

- Centers for Medicare and Medicaid Services (CMS)

- acooperative group or center of any of the entities described aboepatheaent
of Defense (D@DjheVeterans Administration (VA)

- aqualified nogovernmental research entity identified in the guidelines issued by the
National Institutes of Hemltbenter support grants; or

- TheDepartment of Veterans Atfieibepartment of DeterthkeDepartment of Energy
as long as theusty or investigation has been reviewed and approved through a
system of peer review that is determined byeatbietary of Health and Human Services
to meet both of the following criteria:

comparable to the system of peer review of studies and ingastigsd by
the National Institutes of Heaith

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

Yy the study or investigation is conducted under an investigational new drug application

reviewed by thg.S. Food and Drug Administration

Yy the study or investigation is a drug trial that is exempt from having such an

investigational new drug application;

Yy the clinical trial must have a written protocol that describes a scientifically sound study

and have been approved by all relevant institutional review IRBgdsefore
participants are enrolled in the trial. UnitedHealthcare may, at any time, request
documentation about the trial; or
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Yy the subject or purpose of the trial must be the evaluation of an item or service that meets
the definition of a Covered Health Service and is not otherwise excluded under the Plan.

Prior Authorization Requirement
For Non-Network Benefits you must obtain prior authorization as soon as the pogsibility
of participation in a Clinical Trial arises. If you do not obtain prior authorization ap
required, Benefits will be reduced to 50% of Eligible Expenses.

Congenital Heart Diseas§HD) Surgeries

The Plan pays Benefits for Congenital heart disease (CHD) surgeries which are ordered by a
Physician. CHD surgical procedures include surgeries to treat conditions such as coarctation
of the aorta, aortic stenosis, tetralogy of fallotpwai®n of the great vessels and

hypoplastic left or right heart syndrome.

UnitedHealthcare has specific guidelines regarding Benefits for CHD services. Contact
United Resource Networks at (888)B&& or Care Coordination for information about
these gudelines.

Prior Authorization Requirement
For Non-Network Benefits you must obtain prior authorization as soon as the pogsibility
of a CHD surgery arises. If you do not obtain prior authorization as required, Befefits

will be reduced to 50% of Eligible Erpes.

It is important that you notify the Claims Administrator regarding your intention tg have
surgery. Your notification will open the opportunity to become enrolled in progragns that
are designed to achieve the best outcomes for you.

The Plan pays Bdite for Congenital Heart Disease (CHD) services ordered by a Physician
and received at a CHD Resource Services program. Benefits include the facility charge and
the charge for supplies and equipment. Benefits are available for the following CHD
services:

outpatient diagnostic testing;

evaluation;

surgical interventions;

interventional cardiac catheterizations (insertion of a tubular device in the heart);
fetal echocardiograms (examination, measurement and diagnosis of the heart using
ultrasound technologygnd

y  approved fetal interventions.

SSKSKSSS

CHD services other than those listed above are excluded from coverage, unless determined
by United Resource Networks or the Claims Administrator to be proven procedures for the
involved diagnoses. Contact United Resdietweorks at (888) 9346 or Care

Coordinatiof™ at the tolfree number on your ID card for information about CHD

services.
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If you receive Congenital Heart Disease services from a facility that is not a Designated
Provider the Plan pays Benefits ax<dkesd under:

Physician's Office Servie&lickness and Injury;

Physician Fees for Surgical and Medical Services;
Scopic Procedure®utpatient Diagnostic and Therapeutic;
Therapeutic Treatment®utpatient;

Hospital- Inpatient Stay; and

Surgery Outpatient.

<SS

To receive Benefits under the CHD program, you must contact United Resource
Networks at (888) 9346 prior to obtaining Covered Health Services. The Plan yvill
only pay Benefits under the CHD program if CHD provides the proper notificatiop to
the Designatelrovider performing the services (even if youedelf to a provider in
that Network).

Dental ServicesAccident Only
Dental services are covered by the Plan when all of the following are true:

Yy Treatment is necessary because of accidiamiade.

y' Dental services are received from a Doctor of Dental Surgery or a Doctor of Medical
Dentistry.

Yy The dental damage is severe enough that initial contact with a Physician or dentist occurs
within 72 hours of the accident. (You may request an exteht$its time period
provided that you do so within 60 days of the Injury and if extenuating circumstances
exist due to the severity of the Injury.)

y' The injury was to natural teeth while the Covered Person is covered by the Plan.

Please note that dentahthge that occurs as a result of normal activities of daily living or
extraordinary use of the teeth is not considered having occurred as an accident. Benefits are
not available for repairs to teeth that are damaged as a result of such activities.

The Plaralso covers dental care (oral examinatioays{ extractions and rsurgical
elimination of oral infection) required for the direct treatment of a medical condition limited
to:

y" Dental services related to medical transplant procedures.

y Initiation of imnunosuppressives (medication used to reduce inflammation and suppress
the immune system).

y  Direct treatment of acute traumatic Injury, cancer or cleft palate.

Dental services for final treatment to repair the damage caused by accidental Injury must be
startel within 3 months of the accidgeat if not a Covered Person at the time of the

accident, within the first three months of coverage under therRéss extenuating
circumstances exist (such as prolonged hospitalization or the presence of fixdtamn wires
fracture care) and completed within 12 months of the acoidémot a Covered Person at

the time of the accident, within the first 12 months of coverage under the Plan
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The Plan pays for treatment of accidental Injury only for:

Emergency examimzn.

Necessary diagnostierays.

Endodontic (root canal) treatment.

Temporary splinting of teeth.

Prefabricated post and core.

Simple minimal restorative procedures (fillings).

Extractions.

Posttraumatic crowns if such are the only clinically acceptaiheent.
Replacement of lost teeth due to the Injury by implant, dentures or bridges.

SSKSSKSISKSSKSSKSS

Dental Surgical Procedures

The Plan pays for dental surgical procedures and necessary general anesthesia when
medically appropriate and the dental surgery is a covered service under the medical plan.
y" Removal of Impacted Teeth.
Yy Gingivectomy (including pestrrgical visits).

- Osseous.

- Mucogingival.

Alveolectomy (edentulous and in addition to removal of teeth).
Removal of palatal torus.

Removal of torus palatinus.

Incision of pericoronal gingival.

Closure of salivary fistula.

Resection of benign tumor of soft tissue (2.5 cm or larger).
Excision of cyst.

Removal of torus mandibularis.

Sialolithotomy; removal of salivary calculus.

Corticotomy.

Biopsy of oral tissuhard (bone or tooth).

S S S S S S S

Services including general anesthesia and associated Hospital or Alternate Facility charges
when the kinical status or underlying medical condition of the Covered Person requires
dental procedures that ordinarily would not require general anesthesia to be rendered in a
Hospital or Alternate Facility setting. Services are limited to Coveres\viAersame one of

the following:

y A child under seven years of age.

Yy A person who is developmentally disabled, regardless of age.

y' A person whose health is compromised and for whom general anesthesia is required,
regardless of age.

Services for the diagnosidreatment of a dental disease are not Covered Health Services.
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Diabetes Services

Diabetes SeliManagement and Training/Diabetic Eye Examinations/Foot Care

Outpatient selmanagement training for the treatment of diabetes, education and medical
nutrition therapy services. Diabetes outpatiermnaekigement training, education and
medical nutrition therapy services must be ordered by a Physician and provided by
appropriately licensed or registered healthcare professionals.

Benefits under this gem also include medical eye examinations (dilated retinal
examinations) and preventive foot care for Covered Persons with diabetes.

Diabetic SelfManagement ltems

Insulin pumps and supplies for the management and treatment of diabetes, based upon the
medcal needs of the Covered Person. An insulin pump is subject to all the conditions of
coverage stated under Durable Medical Equipment. Benefits for blood glucose monitors,
insulin syringes with needles, blood glucose and urine test strips, ketops &est stri

tablets and lancets and lancet deaieedescribed in Section Q@tpatient Prescription. Drugs

In the case of items covered under outpatient prescription drugs, pleasettederence
prescription plan for coverage details

Prior Authorization Requirement
For Non-Network Benefits you must obtain prior authorization before obtaining ahy

Durable Medical Equipment for the management and treatment of diabetes that fcosts
more than $1,000 (either retail purchase cost or cumulative retail rentakougiof g
item). If you do not obtain prior authorization as required, Benefits will be reducegd to
50% of Eligible Expenses.

Disposable Medical Supplies

The Plan pays for disposable medical supplies including, but not limited to, syringes and
lancets:

Durabé Medical Equipment (DME)
The Plan pays for Durable Medical Equipment (DME) that is:

Ordered or provided by a Physician for outpatient use.

Used for medical purposes.

Not consumable or disposable.

Not of use to a person in the absence of a Sicknessptnjissgbility.
Durable enough to withstand repeated use.

Appropriate for use in the home.

S

If more than one piece of DME can meet your functional needs, you will receive Benefits
only for the most Cosiffective piece of equipment. Benefits are provideddimgle unit
of DME (example: one insulin pump) and for repairs of that unit.
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Examples of DME include but are not limited to:

Equipment to administer oxygen.

Equipment to assist mobility, such as a standard wheelchair.

Hospital beds.

Delivery pump#or tube feedings.

Negative pressure wound therapy pumps (wound vacuums).

Burn garments.

Insulin pumps and all related necessary supplies as describBthbats Seructss

section.

External cochlear devices and systems. Surgery to placeaiogdhlat is also

covered by the Plan. Cochlear implantation can either be an inpatient or outpatient

procedure. Sadospital Inpatient St@®ehabilitation Seri@etpatient TherapgSurgery

- Outpatiemt this section.

Yy Braces that stabilize iajured body part, including necessary adjustments to shoes to
accommodate braces. Braces that stabilize an injured body part and braces to treat
curvature of the spine are considered Durable Medical Equipment and are a Covered
Health Service. Dental beaare excluded from coverage.

Yy Shoe inserts and arch supports when prescribed by a Plsst@n.orthotics,
custom foot inserts, custom shoe inserts and custom arch supports are covered with
review.

Yy Mechanical equipment necessary for the treatmédmboiocor acute respiratory failure

(except that aronditioners, humidifiers, dehumidifiers, air purifiers and filters, and

personal comfort items are excluded from coverage).

SOSKSSSKSKSS

The Plan also covers tubings, nasal cannulas, connectors and masks neetion wath
DME.

Benefits also includiedicatedpeeclyeneratingevices and trachesophageal voice
devices required for treatment of severe spapairmenbr lack of speech directly
attributed to Sickness or Injury. Benefits for the purch#seseflevices are available only
after completing a required threenth rental period.

Note: DME is different from prosthetic deviceseeProsthetic Dewctss section.

Benefits fodedicatedpeeclyeneratingevices and trachesophageal voicevitees are

limited to the purchase of one device during the entire period of time a Covered Person is
enrolled under the Plan. Benefits for repair/replacement are limited to once every three
years.

Benefits are provided for the repair/replacement of atyperable Medical Equipment
once every three years.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization before obtaining ahy
DME or orthotic that costs more than $1,000 (either retail purchase cost or cumylative
retail rental cost of a single item).
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If you do not obtain prior authorization as required, Benefits will be reduced to 5¢% of
Eligible Expenses.

Emergency Health Servic&utpatient

The Plan's Emergency services Benefit pays for outpatient treasnhéogmtal or
Alternate Facility when required to stabilize a patient or initiate treatment.

Network Benefits will be paid for an Emergency admission teNehweoark Hospital as

long as the Claims Administraonotified withintwo business dag$the admission or on

the same day of admission if reasonably possible after you are admitteti&iveonion

Hospital. The Claims Administrator may elect to transfer you to a Network Hospital as soon
as it is medically appropriate to do so. If yourzenyour stay in a ndfetwork Hospital

after the date your Physician determines that it is medically appropriate to transfer you to a
Network Hospital, Network Benefits will not be provitiemh-Network Benefits may be
available if the continued staglagermined to be a Covered Health Service. Eligible
Expenses will be determined as described Hhgibte ExpengeSection 3lan Highlights

Benefits under this section are not available for services to treat a condition that does not
meet the defition of an Emergency.

Note: If you are confined in a ndietwork Hospital after you receive outpatient
Emergency Health Services, you must notify the Claims Administrator within twa
business days or on the same day of admission if reasonably posSilsieng he
Administrator may elect to transfer you to a Network Hospital as soon as it is mgdically
appropriate to do so. If you choose to stay in théNletwork Hospital after the date
the Claims Administrator decides a transfer is medically approptredek Benefits
will not be provided. NeNetwork Benefits may be available if the continued stay s
determined to be a Covered Health Service.

Gender Dysphoria

Benefits for the treatment of Gender Dysphoria limited to the following services:
The Plarcovers the following nesurgical treatments for gender dysphoria:

Yy Crosssex hormone therapy:
- Crosssex hormone therapy administered by a medical provider (for example during
an office visit) is provided und®@rarmaceutical PréOcipatiein the setion
- Crosssex hormone therapy dispensed from a pharmacy is provideith@einder
prescription plan.

Yy Puberty suppressing medication injected or implanted by a medical provider in a clinical
setting.

Laboratory testing to monitor the safety of continuoss®ea hormongherapy.

Surgery for the treatment for Gender Dysphoria, including the surgeries listed below:

- Bilateral mastectomy or breast reduction

- Clitoroplasty (creation of clitoris)

- Hysterectomy (removal of uterus)

<<
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Labiaplasty (creation of labia)

Metoidioplasty (creation of penis, using clitoris)
Orchiectomy (removal of testicles)

Penectomy (removal of penis)

Penile prosthesis

Phalloplasty (creation of penis)
Salpingmophorectomy (removal of fallopian tubes and ovaries)
Scrotoplasty (creation of dcrm)

Testicular prosthesis

Urethroplasty (reconstruction of urethra)
Vaginectomy (removal of vagina)
Vaginoplasty (creation of vagina)

Vulvectomy (removal of vulva)
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Genital Surgery and Bilateral Mastectomy or Breast Reduction Surgery
Documentation Requirenents:

The Covered Person must provide documentation of the following for breast surgery:

Yy A written psychological assessment from at least one qualified behavioral health provider
experienced in treating Gender Dysphoria. The assessmeldauosnt that the
Covered Person meets all of the following criteria:
- Persistent, wellocumented Gender Dysphoria.
- Capacity to make a fully informed decision and to consent for treatment.
- Must be 18 years or older.
- If significant medical or mental healbhcerns are present, they must be reasonably
well controlled.

The Covered Person must provide documentation of the following for genital surgery:

Yy A written psychological assessment from at least two qualified behavioral health

providers experienced indtieag Gender Dysphoria, who have independently assessed

the Covered Person. The assessment must document that the Covered Person meets all

of the following criteria:

- Persistent, wellocumented Gender Dysphoria.

- Capacity to make a fully informed decisioht@a consent for treatment.

- Must 18 years or older.

- If significant medical or mental health concerns are present, they must be reasonably
well controlled.

- Complete at least 12 months of successful continuetiméutealife experience in
the desiredender.

- Complete 12 months of continuous cigEss hormone therapy appropriate for the
desired gender (unless medically contraindicated).

Yy The treatment plan is based on identifiable external sources inclutfioddhe
Professional Association for EaHsgdthd WPATH)andards, and/or evideAoased
professional society guidance.

Prior Authorization Requirement for Surgical Treatment

For Non-Network Benefits you must obtain prior authorization as soon as the pogsibility

of surgery arises. If you da obtain prior authorization as required, Benefits will b¢

reduced to 50% of Eligible Expenses.

14

In addition, for NoANetwork Benefits you must contact the Claims Administrator 24
hours before admission for scheduled admissions or as soon as is rpassiédlfpr
non-scheduled admissions

It is important that you notify the Claims Administrator as soon as the possibility
of surgery arises. Your notification allows the opportunity for the Claims
Administrator to provide you with additionalinformation and services that may bg
available to you and are designed to achieve the best outcomes for you.

Prior Authorization Requirement for NonSurgical Treatment
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authaization requirements will be the same as those stated under each Covered Health

Depending upon where the Covered Health Service is provided, any applicable prior
Service category.

Home Health Care

Covered Health Services are services that a Home Health Agency provides if you need care
in your home due to the nature of your conditiervi&s must be:

y' Ordered by a Physician.

Yy Provided by or supervised by a registered nurse imoyoeromprovided by either a
home health aide or licensed practical nurse and supervised by a registered nurse.

Yy Not considered Custodial Care, as definectiinséb, Glossary

Yy Provided on a patime, Intermittent Care schedule when Skilled Care is required. Refer
to Section 3, Glossafgr the definition of Skilled Care.

The Claims Administrataiill determine if Skilled Care is needed by reviewinthboth
skilled nature of the service and the need for Phydirgated medical management. A
service will not be determined to be "skilled" simply because there is not an available
caregiver.

Prior Authorization Requirement
For Non-Network Benefits you musbtain prior authorization five business days bgfore
receiving services or as soon as is reasonably possible. If you do not obtain prioy
authorization as required, Benefits will be reduced to 50% of Eligible Expenses.

Hospice Care

Hospice care is an intatgd program recommended by a Physician which provides comfort
and support services for the terminally ill. Hospice care can be provided on an inpatient or
outpatient basis and includes physical, psychological, social, spiritual and respite care for the
terminally ill person, and shtatm grief counseling for immediate family members while

the Covered Person is receiving hospice care. Benefits are available only when hospice care
is received from a licensed hospice agency, which can include a Hospital.

Prior Authorization Requirement
For Non-Network Benefits you must obtain prior authorization five business dayq before
admission for an Inpatient Stay in a hospice facility or as soon as is reasonably possible. If
you do not obtain prior authorization agureed, Benefits will be reduced to 50% of
Eligible Expenses.

In addition, for NoANetwork Benefits, you must contact the Claims Administrator
within 24 hours of admission for an Inpatient Stay in a hospice facility.

Hospitat Inpatient Stay
Hospital Benefits are available for:
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Non-Physician services and supplies received during an Inpatient Stay.

Room and board in a Sepnivate Room (a room with two or more beds).
Physician services for radiologists, anesthesiologists, pathologists gertt i noem
Physicians.

y
y

The Plan will pay the difference in cost between gpBeaté Room and a private room
only if a private room is necessary according to generally accepted medical practice.

Benefits for an Inpatient Stay in a Hospital are avaitdplhen the Inpatient Stay is
necessary to prevent, diagnose or treat a Sickness or Injury. Benefits for other Hospital
based Physician services are described in this sectidPhysagan Fees for Surgical and
Medical Services

Benefits for Emergenegimissions and admissions of less than 24 hours are described
underEmergency Health Send&sgerOutpatierfscopic Proced@etpatient Diagnostic
and TherapewtitdTherapeutic Treatm@unitpatienespectively.

Prior Authorization Requirement

For Non-Network Benefits for a scheduled admission, you must obtain prior
authorization five business days before admission, or as soon as reasonably pogsible for a
nonscheduled admissions

If you do not obtain prior authorization as requBedgfits will be reduced to 50% o
Eligible Expenses.

In addition, for NorNetwork Benefits, you must contact the Claims Administrator R4
hours before admission for scheduled admissions or as soon as is reasonably ppssible for
non-scheduleddmissions

Lab, XRay and Diagnostie©utpatient

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

Yy Lab and radiology/Xay.
y  Mammography.

Benefits under this section include:

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

Yy Physician services for radiologists, anesthesiologists and patliBlgugsits. for other
Physician services are described under Physician Feesciraéhardledical Services.)

Yy Presumptive Drug Tests and Definitive Drug Tests.

When these services are performed in a Physician's office, Benefits are described under
Physician's Office Se8idasess and Injutiiis section.
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Any combination of Netwk Benefits and Nohetwork Benefits is limited to 18
Presumptive Drug Tests per calendar year.

Any combination of Network Benefits and Ndetwork Benefits is limited to 18 Definitive
Drug Tests per calendar year.

Benefits for other Physician servicesl@seribed in this section unééysician Fees for
Surgical and Medical Seéix;esray and diagnostic services for preventive care are
described undétreventive Ceevicesthis section. CT scans, PET scans, MRI, MRA,
nuclear medicine and nragiiagnostic services are described waderxRay and Major
Diagnostic€T, PET Scans, MRI, MRA and Nuclear M&litpegiein this section.

Prior Authorization Requirement

For NonNetwork Benefits for Genetic Testing and sleep studies, yoobiairsiprior
authorization five business days before scheduled services are received. If you §lo not
obtain prior authorization as required, Benefits will be reduced to 50% of Eligiblg
Expenses.

Lab, XRay and Major DiagnostidST, PET Scans, MRI, MRéAdnclear Medicinre
Outpatient

Services for CT scans, PET scans, MRI, MRA, nuclear medicine, and major diagnostic
services received on an outpatient basis at a Hospital or Alternate Facility or in a Physician's
office.

Benefits under this section include:

Yy The facility charge and the charge for supplies and equipment.
Yy Physician services for radiologists, anesthesiologists and pathologists.

When these services are performed in a Physician's office, Benefits are described under
Physician's Office SeS8idasess and Injuthis section. Benefits for other Physician
services are described in this section Bigesician Fees for Sangiddedical Services

Mental Health Services

Mental Health Services include those received on an inpatient or outpatient basis in a
Hospital and an Alternate Facility or in a provider's dificgervices must be provided by
or under the direction ofteehavioral health provideho is properly licensed and qualified
by law and acting within the scope of their licensure

Benefits include the following levels of care:

Inpatient treatment.

Residential Treatment.

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

<
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Inpatient treatment and Residential Treatment includes room and board-pr&emi
Room (a room with two or more beds).

Servicemclude the following:

Diagnostic evaluations and assessment.

Treatment planning.

Treatment and/or procedures.

Medication managementd other associated treatments
Individual, familyandgrouptherapy.

Crisis intervention.

<SS,

The Mental Health/SubstanBelated and Addictisordes Administratoiprovides
administrave servicefor all levels of care.

You are encouraged to contact the Mental Health/Sub&altated and Addictive
Disordes Administrator folassistance in locatingraviders and coordination of care.

Virtual Behavioral Health Therapy and Coaching

Specialized virtual behavioral Therepg36G h car e p
Prograld) f or Cover ed RPeurringbelsavioral anchmedicalr t ai n c o
conditions.

AbleToTherap360 Prograprovides behavioral Covered Health Care Servicegtih

virtual therapy and coaching services that are individualized and tailored to your specific
health needs. Virtual therapy is provided by licensed therapists. Coaching services are
provided by coaches who are supervised by licensed professionals.

Except for the initial consultation, Covered Persons with a high deductible health plan
(HDHP) must meet their Annual Deductible before they are able to receive Benefits for
these services. There are no deductibles, Copayments or Coinsurance for the initial
consultation.

If you would like information regarding these services, you may contact the Claims
Administrator at the telephone number on your ID Card.

47 SECTION - ADDITIONACOVERAGEETAILS



CTY OFCOLUMBUNEDICAIAFFCHOICE PSIHDHRVIOD

Prior Authorization Requirement

For Non-Network Benefits for a scheduled admission for Mental HealteServ
(including an admission for services at a Residential Treatment facility), you mugt obtain
prior authorization five business days before admission or as soon as is reasongbly
possible for a nescheduled admission

14

In addition, for NorANetwork Benefs you must obtain prior authorization before th
following services are received: Partial Hospitalization/Day Treatment; Intensive
Outpatient Treatment programs; outpatient eleocmgulsive treatment; psychologicd
testingtranscranial magnetic stintiola

If you do not obtain prior authorization as required, Benefits will be reduced to 5¢% of
Eligible Expenses.

Neurobiological Disordergutism Spectrum Disorder Services

The Plan pays Benefits fmhavioraservices for Autism Spectrum Disolideluding
Intensive Behavioral Therapies such as Applied Behavior Analysih§ABwe)the
following:

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

y" Provided by Board Certified Applied Behavior Analyst (BCBA) or gtiadified
provider under the appropriate supervision

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

These Benefits describe onlyliebavioratomponent of gatment for Autism Spectrum

Disorder. Medical treatment of Autism Spectrum Disorder is a Covered Health Service for
which Benefits are available under the applicable medical Covered Health Services categories
as described in this section

Benefits inclde the following levels of care:

Inpatient treatment.

Residential Treatment.

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

<SS,

Inpatient treatment and Residential Treatment includes room and b&enhHprizate
Room (a room with two or more beds).

Servicesclude the following:

Yy Diagnostic evaluations and assessment.

Yy Treatment planning.

Yy Treatment and/or procedures.

Yy Medication managemaentd other associated treatments
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Yy Individual, familyandgrouptherapy.
Yy Crisis intervention.

The Mental Health/SubstanBelated and Addictisordes Administratoiprovides
administrative servicks all levels of care.

You are encouraged to contact the Mental Health/Sub&alated and Addictive
Disordes Adminsstrator forassistance in locatingravider and coordination of care.

Prior Authorization Requirement

For Non-Network Benefits for a scheduled admissioNdairobiological Disordeds
Autism Spectrum Disorder Services (including an admission fesssrai®esidentia
Treatment facility) you must obtain prior authorization five business days before
admission or as soon as is reasonably possible feseéhedaled admission

In addition, for NorANetwork Benefits you must obtain prior authorizatedarb the
following services are received. Services requiring prior authorization: Partial
Hospitalization/Day Treatment; Intensive Outpatient Treatment programs; psychplogical
testing; and Intensive Behavioral Therapy, inclagpliged Behavior AngkBi8).

If you do not obtain prior authorization as required, Benefits will be reduced to 5% of
Eligible Expenses.

Obesity Surgery

The Plan covers surgical treatment of obesity provided by or under the direction of a
Physician provided either of thedwling is true:

Yy You have a minimum Body Mass Index (BMI) of 40.

Yy You have a minimum BMI of 35 with complicatinghoobidities (such as sleep apnea
or diabetes) directly relatedbr exacerbated by obesity.

In addition to meeting the above criteria theviallg must also be true:

Yy You have documentation from a Physician of a diagnosis of morbid obesity for a
minimum of one year.

Yy You are over the age of 18.

Yy You have completed antonth physician supervised weight loss program.

Benefits are available @yesity surgery services that meet the definition of a Covgred
Health Service, as defined in SectpGlbssagnd are not Experimental or
Investigational or Unproven Services.

Medically appropriate weight loss exams are covered withdéagnosis of Morbid
Obesity and have the following limits:

Yy 1lvisit per weeklstmonth
y 1lvisit ever weeks 2nd month

Yy 1lvisit everyl weeks subsequent months.
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Prior Authorization Requirement
For Non-Network Benefits you must obtain prior authorina®soon as the possibilfty
of obesity surgery arises.

If you do not obtain prior authorization as required, Benefits will be reduced to 5¢% of
Eligible Expenses.

In addition, for NorANetwork Benefits you must contact the Claims Administrator 4
hoursbefore admission for an Inpatient Stay.

It is important that you notify the Claims Administrator regarding your intention t¢ have
surgery. Your notification will open the opportunity to become enrolled in progragns that
are designed to achieve the besooues for you.

Orthognathic Surgery

Benefits are available for orthognathic surgery. Some examples of orthognathic surgery may
include, but are not limited to, reconstructive jaw surgery required for Covered Persons
because of a Congenital Anomaly, aadengtic injury, dislocations, tumors, cancer or
obstructive sleep apnea.

Ostomy Supplies
Benefits for ostomy supplies are limited to:

Yy Pouches, face plates and belts.
y Irrigation sleeves, bags and ostomy irrigation catheters.
Yy Skin barriers.

Benefits are n@vailable for deodorants, filters, lubricants, tape, appliance cleaners,
adhesive, adhesive remover, or other items not listed above.

Pharmaceutical Product®utpatient

The Plan pays for Pharmaceutical Products that are administered on an outpatient basis in a
Hospital, Alternate Facility, Physician's office, or in a Covered Person's home. Examples of
what would be included under this category are antibiotic injectienRlnysician's office

or inhaled medication in BingentCareCenter for treatment of an asthma attack.

Benefits under this section are provided only for Pharmaceutical Products which, due to
their characteristics (as determined by UnitedHealthcatdypmcally be administered or
directly supervised by a qualified provider or licensed/certified health professional.
Depending on where the Pharmaceutical Product is administered, Benefits will be provided
for administration of the Pharmaceutical Proghudér the corresponding Benefit category

in this SPD

If you require certain Pharmaceutical Produncisiding specialty Pharmaceutical Products,
UnitedHealthcarmay direct you to a designated dispensing entity with whom
UnitedHealthcareas an arrangemt to provide those Pharmaceutical Products. Such
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Dispensing Entities may include an outpatient pharmacy, specialty pharmacy, Home Health
Agency provider, HospHaffiliated pharmacy or hemophilia treatment center contracted
pharmacy.

If you/your provide are directed to a designated dispensing entity and you/your provider
choose not to obtain your Pharmaceutical Product from a designated dispensing entity,
NetworkBenefits are not available for that Pharmaceutical Product.

Certain Pharmaceutical Prodaetssubject to step therapy requirements. This means that

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

UnitedHealthcare may have certain programs in which you may receive an enhanced or
reduced Benefit bad on your actions such as adherence/compliance to medication or
treatment regimens and/or participation in health management programs. You may access
information on these programs through the Internetvat.myuhc.comor by calling the

number on your Izard.

Physician Fees for Surgical and Medical Services

The Plan pays Physician fees for surgical procedures and other medical care received from a
Physician in a Hospital, Skilled Nursing Facility, Inpatient Rehabilitation Facility, Alternate
Facility or &r Physician house calls.

Physician's Office ServiceSickness and Injury

Benefits are paid by the Plan for Covered Health Services provided in a Physician's office for
the diagnosis and treatment of a Sickness or Injury. Benefits are provided sadgorthis
regardless of whether the Physician's office-stém#ing, located in a clinic or located in a
Hospital. Benefits under this section include allergy injections and hearing exams in case of
Injury or Sickness.

Covered Health Services includdioa education services that are provided in a
Physician's office by appropriately licensed or registered healthcare professionals when both
of the following are true:

Yy Education is required for a disease in which patientasgigement is an important
component of treatment.

Yy There exists a knowledge deficit regarding the disease which requires the intervention of
a trained health professional.

Covered Health Services include genetic counseling. Benefits are available for Genetic
Testing which idetermind to be Medically Necessary following genetic counseling when
orderedby the Physician and authorized in advance by UnitedHealthcare.

Benefits for preventive services are describedRmedentive Care Semtitigssection.
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Benefits under this sectimclude lab, radiologyAay or other diagnostic services
performed in the Physician's office.

Please Note
Your Physician does not have a copy of §Blr ands not responsible for knowing dr
communicating your Benefits.

Pregnancy Maternity Services

Benefits for Pregnancy will be paid at the same level as Benefits for any other condition,
Sickness or Injury. This includes all mateneliyed medical services for prenatal care,
postnatal care, delivery, and any related complications.

The Plan will paBenefits for an Inpatient Stay of at least:

Yy 48 hours for the mother and newborn child following a vaginal delivery.
Yy 96 hours for the mother and newborn child following a cesarean section delivery.

These are federally mandated requirements untiwtberns' and Mothers' Health Protection
Act of 199@hich apply to this Plan. The Hospital or other provider is not required to get
authorization for the time periods stated above. Authorizations are required for longer
lengths of stay. If the mother agrees, the attending Physician may discharge the mother
and/or the newborn child earlier than these minimum timeframes.

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

Prior Authorization Requirement
For Non-Network Benefits you must obtain prior authorization as soon as reasorjably
possible if the Inpatient Stay for the mother and/or the newlitbtoe more than 48
hours for the mother and newborn child following a normal vaginal delivery, or njore

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

If you do not obtain prior authorization as required, Beméfitoe reduced to 50% of
Eligible Expenses.

It is important that you notify the Claims Administrator regarding your Pregnancy|. Your
notification will open the opportunity to become enrolled in prenatal programs thht are
designed to achieve the bestonres for you and your baby.

Healthy moms and babies
The Plan provides a special prenatal program to help during Pregnancy. Particigation is
voluntary and free of charge. See Sectldimital Programs and Re$oudstails.
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Preventive Care Servce

The Plan pays Benefits filmetworkPreventive care services provided on an outpatient
basis at a Physician's office, an Alternate Facility or a Hospital. Preventive care services
encompass medical services that have been demonstrated by clincmt@bdeafe and
effective in either the early detection of disease or in the prevention of disease, have been
proven to have a beneficial effect on health outcomes and include the following as required
under applicable law:

Yy Evidencebased items or sergs that have in effect a rating of "A" or "B" in the current
recommendations of thénited States Preventive Services Task Force

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

Yy With respect to infants, children and adolescents, evidlenoed preventive care and
screenings provided for in the comprehensive guidelines supporteddajtthe
Resources and Services Administration

Yy With respect to amen, such additional preventive care and screenings as provided for
in comprehensive guidelines supported bi¢héth Resources and Services Administration

Preventive care Benefits defined underdésdth Resources and Services Administration (HRSA)
requirement include the cost of renting one breast pump per Pregnancy in conjunction with
childbirth. Breast pumps must be ordered by or provided by a Physician. You can obtain
additional information on how to access Benefits for breast pumps by going to
www.myuhc.comor by calling the number on your ID card. Benefits for breast pumps also
include the cost of purchasing one breast pump per Pregnancy in conjunction with

childbirth. These Benefits are described under Sediam 5ighlightsxderCoverétealth

Services

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

Yy Which pump is the most cost effective.

Yy Whether the pump should be purchasedmed.
y" Duration of a rental.

Yy Timing of an acquisition.

Benefits are only available if breast pumps are obtained from a DME provider or Physician.
Zoster vaccines are covered for the prevention of herpes in adults 50 years and older.

For questionabout your preventive care Benefits under this Plan call the number on your
ID card.

Prosthetic Devices

Benefits are paid by the Plan for external prosthetic devices that replace a limb or body part
limited to:

y Atrtificial arms, legs, feet and hands.
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y Atrtificial face, eyes, ears and noses.
Yy Breast prosthesis as required bytbemen's Health and Cancer Rights AcBeh&f838
include mastectomy bras and lymphedema stockings for the arm.

Benefits under this section are provided only for external prastivetes and do not
include any device that is fully implanted into the body.

If more than one prosthetic device can meet your functional needs, Benefits are available
only for the prosthetic device that meets the minimum specifications for your needs. The
device must be ordered or provided either by a Physician, or under a Physician's direction. If
you purchase a prosthetic device that exceeds these minimum specifications, the Plan will
pay only the amount that it would have paid for the prosthetic ttattheeminimum
specifications, and you may be responsible for paying any difference in cost.

Benefits are available for repairs and replacement, except that:

Yy There are no Benefits for repairs due to misuse, malicious damage or gross neglect.
Yy There are nBenefits for replacement due to misuse, malicious damage, gross neglect or
for lost or stolen prosthetic devices.

Note: Prosthetic devices are different from D\EeDurable Medical Equipment (DME)
this section.

Prior Authorization Requirement

For Non-Network Benefits, you must obtain prior authorization before obtaining
prosthetic devices that exceed $1,000 in cost per device. If you do not obtain pripr
authorization as required, Benefits will be reduced to 50% of Eligible Expenses.

Reconstructive Poedures

Reconstructive procedures are services performed when the primary purpose of the
procedure is either to treat a medical condition or to improve or restore physiologic function
for an organ or body part. Reconstructive procedures include suotfeey procedures

which are associated with an Injury, Sickness or Congenital Anomaly. The primary result of
the procedure is not a changed or improved physical appearance.

Improving or restoring physiologic function means that the organ or body paettis mad
work better. An example of a reconstructive procedure is surgery on the inside of the nose
so that a person's breathing can be improved or restored.

Benefits for reconstructive procedures include breast reconstruction following a mastectomy
and recortsuction of the noraffected breast to achieve symmetry. Replacement of an
existing breast implant is covered by the Plan if the initial breast implant followed
mastectomy. Other services required bwihraen's Health and Cancer Rights Act of 1998
includng breast prostheses and treatment of complications, are provided in the same
manner and at the same level as those for any other Covered Health Service. You can
contact UnitedHealthcare at the number on your ID card for more information about
Benefits fo mastectomyelated services.
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There may be times when the primary purpose of a procedure is to make a body part work
better. However, in other situations, the purpose of the same procedure is to improve the
appearance of a body part. Cosnireticeduresra excluded from coverage. Procedures

that correct an anatomical Congenital Anomaly without improving or restoring physiologic
function are considered Cosmetic Procedures. A good example is upper eyelid surgery. At
times, this procedure will be done tormap vision, which is considered a reconstructive
procedure. In other cases, improvement in appearance is the primary intended purpose,
which is considered a Cosmetic Procedure. This Plan does not provide Benefits for
Cosmetic Procedures, as defined itidBeld, Glossary

The fact that a Covered Person may suffer psychological consequences or socially avoidant
behavior as a result of an Injury, Sickness or Congenital Anomaly does not classify surgery
(or other procedures done to relieve such conseqoehetsvior) as a reconstructive
procedure.

Prior Authorization Requirement
For Non-Network Benefits, you must obtain prior authorization five business day$
before a scheduled Reconstructive Procedure is performed or;doneduled

procedures, within one business day or as soon as is reasonably possible.

=4

If you do not obtaiprior authorization as required, Benefits will be reduced to 5096 of
Eligible Expenses.

In addition, for NorANetwork Benefits you must provide notification to the Claims
Administrator 24 hours before admission for scheduled inpatient admissions or 4s soon
as is reasonably possible for-scmeduled inpatient admissions

Rehabilitation Service®utpatient Therapy and Manipulative Treatment

The Plan provides shderm outpatient rehabilitation services (including habilitative
services) limited to:

Physicktherapy.

Occupational therapy.

Manipulative Treatment.

Speech therapy.

Postcochlear implant aural therapy.

Vision therapy.

Cognitive rehabilitation therapy following a-frastmatic brain injury or cerebral
vascular accident.

Pulmonary rehabilitation.

Cardiac rehabilitation.

SS SSKSSKSSKSSKSKYS

For all rehabilitation services, a licensed therapy provider, under the direction of a Physician
(when required by state law), must perform the services. Benefits under this section include
rehabilitation services provided in a ielayss office or on an outpatient basis at a Hospital

or Alternate FacilitRe habi | i t ati ve services provided in
Home Health Agency are provided as described under Home Health Care. Rehabilitative
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services providedinaCotkrePer sonds home ot her than by
provided as described under this section.

Benefits can be denied or shortened for Covered Persons who are not progressing in goal
directed rehabilitation services or if rehabilitation goals haveglydveen met. Benefits

can be denied or shortened for Covered Persons who are not progressidgectgdal
Manipulative Treatment or if treatment goals have previously been met. Benefits under this
section are not available for maintenance/prevééingulative Treatment.

For outpatient rehabilitation services for speech therapy, the Plan will pay Benefits for the
treatment of disorders of speech, language, voice, communication and auditory processing
only when the disorder results from Injury, stroncer, Congenital Anomaly, or Autism
Spectrum Disorder. The Plan will pay Benefits for cognitive rehabilitation therapy only when
Medically Necessary following a {i@simatic brain Injury or cerebral vascular accident.

Habilitative Services
For the purpose of this Benefit, "habilitative services" mkeminsally Necessary skilled

health care servicdmt help a person keep, learn or improve skills and functioning for daily
living. Habilitative services are skilled when all of the followitngea

Yy The services are part of a prescribed plan of treatment or maintenance program that is
Medically Necessdarymaintain a Covered Person's current condition or to prevent or
slow further decline.

It is ordered by a Physician and provided and atenéd by a licensed provider.

It is not delivered for the purpose of assisting with activities of daily living, including
dressing, feeding, bathing or transferring from a bed to a chair.

It requires clinical training in order to be delivered safelifesio/ely.

It is not Custodial Care.

<SS <K

The Claims Administrator will determine if Benefits are available by reviewing both the
skilled nature of the service and the need for Phydirgated medical management.

Therapies provided for the purpose of gémethbeing or conditioning in the absence of a
disabling condition are not considered habilitative services. A service will not be determined
to be "skilled" simply because there is not an available caregiver.

Benefits are provided for habilitative sessprovided on an outpatient basis for Covered
Persons with disabling conditiowhen both of the following conditions are met:

Yy The treatment is administered by a licensed dpegdage pathologist, licensed
audiologist, licensed occupational therdipishsed physical therapisPhysician

Yy The initial or continued treatment must be proven and not Experimental or
Investigational.

Benefits for habilitative services do not apply to those services that are solely educational in
nature or otherwise paidder state or federal law for purely educational services. Custodial
Care, respite care, day care, therapeutic recreation, vocational traResiglemthl

Treatmentre not habilitative services. A service that does not help the Covered Person to
meetfunctional goals in a treatment plan within a prescribed time frame is not a habilitative
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service. When the Covered Person reaches his/her maximum level of improvement or does
not demonstrate continued progress under a treatment plan, a service tbabwsly p
habilitative is no longer habilitative.

The Plan may require that a treatment plan be provided, request medical records, clinical
notes, or other necessary data to allow the Plan to substantiate that initial or continued
medical treatment is needand that the Covered Person's condition is clinically improving

as a result of the habilitative service. When the treating provider anticipates that continued
treatment is or will be required to permit the Covered Person to achieve demonstrable
progressthe Plan may request a treatment plan consisting of diagnosis, proposed treatment
by type, frequency, anticipated duration of treatment, the anticipated goals of treatment, and
how frequently the treatment plan will be updated.

Benefits for Durable MedicEquipment and prosthetic devices, when used as a component
of habilitative services, are described Wwable Medical Equipamelirosthetic Devices
this section.

For outpatient rehabilitation services for speech therapy, the Plan will pisyf@eihef
treatment of disorders of speech, language, voice, communication and auditory processing
only when the disorder results from Injury, stroke, cancer, or Congenital Anomaly

Any combination of Network and Ndfetwork Benefits is limited as folk

y" Occupational, Physical and ChiroprédtiaipulationTherapiesiave 30 combined
visits Cognitive therapy is covered when the treatment is following a traumatic brain
injury or cerebral vascular accident and is covered under Occupational Therapy.
Additional visits may be available with required review.

Yy Speech Therapy Services have no visit limit once diagnosis of Injury, Stroke, or
Congenital Anomaly is established as a covered [Spesith therapy except as
required to diagnose or treat speech aadrty disorders which result from an accident
or illness are not covered by the Plan.

y" Pulmonary and Cardiac Rehabilitation, Orthoptic Therapy and Post Cochlear Implant
Aural Services have no visit limit once diagnosis is established as berwféred

Scopic ProcedureQutpatient Diagnostic and Therapeutic
The Plan pays for diagnostic and therapeutic scopic procedures and related services received
on an outpatient basis at a Hospital or Alternate Facility or in a Physician's office.

Diagnostt scopic procedures are those for visualization, biopsy and polyp removal.
Examples of diagnostic scopic procedures include colonoscopy, sigmoidoscopy, and
endoscopy.

Benefits under this section include:

Yy The facility charge and the charge for suppliesgaizment.
Yy Physician services for radiologists, anesthesiologists and pathologists.
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When these services are performed in a Physician's office, Benefits are described under
Physician's Office Se8imasess and Injuthis section. Benefits for otlghysician
services are described in this section @igesician Fees for Surgical and Medical Services

Please note that Benefits under this section do not include surgical scopic procedures, which
are for the purpose of performing surgery. Benefigsifgical scopic procedures are

described und&urgerOutpatienExamples of surgical scopic procedures include

arthroscopy, laparoscopy, bronchoscopy, hysteroscopy.

When these services are performed for preventive screening purposes, Benefitseare des
in this section und@reventive Care Services

Skilled Nursing Facility/Inpatient Rehabilitation Facility Services

Facility services for an Inpatient Stay in a Skilled Nursing Facility or Inpatient Rehabilitation
Facility are covered by the Plaandits include:

Yy Supplies and nehysician services received during the Inpatient Stay.
y" Room and board in a Sepnivate Room (a room with two or more beds).
Yy Physician services for radiologists, anesthesiologists and pathologists.

Benefits are availablaen skilled nursing and/or Inpatient Rehabilitation Facility services
are needed on a daily basis. Benefits are also available in a Skilled Nursing Facility or
Inpatient Rehabilitation Facility for treatment of a Sickness or Injury that would have
otherwig required an Inpatient Stay in a Hospital.

Benefits for other Physician services are described in this secti®hysidem Fees for
Surgical and Medical Services

UnitedHealthcare will determine if Benefits are available by reviewing both thatskéled
of the service and the need for Physitisatted medical management. A service will not be
determined to be "skilled" simply because there is not an available caregiver.

Benefits are available only if both of the following are true:

Yy The initial cafinement in a Skilled Nursing Facility or Inpatient Rehabilitation Facility
was or will be a Cost Effective alternative to an Inpatient Stay in a Hospital.
Yy You will receive skilled care services that are not primarily Custodial Care.

Skilled care is skitl nursing, skilled teaching, and skilled rehabilitation services when all of
the following are true:

y It must be delivered or supervised by licensed technical or professional medical
personnel in order to obtain the specified mealitedme angrovide fo the safety of
the patient.

It is ordered by a Physician.

It is not delivered for the purpose of assisting with activities of daily living, including
dressing, feeding, bathing or transferring from a bed to a chair.

y It requires clinical trainingander to be delivered safely and effectively.

y
y
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You are expected to improve to a predictable level of recovery. Benefits can be denied or
shortened for Covered Persons who are not progressingdiregiatl rehabilitation
services or if discharge rehatiibh goals have previously been met.

Note: The Plan does not pay Benefits for Custodial Care or Domiciliary Care, even if
ordered by a Physician, as defined in Seé&iGhoksary

Prior Authorization Requirement
For Non-Network Benefitsyou musbbtain prior authorization five business days
before admission, or as soon as is reasonably possibledoneduied admissions.

If you do not obtain prior authorization as required, Benefits will be reduced to 5% of
Eligible Expenses.

In addition, 6r Non-Network Benefits you must contact the Claims Administrator 4
hours before admission for scheduled admissions or as soon as is reasonably ppssible for
nonscheduled admissions

Substancdrelated and Addictiiasordes Services

SubstancRelated anAddictiveDisordes Services include those received on an inpatient
or outpatient basis in a Hospital or an Alternate Faciiitya provider's officéll services
must be provided by or under the direction of a behavioral health punidepropdy
licensed and qualified by law and acting within the scope of their licensure

Benefits include the following levels of care:

Inpatient treatment.

Residential Treatment.

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

SSKSSKSKS

Inpatient treatment and Residential Treatment includes room and board-ora&emi
Room (a room with two or more beds).

Servicesclude the following:

Diagnostic evaluations and assessment.
Treatment planning.

Treatment and/oprocedures.

Medication management.

Individual, familyandgrouptherapy.

Crisis intervention.

<SS S

The Mental Health/SubstanBelated and Addicti@sordes Administratoprovides
administrative servicks all levels of care.
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You are encouraged to conthet Mental Health/SubstanBelated and Addictive
Disordes Administrator folassistance in locatingravider and coordination of care.

Prior Authorization Requirement

For Non-Network Benefits forn scheduled admission for Subst&etated and
AddictiveDisorders Services (including an admission for services at a Residentigl
Treatment facilityjou must obtain prior authorization five business days before
admission or as soon as is reasonably possible fes@éhadaled admission

In addition, for NorANetwork Benefits you must obtain prior authorization before the
following services are received. Services requiring prior authorization: Partial
Hospitalization/Day Treatment; Intensive Outpatient Treatment programs; psychplogical
testing

If you do not olain prior authorization as required, Benefits will be reduced to 50p6 of
Eligible Expenses.

Surgery Outpatient

The Plan pays for surgery and related services received on an outpatient basis at a Hospital
or Alternate Facility or in a Physician's office.

Benefits under this section include certain scopic procedures. Examples of surgical scopic
procedures include arthroscopy, laparoscopy, bronchoscopy and hysteroscopy.

Examples of surgical procedures performed in a Physician's office are mole reeaoval and
wax removal.

Benefits under this section include:

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

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

When these services are performed in a Physician's office, Benefits are described under
Physician's Office Se8imdasess and Injutiiis section.

Prior Authorization Requirement
For Non-Network Benefits for sleep apseageryyou must obtain prior authorizatiof
five business days before scheduled services are received esdioedhalied services,
within two business days or as soon as is reasonably possible.

If you do notobtain prior authorization as required, Benefits will be reduced to 50p6 of
Eligible Expenses.
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Oral appliances amet coveredexceptfor certain appliances for a sleep apnea diagnosis.

Temporomandibular Joint (TMJ) Services

The Plan covers Services fordhaluation and treatment of temporomandibular joint
syndrome (TMJ) and associated muscles.

Diagnosis: Examination, radiographs and applicable imaging studies and consultation.

Non-surgical treatment including clinical examinations, oral appliancés émithts),
arthrocentesis and triggmint injections.

Benefits are provided for surgical treatment if the following criteria are met:

Yy There is clearly demonstrated radiographic evidence of significant joint abnormality.
Yy Non-surgical treatment hadddito adequately resolve the symptoms.
Yy Pain or dysfunction is moderate or severe.

Benefits for surgical services include arthrocentesis, arthroscopy, arthroplasty, arthrotomy,
open or closed reduction of dislocations.

Benefits for an Inpatient Stay in @splital and Hospitdlased Physician services are
described in this section unti@spital Inpatient StagdPhysician Fees for Surgical and Medical
Servigasspectively.

Therapeutic Treatment®utpatient

The Plan pays Benefits for therapeutitnreats received on an outpatient basis at a

Hospital or Alternate Facility or in a Physician's office, including dialysis (both hemodialysis
and peritoneal dialysis), intravenous chemotherapy or other intravenous infusion therapy and
radiation oncology.

Covered Health Services include medical education services that are provided on an
outpatient basis at a Hospital or Alternate Facility by appropriately licensed or registered
healthcare professionals when:

Yy Education is required for a disease in which patiEmanagement is an important
component of treatment.

Yy There exists a knowledge deficit regarding the disease which requires the intervention of
a trained health professional.

Benefits under this section include:

Yy The facility charge and the chargediated supplies and equipment.

Yy Physician services for anesthesiologists, pathologists and radiologists. Benefits for other
Physician services are described in this sectiorPinyd&ian Fees for Surgical and Medical
Services

61 SECTION - ADDITIONACOVERAGEETAILS



CTY OFCOLUMBUNEDICAIAFFCHOICE PSIHDHRVIOD

When these services areqenkd in a Physician's office, Benefits are described under
Physician's Office Services

Prior Authorization Requirement

For Non-Network Benefits fathe followingoutpatient therapeutservicesyou must
obtain prior authorization five business days before scheduled services are rece}jved or,
for nonscheduled services, within one business day or as soon as is reasonably possible.
Services that require m@rvice notification: dialysis, IV infusiintensity modulated
radiation therapy, Muided focused ultrasound.

If you do not obtain prior authorization as required, Benefits will be reduced to 5% of
Eligible Expenses.

Transplantation Services

Organ and tissue transplantduding CART cel therapy for malignancsfen ordered

by a Physician. Benefits are available for transplants when the transplant meets the definition
of a Covered HealtBervice ang not an Experimental or Investigational or Unproven

Service.

Examples of transplants fwhich Benefits are available include bone michwing
CAR-T cell therapy for malignancikeart, heart/lung, lung, kidney, kidney/pancreas, liver,
liver/small bowel, pancreas, small bowel and cornea.

Benefits are available to the donor and tiy@eatwhen the recipient is covered under this

Plan. Donor costs that are directly related to organ removal or procurement are Covered
Health Services for which Benefits are payable through the organ recipient's coverage under
the Plan.

The Claims Admirtistor has specific guidelines regarding Benefits for transplant services.
Contact the Claims Administrator at the number on your ID card for information about
these guidelines.

Transplantation services including evaluation for transplant, organ pracamdrdenor
searches and transplantation procedures may be regaveedsignated Provideigtwork
facility or a noiNetwork facility.

Benefits are also available for cornea transplants. You are not reqhtsed poior
authorization fronthe Claim@\dministratorfor a cornea transplant.

Prior Authorization Requirement
For Non-Network Benefits, you must obtain prior authorization as soon as the pgssibility
of a transplant arises (and before the timetagmsplantation evaluation is performef at

atransplant center).

If youdon't obtain prior authorization as requiB=hefits will be reduced to 50% of
Eligible Expenses.
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In addition, for NorANetwork Benefits you must contact the Claims Administrator 4
hours before admission for scheduled agmsssr as soon as is reasonably possiblg for
non-scheduled admissions

Support in the event of serious illness
If you or a covered family member needs an organ or bone marrow transplant,
UnitedHealthcare can put you in touch with quedidgment centers around the courfry.

Urgent Care Center Services

The Plan provides Benefits for services, including professional services, received at an
Urgent Care Center, as defined in SecidaldssaryVhen Urgent Care services are
provided in a Rysician's office, the Plan pays Benefits as describeBhysieian's Office
ServiceSickness and Injury

Urinary Catheters
Benefits for indwelling and intermittent urinary catheters for incontinence or retention.

Benefits include related urologip@ies for indwelling catheters limited to:

Yy Urinary drainage bag and insertion tray (kit).
Yy Anchoring device.
y Irrigation tubing set.

Virtual Care Services

Virtual care for Covered Health Services that includes the diagnosis and treatment of less
serious madal conditions. Virtual care provides communication of medical information in
reaitime 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 wkervices are delivered through a Designated Virtual
Network Provider. You can find a Designated Virtual Network Provider by contacting the
Claims Administrator at www.myuhc.com or the telephone number on your ID card.

Benefits are available for the foitayy

Yy Urgent ondemand health care delivered through live audio withcaidsencing or
audio only technology for treatment of acute buenuergency medical needs.

Please Note: Not all medical conditions can be treated through virtual care. Tatdesign
Virtual Network Provider will identify any condition for which treatmenipgegyson
Physician contact is needed.

Benefits do not include email, fax and standard telephone calls, or for services that occur
within medical facilitie€MSdefined origiating facilities).
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Wisdom Teeth
The Plan provides Benefits for extractiompiactedvisdom teetlonly.
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SECTION-CLINICAL PROGRAMS AND RESOURCES

What this section includes:
Health andvellbeing resources available to you, including:
Yy~ Consumer Solutions and S&dfrvice Tools.

Yy Disease Management Services.
Yy Wellness Programs.
Yy~ Complex Medical Conditions Programs and Services.

Y Womenods Health/ Reproductive.

City of Columbus believes in giwg the tools you need to be an educated health care
consumer. To that end, City of Columbus has made available several convenient educational
and support services, accessible by phone and the Internet, which can help you to:

Yy take care of yourself and ytamily members;
Yy manage a chronic health condition; and
Yy navigate the complexities of the health care system.

NOTE:
Information obtained through the services identified in this section is based on cjirrent
medical literature and on Physician review. It iateaded to replace the advice of g
doctor. The information is intended to help you make better health care decisiong and
take a greater responsibility for your own health. UnitedHealthc@ig afidColumbus
are not responsible for the results of gewisions from the use of the information,
including, but not limited to, your choosing to seek or not to seek professional mgdical
care, or your choosing or not choosing specific treatment based on the text.

Consumer Solutions and Sg#rvice Tools

Health Survey

You and your Spouse are invited to learn more about your health and wellness at
www.myuhc.comand are encouraged to participate in the online biealdy The health
surveyis an interactive questionnaire designed to help you identifyajtyr lneebits as
well as potential health risks.

Your healtrsurveyis kept confidential. Completing sugveywill not impact your Benefits
or eligibility for Benefits in any way.

If you need any assistance with the oslingey please call the number on your ID card.

Reminder Programs

To help you stay healthy, UnitedHealthcare may send you and your covered Dependents
reminders to schedule recommended screening exams. Exaraplexiefs include:

y  Mammograms for women.
Yy Pediatric and adolescent immunizations.
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y  Cervical cancer screenings for women.
y- Comprehensive screenings for individuals with diabetes.
Yy Influenza/pneumonia immunizations for enrollees.

There is no need to enroll mg program. You will receive a reminder automatically if you
have not had a recommended screening exam.

Decision Support
In order to help you make informed decisions about your health care, UnitedHealthcare has

a program called Decision Support. Thisramdargets specific conditions as well as the
treatments and procedures for those conditions.

This program offers:

Yy Accesdo health care information.
Yy Support by a nurse to help you make more informed decisions in your treatment and
care.

Yy Expectations offéatment.
Yy Information on providers and programs.

Conditions for which this program is available include:

Back pain.

Knee & hip replacement.
Prostate disease.
Prostate cancer.

Benign uterine conditions.
Breast cancer.

Coronary disease.
Bariatricsurgery.

SSSKSSKKSKSYS

www.myuhc.com
UnitedHealthcare's member webgiteyw.myuhc.com provides information at your
fingertips anywhere and anytime you have access to the Wwtennetyuhc.comopens

the door to a wealth of health information and conveniesesel€ tools to meet your
needs.

With www.myuhc.comyou can:

Yy receive personalized messages that are posted to your own website;
Yy research a health condition and treatment options to get ready for a discussion with your
Physician;
Yy search for Networgroviders available in your Plan through the online provider
directory;
Yy complete a health risk assessment to identify health habits you can improve, learn about
healthy lifestyle techniques and access health improvement resources;
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use the treatment costiestor to obtain an estimate of the costs of various procedures
in your area; and

use the Hospital comparison tool to compare Hospitals in your area on various patient
safety and quality measures.

Registering on www.myuhc.com

If you have not already retgred asawww.myuhc.comsubscriber, simply go to
www.myuhc.comand click on "Register Now." Have your ID card handy. The
enrollment process is quick and easy.

Visitwww.myuhc.comand:

make rediime inquiries into the status and history of younsla

view eligibility and Plan Benefit information, including Copays and Annual Deductibles;
view and print all of your Explanation of Benefits (EOBs) online; and

order a new or replacement ID card or print a temporary ID card.

<SS

Want to learn more about a@ndition or treatment?
Log on towww.myuhc.comand research health topics that are of interest to you. earn

about a specific condition, what the symptoms are, how it is diagnosed, how corpmon it
is, and what to ask your Physician.

Health Management Virtual Behavioral Health Therapy and Coaching Programs

The Virtual Behavioral Health Therapy and Coaching program identifies Covered Persons
with chronic medical conditions that frequentgamur with mental health challenges, and
provides support throughrtvial sessions for depression, anxiety and stress that often
accompany chronic medical health issues like diabetes, cancer or cardiac conditions. This
means that you may be called by a licensed clinical social worker or coach. You may also call
the progranand speak with a licensed clinical social worker or coach.

This Plan includes access to an online portal available specifically for Covered Persons
enrolled in the program for monitoring your progress toward meeting all the participation
criteria.

Youdbre encouraged to visit the site frequent
completing and ensure that your informatiomp i® dateThe site also includes links to
other helpful tools and resources for Behavioral Health.

The progranis provided through AbleTo, Inc. Participation is completely voluntary and
without extra charge. If you think you may be eligible to participate or would like additional
information regarding the program, please contact the number on your ID card.

DiseaséMlanagement Services

Disease Management Services

If you have been diagnosed with certain chronic medical conditions you may be eligible to
participate in a disease management program at no cost to yeariTtagdure, coronary
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artery disease, diabetsthmaand Chronic Obstructive Pulmonary Disease (COPD)
programs are designed to support you. This means that you will receive free educational
information ananay even be called by a registered nurse who is a specialist in your specific
medical conditiorThis nurse will be a resource to advise and help you manage your
condition.

These programs offer:

Yy educational materials that provide guidance on managing your specific chronic medical
condition. This may include information on symptoms, warning sigmarsefement
techniques, recommended exams and medications;

Yy access to educational andmelhagement resources on a consumer website;
an opportunity for the disease management nurse to work with your Physician to ensure
that you are receiving the apprdpréare; and
access to and ooe-one support from a registered nurse who specializes in your
condition. Examples of support topics include:

- education about the specific disease and condition

- medication management and compliance;

- reinforcement of ofinebehavior modification program goals;
- preparation and support for upcoming Physician visits;

- review of psychosocial services and community resources;
- caregiver status andhome safety;

- use of maibrder pharmacy and Network providers.

Participation is cophetely voluntary and without extra charge. If you think you may be
eligible to participate or would like additional information regarding the program, please
contact the number on your ID card.

Complex Medical Conditions Programs and Services

CancerResource Services (CRS) Program

Your Plan offers Cancer Resource Services (CRS) program to provide you with access to
information and member assistance through a team of specialized cancer nurse consultants
and access to one of the nationds | eading ca

To learn more abo@RS visit www.myoptumhealthcomplexmedical.com or call the
number on your ID card or call the program directh8669366002.

Coverage for oncology servicesandoncolagy at ed services are based
terms, exclusions, limitatonsand ndi t i ons, i ncluding the pl ant
coverage guidelines. Participation in this program is voluntary.

Congenital Heart Disease (CHD) Resource Services

UnitedHealthcare provides a program that identifies and supports a Coseredlier

has Congenital Heart Disease (CHD) through all stages of treatment and recovery. This
program will work with you and your Physicians, as appropriate, to offer support and
education on CHD. Program features include clinical management by spiadialized
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Nurses, support from specialized Social Workers, assistance with choosing Physicians and
Facilities, and access to Designated Providers.

To learn more about CHD Resource Services program, visit
www.myoptumhealthcomplexmedical.com or call UnitedHealtitdhe number on your
ID card or you can call the CHD Resource Services Nurse Tear@3t B3E5.

Coverage for CHD surgeries and related servi
exclusions, | imitations gbilitdrequiementsand ons, i ncl
coverage guidelines. Participation in this program is voluntary. If you are considering any

CHD surgeries you must contact CHD Resource Services prior to surgery to enroll in the

program in order for the surgery to be a consideGaered Health Service under the

Plan.

Comprehensive Kidney Solution (CKS) program

For Participants diagnosed with Kidney Disease, your Plan offers the Comprehensive
Kidney Solution (CKS) program to help you manage the effects of advanced Chronic
KidneyDisease (CKD) through Ersfage Renal Disease (ESRD).

Should the disease progress to the point of needing dialysis, CKS provides aecess to top
performing dialysis centers. That means you
practi ces O alp pare@rafessiondlsrwiahndentoestrated expertise.

There are hundreds of contracted dialysis centers across the country, but in situations where
you cannot conveniently access a contracted dialysis center, CKS will work to negotiate
patientspecific agements on your behalf.

To learn more about Comprehensive Kidney Solutions, visit
www.myoptumhealthcomplexmedical.comor call the number on your ID card.

Coverage for dialysis and kidredgted sevi ces are based on your he
exclusions, I imitations and conditions, incl
coverage guidelines. Participation in this program is voluntary. If you decide to no longer
participate in the prograpiease contact CKS of your decision.
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Kidney Resource Services (KRS) program
End-Stage Renal Disease (ESRD)

The Kidney Resource Services program provides Covered Persons with access to a

registered nurse advocate who specializes in helping individudls kideey disease. As a
participant in the KRS program, youdll work
and information. The nurse can help you manage other conditions, such as diabetes and high
blood pressure. He or she can also help yoddutdrs, specialists and dialysis centers.

This program is available at no extra cost to you.

With KRS, you have access to a registered nurse who specializes in kidney health. This

program is designed to help you be your own best advocate for youy tweatidyy have

been referred to the KRS program by your medical provider or from past claim information.

As part of your health insurance benefits, I

KRS nurse advocates are available, Monday through Fritleg #t0l-8665617518
(TTY: 711).

Coverage for dialysisand kidney | at ed services are based on y
exclusions, | imitations and conditions, incl
coverage guidelines. Participation in thiggmog voluntary.

Orthopedic Health Support Program

Orthopedic Health Support is a program that provides you access to specialized nurses and
high-performing providers to help meet your specific needs from early pain onset through
treatment and beyond.

This program offers:

Early intervention and appropriate care.

Coaching to support behavior change.

Shared decisiemaking.

Pre and possurgical counseling.

Support in choosing treatment options.

Education on baetelated information argglfcare strategies.
Longterm support.

SSSKSSKSSKKSS

Participation is completely voluntary and without extra charge. If you think you may be
eligible to participate or would like additional information regarding the program, please call
the number on your ID card.

If you are considering any of the above surgeries you must contact an Orthopedic nurse
prior to surgery to enroll in the program in order for the surgery to be a considered a
Covered Health Service under the Plan.

70 SECTION - CLINICAPROGRAMS ANRESOURCES



CTY OFCOLUMBUNEDICAIAFFCHOICE PSIHDHRVIOD

Transplant Resource Services (TRS) Program

Your Plan offers Transplant Resource Services (TRS) program to provide you with access to
one of the nationds | eading transplant progr
program means your transplant tach&rat ment i s ©b
health care professionals with extensive expertise in transplantation.

To learn more about Transplant Resource Services, visit
www.myoptumhealthcomplexmedical.conor call the number on yolD card.

Coverage for transplant and transplaptl at ed servi ces are based o1
exclusions, | imitations and conditions, incl
coverage guidelines. Participation in this program isavglunt

Wellness Programs

Quit For Life Program

UnitedHealthcare provides a tobacco cessation program to help tobacco users withdraw
from nicotine dependendehe Quit For Lif& program employs an evidebesed

combination of physical, psychological andvietal strategies to help enable you to take
responsibility for and overcome your addiction to tobacco use.

If you are a tobacco user, the Quit For®feogram tailors a quitting plan for you and
incorporates the following components:

Multiple planned phorgased coaching sessions.

Unlimited access to Quit Codstiaff for ongoing support for the duration of your
program via tofiree phone and live chat

Nicotine replacement therapy (patch or gum) sent to you in conjunction with your quit
date.

Unlimited access to a modiendly online web portal, including support tools that
complement your phofmsed coaching.

An online Quit Guide designed to coempént your phonrkased coaching sessions and
web activity.

Tailored motivational emails sent throughout your quitting process.

Personalized, interactive text messages.

S

If you would like to enroll in Quit For Leor if you would like additional infornoati
regarding the program and also how to access the program online, please call the number on
your ID card.

Women's Health/Reproductive

Maternity Support Program

If you are pregnant or thinking about becoming pregnant, and you are enrolled in the
medical Plan, you can get valuable educational information, advice and comprehensive case
management by calling the number on your ID card. Your enroliment in the prifidram

handled by an OB nurse who is assigned to you.
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This program offers:

Enrollment by an OB nurse.

Preconception health coaching.

Written and online educational resources covering a wide range of topics.

First and second trimester risk screenings.

Identification and management efoathighrisk conditions that may impact pregnancy.
Predelivery consultation.

Coordination with and referrals to other benefits and programs available under the
medical plan.

A phone call from a nurse approximately twekg/postpartum to provide information
on postpartum and newborn care, feeding, nutrition, immunizations and more.

<N SN NSNS

Postpartum depression screening.

Participation is completely voluntary and without extra charge. To take full advantage of the
program, youra encouraged to enroll within the first trimester of Pregnancy. You can
enroll any time, up to your 34th week. To enroll, call the number on your ID card.

As a program participant, you can always call your nurse with any questions or concerns you
might hae.
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SECTION-&EXCLUSIONS AND LIMITATIONS: WHAT THE MEDICAL PLAN
WILL NOT COVER

What this section includes:
Yy Services, supplies and treatments that are not Covered Health Services, excgpt as may
be specifically provided for in SectioAdilitional Coverage Details.

The Plan does not pay Benefits for the following services, treatments or supplies even if they
arerecommended or prescribed by a provider or are the only available treatment for your
condition.

When Benefits are limited within any of the Covered Health Services categories described in
Section 6Additional Coverage Détaid® limits are statede corresponding Covered

Health Service category in Sectidtdn Highlightsmits may also apply to some Covered
Health Services that fall under more than one Covered Health Service category. When this
occurs, those limits are also stated in Séctdan HighlighBlease review all limits

carefully, as the Plan will not pay Benefits for any of the services, treatments, items or
supplies that exceed these benefit limits.

Please note that in listing services or examples, when the SBays,"this includes,"
or "including but not limiting to", it is not UnitedHealthcare's intent to limit the
description to that specific list. When the Plan does intend to limit a list of sepas or
examples, the SPD specifically states that the list "is limited to."

Alternative Treatments
Acupressure and acupuncture.
Aromatherapy.

Hypnotism.

Massage therapy.
Rolfing.

o g A~ DN PE

Art therapy, music therapy, dance theepymalassistetherapyand other forms of
alternative treatment as defined byNégonal Center for Complementary and Alternative
Medicine (NCCAI) theNational Institutes of Hegtis exclusion does not apply to
Manipulative Treatment and Am@nipulative osteopathice&or which Benefits are
provided as described in SectioAddlitional Coverage Details

7. Wilderness, adventure, camping, outdoor, or other similar programs.

Dental

1. Dental care (which includes dentah)s, spplies and appliances and all associated
expenses, including hospitalizations and anesthesia

This exclusion does not apply to accidglated dental services for which Benefits are
provided as described unBental ServicAscident OmtySection 6Additional Coverage
Details.
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This exclusion does not apply to dental anesthesia for which Benefits are provided as
described undé@ental Surgical Procad@®astion 6Additional Coverage Details

This exclusion does not apply to derded (oral examinationrys, extractions and
nonsurgical elimination of oral infection) required for the direct treatment of a medical
condition for which Benefits are available under the Plan, limited to:

- Transplant preparation.
- Prior to the initiatio of immunosuppressives drugs.
- The direct treatment of acute traumatic Injury, cancer or cleft palate.

Dental care that is required to treat the effects of a medical condition, but that is not
necessary to directly treat the medical condition, is exEaegles include treatment
of dental caries resulting from dry mouth after radiation treatment or as a result of
medication.

Endodontics, periodontal surgery and restorative treatment are excluded.

2. Preventive care, diagnosis, treatment of or related to the teeth, jawbones or gums.
Examples include:

- Extractions, restoration and replacement of f€kith exclusion does not apply to
removal of wisdom teeth.

- Medcal or surgical treatments of dental conditions.

- Services to improve dental clinical outcomes.

This exclusion does not apply to preventive care for which Benefits are provided under
theUnited States Preventive Services rEashr&oreet or thidealh Resources and Services
Administration (HRS#&yuiremenfThis exclusioalsodoes not apply to accident

related dental services for which Benefits are provided as describBdntati8ervices
Accident OrySection 6Additional Coverage Details

3. Dental implants, bone grafts, and other impédated procedures.

This exclusion does not apply to accidglated dental services for which Benefits are
provided as described unBemtal ServicAscidei@nlyin Section 6Additional Coverage
Details

4. Dental braces (orthodontics).

5. Treatment of congenitally missing, malpositioned or supernumerary (extra) teeth, even if
part of a Congenital Anomaly.

Devices, Appliances and Prosthetics

1. Devices used specifically as safety items or to affect performanceielafatts
activities.

2. Orthotic appliances and devices that straightersbape a body part, excepen
prescribed by a Physicamndescribed undeurable Medical Equipment (DME€kction
6, Additional Coverage Detadsexclusion does not apply to cranial molding tselme
and cranial banding that meet clinical criteria.

Examples of excluded orthotic appliances and devices include but are not limited to
some type of braces, including orthotic braces avauabkhe countef his exclusion
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does not include diabetic footwear which may be covered for a Covered Person with
diabetic foot disease. This exclusion does not include orthotics as described under
Durable Medical Equipment (DMEection 6Additional Coverage Details.

3. The following items are excluded, even if presdnjbadPhysician:

- Blood pressure cuff/monitor.
Enuresis alarm.

Non-wearable external defibrillator.
Trusses.

Ultrasonic nebulizers.

Repairs to prosthetic devices due to misuse, malicious damage or gross neglect

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

6. Devices and computers to assist in communicaticspaech except fdedicated
speeclyeneratingevices and trachesophageal voice devices for which Benefits are
provided as described unBerable Medical Equipm&gction 6Additional Coverage
Details

7. Oral appliances except for sleep apnea as describe8urgdéyOutpatieim Section 6
Additional Coverage Details

8. Powered and ngpowered exoskeleton devices.

Drugs

The exclusions listed below appltheomelical portion of the Plan onRrescription Drug

coverage is excluded under the medical plan because it is a separate benefit. Coverage may
be available under the Prescription Drug portion of the Plan. See SeCtibpatient

Prescription Drémscoverage details and exclusions.

1. Prescription Drug Products for outpatient use that are filled by a prescription order or
refill.

2. Selfadministered or setffusel medications. This exclusion does not apply to
medications which, due to their characteristics, (as determined by UnitedHealthcare),
must typically be administered or directly supervised by a qualified provider or
licensed/certified health professionanroutpatient setting. This exclusion does not
apply to hemophilia treatment centers contracted to dispense hemophilia factor
medications directly to Covered Persons femnée¢ion

3. Non-injectable medicatiogssen in a Physician's office. This exclusion does not apply
to noninjectable medications that are required in an Emergency and consumed in the
Physician's office.

Overthe-counter drugs and treatments.
Growth hormone therapy.

6. Certain New Pharmaceutical Products and/or new dosage forms until the date as
determined by the Claims Admi grnesbutnat or or
later than December 31st of the following calendar year.
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9.

This exclusion does not apply if you have-thigatening Sickness or condition (one

that is likely to cause death within one year of the request for treatment). If you have a
life-threatening Sickness or condition, under such circumstances, Benefits may be
available for the New Pharmaceutical Product to the extent provided for in Section 6,
Additional Coverage Details

A Pharmaceutical Prariithat contains (an) active ingredient(s) available in and
therapeutically equivalent (having essentially the same efficacy and adverse effect profile)
to another covered Pharmaceutical Product. Such determinations may be made up to six
times during a aldar year.

A Pharmaceutical Product that contains (an) active ingredient(s) which is (are) a
modified version of and therapeutically equivalent (having essentially the same efficacy
and adverse effgatofile) to another covered Pharmaceutical Product. Such
determinations may be made up to six times during a calendar year

A Pharmaceutical Product with an approved biosimilar or a biosimilar and
therapeutically equivalent (having essentially the saawy effid adverse effect profile)

to another covered Pharmaceutical Product. For the purpose of this exclusion a
"biosimilar” is a biological Pharmaceutical Product approved based on showing that it is
highly similar to a reference product (a biologieahflceutical Product) and has no
clinically meaningful differences in terms of safety and effectiveness from the reference
product. Such determinations may be made up to six times per calendar year.

10. Certain Pharmaceutical Products for which there aneahgcally equivalent (having

essentially the same efficacy and adverse effect profile) alternatives available, unless
otherwise required by law or approved by the Claims Administrator. Such
determinations may be made up to six times during a calendar year

11.Benefits for Pharmaceutical Products for the amount dispensed (days' supply or quantity

limit) which exceeds the supply limit.

12.Compounded drugs that contain certain bulk chemicals. Compounded drugs that are

available as a similar commercially availsdlm&ceutical Product.

Experimental or Investigational or Unproven Services

1

Experimental or Investigational Services and Unproven Services and all services related
to Experimental or Investigational and Unpndservices are excluded, unless the Plan

has agreed to cover them as defined in SectiGio$Saryhe fact that an

Experimental or Investigational or Unproven Service, treatment, device or
pharmacological regimen is the only available treatmenafocdar condition will

not result in Benefits if the procedure is considered to be Experimental or
Investigational or Unproven in the treatment of that particular condition.

This exclusion does not apply to Covered Health Services provided during a Clinical
Trial for which Benefits are provided as described Ghideal Triais Section 6,
Additional Coverage Details

Foot Care

1

Routine foot carexamples include the cutting or removal of corns and calluses
preventive foot care for Covered Persons with diabetes for which Benefits are provided
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as described underabetes Serwic8gction 6Additional Coverage D&ailsingoot
care services that are not covered include:

- Nail trimming or cutting.
- Debriding (removal of dead skin or underlying tissue).

Hygienic and preventive maintenance foot care. Examples include:

- Cleaning and saak the feet.
- Applying skin creams in order to maintain skin tone.

This exclusion does not apply to preventive foot care for Covered Persons who are at
risk of neurological or vascular disease arising from diseases such as diabetes.

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

Shoe orthotics, unless as described ihdeble Medical Equipim&wction 6,
Additional Coverage Details

Gender Dysphoria

1.

Cosmetic Procedures, including the following:

- 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 tightening.

- Facial bone remodeling for facial feminizations.

- Hair removalexcept as part of a genital reconstruction proceduRhggieian for
the treatment of Gender Dysphoria

- Hair transplantation.

- Lip augmentation.

- Lip reduction.

- Liposuction.

- Mastopexy.

- Pectoral implants for chest masculinization.

- Rhinoplasty.

- Skin resurfacing.

Medical Supplies and Equipment

1. Prescribed or neprescribed medical suppliesamplesclude
- Acebandagegjauze and dressings
This exclusion does not apply to:
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- Ostomy bags and related supplies for which Benefits are provided as described under
Ostomy Supph Section 6Additional Coverage Details

- Disposable supplies necessary for the effective use of Durable Medical Equipment
for which Benefits are provided as described inatable Medical Equipiment
Section 6Additional Coverage Details

- Diabetc supplies for which Benefits are provided as describediaizkes Services
in Section 6Additional Coverage Details

- Non-ostomy catheters, surgical dressings and surgical / compression stockings.

- Urinary catheters for which Benefits are providddsasibed undéirinary Catheters
in Section 6Additional Coverage Details

Tubings, connectors and masks except when used with Durable Medical Egsiipment
described under Durable Medical Equipment

Mental HealtiNeurobiological Disorded®\utism Spectrum Disorder and
SubstanceéRelated and Addictiisordes Services

In addition to all other exclusions listed in this SectiexcRisions and Limitatibes
exclusions listed directly below applservices described unieEmtal Health Services,
Neurobiological Disefdgrsm Spectrum Disandior SubstanRelated and AddiEliserdsr
ServicesSection pAdditional Coverage Details

1

Servtes performed in connection with conditions not classified in the current edition of
thelnternational Classification of Diseases section on Mental and BaHanagraldiicsorders
and Statistical Manual of the American Psychiatric Association

Outside of an initial assessment, services as treatments for a primary diagnosis of
conditions and problems that may be a focus of chttiemfion butire specifically

noted not to be mental disorders within threec edition of th®iagnostic and Statistical
Manual of the American Psychiatric Association

Outside of initial assessment, services as treatments for the primary diagnoses of learning
disabilities, gamblingsdrder and paraphilic disosler

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

Tuition for or services that asehool basefbr children and adolescents under the
Individuals with Disabilities Education Act

Outside of initial assessment, unspecified disorders for which the provider is not
obligated to provide clinical rationale as defined in the current editioDiafjthastic
and Statistical Manual of the American Psychiatric Association

Transitional Living services
Non-Medical 244our Withdrawal Management.

High intensity residential care includingerican Society of iadidedicine (ASAM)
criteria for Covered Persons with substegle¢ed and addictive disorders who are
unable to participate in their care due to significant cognitive impairment.
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Nutrition

1

Nutritional or cometic therapy using high dose or mega quantities of vitamins, minerals
or elements, and other nutrition based therapy. Examples include supplements,
electrolytes and foods of any kind (including high protein foods and low carbohydrate
foods).

Nutritional counseling for either individuals or groepsept as defined under
Nutritional Counseahngection 6Additional Coverage Details

This exclusion does not apply to medichkehavioral/mental health relatedritional
education services that are provided by appropriately licensed or registered health care
professionals when both of the following are true:

- Nutritional education is required for a disease in which patienasatiement is an
important componerof treatment.

- There exists a knowledge deficit regarding the disease which requires the
intervention of a trained health professional.

Food of any kind. Foods that are not covered include:

- Enteral feedings amther nutritional and electrolyte formulas, including infant
formula and donor breast milkfant formula available over the counter is always
excluded.

- Foods to control weight, treat obesity (including liquid diets), lower cholesterol or
control dibetes.

- Oral vitamins and minerals.

- Meals you can order from a menu, for an additional charge, during an Inpatient Stay.

- Other dietary and electrolyte supplements.

Health education classes unless offerehibtydHealthcare or its affiliates, including
but not limited to asthma, smoking cessation, and weight control classes.

Personal Care, Comfort or Convenience

1

o~ WD

Television.

Telephone.

Beauty/barber service.

Guest service.

Supplies, equipment and similar incidentals for pecsanfakt. Examples include:

- Air conditioners, air purifiers and filters and dehumidifiers.

- Batteries and battery chargers.

- Breast pumps. This exclusion does not apply to breast pumps for which Benefits are
provided under thEealth Resources and Semndiogstraton (HRSwjuirement;

- Car seats.

- Chairs, bath chairs, feeding chairs, toddler chairs, ergonomically correct chairs, chair
lifts and recliners.

- Exercise equipment and treadmills.

- Hot tubs.

- Humidifiers.
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Jacuzzis.

Medical alert systems.

Motorized leds, norHospital beds, comfort beds and mattresses.
Music devices.

Personal computers.

Pillows.

Poweroperated vehicles.

Radios.

Saunas.

Stair lifts and stair glides.

Strollers.

Safety equipment.

Treadmills.

Vehicle modifications such as van lifts.
Video players.

Whirlpools.

Physical Appearance
1. Cosmetic Procedures. See the definition in SebtiBlodsarizxamples include:

Liposuction or removal of fat deposits considered undesirable, including fat
acamulation under the male breast and nippis.exclusion does not apply to
liposuction for which Benefits are provided as describedRew®erstructive Procedures
in Section 6Additional Coverage Details

Pharmacological regimens, nutritional procedureeatments.

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

Sclerotherapy treatment of veins.

Hair removal or replacement by any means.

Treatments for skin wrinkles or anyttresnt to improve the appearance of the skin.
Treatment for spider veins.

Skin abrasion procedures performed as a treatment for acne.

Treatments for hair loss.

Varicose vein treatment of the lower extremities, when it is considered cosmetic.

Replacement of an existing intact breast implant if the earlier breast implant was
performed as a Cosmetic Proceddote: Replacement of an existing breast implant is
considered reconstructive if the initial breast implowéa mastectomy. See
Reconstructive Proced@eetson 6Additional Coverage Details

Physical conditioning programs such as athletic trainindyuiloldlyg, exercise, fitness,
flexibility, health club mdrarships and programs, spa treatments and diversion or
general motivation.

Weight loss programs whether or not they are under medical supervision or for medical
reasons, even if for morbid obesity.

Wigs and other scalp hair prosthesis regardless of the reason for the hair loss

Treatment of benign gynecomastia (abnormal breast enlargement in males).
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Procedures and Treants
1. Biofeedback.

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

3. Rehabilitation services and Manipulative Treatment to improve general physical
condition that are provided to reduce potential risk factors, where significant therapeutic
improvement is not expected, includingineyiongterm or maintenance/preventive
treatment.

4. Outpatient cognitive rehabilitation therapy except as Medically Necessary following
traumatic brain Injury or cerebral vascular accident.

5. Speech therapy to treat stuttering, stammering, or other articulation disorders.

6. Speech therapy, except when required for treatment of aispeachenbr speech
dysfunction that result®m Injury, stroke, cancer, Congenital Anomaly or autism
spectrum disorder as identified urRielnabilitation Ser@epatient Therapy and
Manipulative TreatimmeBéction 6Additional Coverage Details

7. Excision or elimination of hanging skin on any part of the body. Examples include
plastic surgery procedures called abdominoplasty or abdominal panniculectomy and
brachioplasty.

8. Psychosurgery (lobotomy).

9. Standalone multdisciplinary smoking cessation programs. These are programs that
usually include health care providers specializing in smoking cessation and may include a
psychologist, social worker or other licensedrtified professional. The programs
usually include intensive psychological support, behavior modification techniques and
medications to control cravings.

10 Chelation therapy, except to treat heavy metal pgjsoni

11 Physiological modalities and procedures that result in similar or redundant therapeutic
effects when performed on the same body region during the same visit or office
encounter.

12 The following treatments for obesity:

- Non-surgical treatment of obesity, even if for morbid obesity.
- Surgical treatment of obesity unless there is a diagnosis of morbid obesity as
described und@®besity Surger$ection 6Additional Cenage Details

13 Medical and surgical treatment of excessive sweating (hyperhidrosis).

14 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.

15 Breast reduction surgery except as coverage is requiréd/byntres Health and Cancer
Rights Act of 1988 which Benefits are described urRiszonstructive Procedures
Section 6Additional Coverage Details.
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16. Habilitative services or therapies for the purpose of genekainglbr condition in
the absence of a disabling condition

17. Intracellular micronutrient testing.
18. Cellular and Gene Therapy services neiviext from a Designated Provider.

Providers

1. Services performed by a provider who is a family member by birth or marriage, including
your Spouse, brother, sister, parent or child. This includes any serxocedirenpay
perform on himself or herself.

Services performed by a provider with your same legal residence.
Services ordered or delivered by a Christian Sciencepeactit

Services performed by an unlicensed provider or a provider who is operating outside of
the scope of his/her license.

5. Services provided at a fstanding or Hostalbased diagnostic facility without an
order written by a Physician or other provider. Services thatdireseld to a free
standing or Hospitdlased diagnostic facility. Services ordered by a Physician or other
provider who is an employee or esgntative of a frestanding or Hospitdlased
diagnostic facility, when that Physician or other provider:

- Has not been actively involved in your medical care prior to ordering the service.
- Is not actively involved in your medical care aftsetivece is received.

This exclusion does not apply to mammography.

Reproduction

1. Health care services and related expenses for infertility treatments, including assisted
reproductive technology, regardless of the reason for the treatment.

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

- Fees for the use of a Gestational Carrier or Surrogate.

- Insemination or InVitro fertilization procedures for Surrogate or transfer of an
embryo to Gestational Carrier.

- Pregnancy services fdbestational Carrier or Surrogate who is not a Covered
Person.

3. Donor, Gestational Carrier or Surrogate administration, agency fees or compensation.
4. The following services related to donor services for donor sperm, ovum (egg cell) or
oocytes (eggs), or emiwy(fertilized eggs):

- Known egg donor (altruistic donatian,friend, relative or acquaintancéhe cost
of donor eggs. Medical costs related to donor stimulation and egg retrieval. This
refers to purchasing or receiving a donated egg that isrfeeshfttat has already
been retrieved and is frozen.
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- Purchased egg donoe(clinic or egg bank)The cost of donor eggs. Medical
costs related to donor stimulation and egg retrieval. This refers to purchasing a
donor egg that has already been retri@ve is frozen or choosing a donor who will
then undergo an egg retrieval once they have been selected in the database.

- Known donor sperm (altruistic donatian,friend, relative or acquaintang@he
cost of sperm collection, cryopreservation amag&oThis refers to purchasing or
receiving donated sperm that is fresh, or that has already been obtained and is
frozen.

- Purchased donor sperine (clinic or sperm bank)The cost of procurement and
storage of donor sperm. This refers to purchasimag dperm that has already been
obtained and is frozen or choosing a donor from a database.

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

6. The reversal of voluntary sterilization.
7. InVitro fertilization regardless of the reason for treatment.

8. Assisted Reproductive Technology procedures done fgenetic disorder sex
selection or eugenic (selective breeding) purposes.

9. Preimplantation Genetic Testing for Aneuploidy (G Tised to dect embryos for
transfer in order to increase the chance for conception.

Services Provided under Another Plan

Services for which coverage is available:

1. Under another plan, except for Eligible Expenses payable as described in Section 10,
Coordination of Benefits.(COB)

2. Under workers' compensation;faalt automobile coverage or similar legislation if you
could éectit or could have it elected for you.

3. While on active military duty.

4. For treatment of military serviadated disabilities when you are legally entitled to other
coverage, and facilities are reasonably available to you.

Transplants

1. Health services for organ and tissue transplants except as identifiechoadiemtation
ServicesSection GAdditional Coverage figtkaks UnitedHealthcare determines the
transplant to be appropriate according to UnitedHealthcare's transplant guidelines.

Health services for transplants involving animal organs

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

1.

Health services provided in a foreign country, unless required as Emergency Health
Services.

Travel or transportation expenses, even if ordered by a Physician. Additional travel
expenses related to Covered Health Services received from a DesignatedrProvide

ot her Network Provider may be rei mbursed
not apply to ambulance transportation for which Benefits are provided as described
underAmbulance Senncgsction 6Additional Coverage Details

Types of Care

1

Custodial Care or maintenance care as defined in Sgcltmsdagr maintenance
care.

Domiciliary Care, as defined in Sect)®lossary.

Multi-disciplinary pain management programs provided on an inpatient basis for acute
pain or for exacerbation of chronic pain.

Private Duty Nursing.

Respite care. This exclusion does not apply to respite care that is part of an integrated
hospice care program of services provided to a terminally ill person by a licensed hospice
care agency for which Benefitsgnovided as described undespice CameSection 6,
Additional Coverage Details

Rest cures.
Services of personal care attendants.

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

Vision and Hearing

1

Routine vision examinations, including refragkaeinations to determine the need for
vision correction.

Implantable lenses used only to correct a refractive error (suabssneal
implants).
Purchase cost and associated fitting charges for eyeglasses or contact lenses.

Purchase cost and associated fitting and testing charges for hearing aids, Bone Anchor
Heaing Aids (BAHA) and all other hearing assistive devices.

Surgery and other related treatment that is intended to correct nearsightedness,
farsightedness, presbyopia and astigmatism including, but not limitexttures
such as laser and other refractive eye surgery and radial keratotomy.

All Other Exclusions

1
2.

Autopsies and other coroner services and transportation services for a corpse.
Charges for:
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- Missed appointments.

- Room or facility reservations.
- Completion of claim forms.

- Record processing.

Charges prohibited by federal-&imkback or selfeferral statutes.
Diagnostic tests that are:

- Delivered in other than a Physician's office or health care facility.
- Seltadministered home diagnostic tests, including but not limited to HIV and
Pregnancy tests.

Expenses for health services and supplies:

- That are received as a result of war or any act of war, whether declared or
undeclared, while part of any armed service force of any country. This exclusion
does not apply to Covered Persons who aliarcévinjured or otherwise affected by
war, any act of war or terrorism in a-m@m zone.

- That are received after the date your coverage under this Plan ends, including health
services for medical conditions which began before the date your coverdige under
Plan ends.

- For which you have no legal responsibility to pay, or for which a charge would not
ordinarily be made in the absence of coverage under this Benefit Plan.

- That exceed Eligible Expenses or any specified limitation in this SPD.

- For which anon-Network provider waives the Copay, Annual Deductible or
Coinsurance amounts.

Foreign language and sign language services.
Long term (more than 30 days) storagéootdh umbilical cord or other material.

Health services and supplies that do not meet the definition of a Covered Health Service
- see the definition in Sectids) GlossarZovered Health Services are thodéhhea

services including services, supplies or Pharmaceutical Products, which the Claims
Administrator determines to be all of the following:

- Medically Necessary.

- Described as a Covered Health Service in this SPD under Sécthtodal
Coverage Detil$ in Section ®lan Highlights.

- Not otherwise excluded in this SPD under this Secttol8sions and Limitations

Health services related to a+@overed Health Service: When a service is not a

Covered Hdth Service, all services related to thatlQuwered Health Service are also
excluded. This exclusion does not apply to services the Plan would otherwise determine
to be Covered Health Services if they are to treat complications that arise from the non
Covered Health Service.

For the purpose of this exclusion, a "complication" is an unexpected or unanticipated
condition that is superimposed on an existing disease and that affects or modifies the
prognosis of the original disease or condition. Exampl&soohalication” are

bleeding or infections, following a Cosmetic Procedure, that require hospitalization.
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10. Physical, psychiatric or psychological exams, testing, vaccinations, immunizations or
treatments when:

Reguired solely for purposes of education, sports or camp, travel, career or
employment, insurance, marriage or adoption; or as a result of incarceration.
Conducted for purposes of medical research.

Related to judicial or administrative proceedings or.orders

Required to obtain or maintain a license of any type.
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SECTION-CLAIMS PROCEDURES

What this section includes:
y" How Network and no#Network claims work.

Yy~ What to do if your claim @enied, in whole or in part.

If You Receive Covered Health Services from a Network Provider

UnitedHealthcare pay Network providers directly for your Covered Health Services. If a
Network provider bills you for any Covered Health Service, contact us.riHpoweaee
responsible for meeting any applicable deductible and for paying any required Copayments
and Coinsurance to a Network provider at the time of service, or when you receive a bill
from the provider.

If You Receive Covered Health Services from-Bdétwork Provider

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

You shouldsubmit a request for payment of Benefits within 90 days after the date of service.
If you don't provide this information to us within one year of the date of service, Benefits

for that health service will be denied or reduced, in our discretion. Tlsitidues not

apply if you are legally incapacitated or if extenuating circumstances apply. If your claim
relates to an Inpatient Stay, the date of service is the date your Inpatient Stay ends.

Required Information

When you request payment of Benefiis fus, you must provide us with all of the
following information:

The Subscriber's name and address.

The patient's name and age.

The number stated on your ID card.

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

The name and address of any ordé&timgician.

A diagnosis from the Physician.

An itemized bill from your provider that includestieent Procedural Term{@&tagy
codes or a description of each charge.

The date the Injury or Sickness began.

A statement indicating either that youargou are not, enrolled for coverage under
any other

health insurance plan or program.

If you are enrolled for other coverage you must include thehtmaether carrier(s).

SIS S L

The above information should be filed with us at the address on your. ID card
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If Your Provider Does Not File Your Claim

You can obtain a claim form by visitmgw.myuhc.com calling the tefiree number on
your ID card or contacting Human Resourég®u do not have a claim form, simply
attach a brief letter of explanation tolitleandverify that the bill contains the information
listed below. If any of these itemes missing from the bill, you can include them in your
letter:

Your name and address.

The patient's name, age and relationship to the Participant.

The number as shown on your ID card.

The name, address and tax identification number of the providereoVitte(s).

A diagnosis from the Physician.

The date of service.

An itemized bill from the provider that includes:

- TheCurrent Procedural Terminologyo(leBT)

- A description of, and the charge for, each service.

- The date the Sickness or Injury began.

- A gatement indicating either that you are, or you are not, enrolled for coverage
under any other health insurance plan or program. If you are enrolled for other
coverage you must include the name and address of the other carrier(s).

S S S,

Failure to provide allg¢hinformation listed above may delay any reimbursement that may be
due you.

For medical claims, the above information should be filed with UnitedHealthcare at the
address on your ID card. When filing a claim for Outpatient Prescription Drug Product
Benefis, your claims should be submitted to:

Optum RX
PO Box 29077
Hot Springs, AR 71903

After UnitedHealthcare has processed your claim, you will receive payment for Benefits that
the Plan allows. It is your responsibility to pay thé&letmork provider the @nges you
incurred, including any difference between what you were billed and what the Plan paid.

Payment of Benefits

You may not assign, transfer, or in any way convey your Benefits under the Plan or any
cause of action related to your Benefits under the Plan to a provider or to any other third
party. Nothing in this Plan shall be construed to make the Plan, Plan SpGieions
Administrator or its affiliates liable for payments to a provider or to a third party to whom
you may be liable for payments for Benefits.

The Plan will not recognize claims for Benefits brought by a third party. Also, any such third
party shainot have standing to bring any such claim independently, as a Covered Person or
beneficiary, or derivatively, as an assignee of a Covered Person or beneficiary.
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References herein to othird partiessd include
agencies or third parties that have purchased accounts receivable from providers or to whom
accounts receivables have been assigned.

As a matter of convenience to a Covered Person, and where practicable for the Claims
Administrator (as determined insitde discretion), the Claims Administrator may make
payment of Benefits directly to a provider.

Any such payment to a provider:

Yy is NOT an assignment of your Benefits under the Plan or of any legal or equitable right
to institute any proceeding relating to your Benefits; and

y  is NOT a waiver of the prohibition on assignment of Benefits under the Plan; and

Yy shall NOT estop the PlanaR Sponsor, or Claims Administrator from asserting that
any purported assignment of Benefits under the Plan is invalid and prohibited.

|l f this direct payment for your convenience
respect to such Benefits ismiished by such payment. If any payment of your Benefits is

made to a provider as a convenience to you, the Claims Administrator will treat you, rather

than the provider, as the beneficiary of your claim for Benefits, and the Plan reserves the

right to ofset any Benefits to be paid to a provider by any amounts that the provider owes

the Plan (including amounts owed as a resul¢t
recovery rights to the Plan), pursuaidtund of Overpaym&dstion 11: Clomation of

Benefits

Eligible Expenses due to a fdeatwork provider for Covered Health Services that are
subject to thé&o Surprises Atthe Consolidated Appropriations Act (RR60até paid
directly to the provider.

Form of Payment of Benefits

Payment of Benefits under the Plan shall be in cash or cash equivalents, or in the form of
other consideration that UnitedHealthcare in its discretion determines to be adequate. Where
Benefits are payable directly to a provider, such adequate comsideatas the

forgiveness in whole or in part of amounts the provider owes to other plans for which
UnitedHealthcare makes payments, where the Plan has taken an assignment of the other
pl ansd recovery rights for value.
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SECTIONO: QUESTIONS, COMPLAINTS AND APPEALS

For the purpose of this section, the terms below will have the following meanings:

y

"Adverse benefit determination” means a decision by UnitedHealthcare or
Uni tedHeal thcareds designee:

- To deny, reduce or terminate a requested health care service or payment, in whole or
in part, including all of the following:

A determination that the health care
requirements for medlagecessity, appropriateness, health care setting, level of
care or effectiveness, including Experimental or Investigational Services.

A determination of an individual's eligibility for individual health coverage,
including coverage offered to individttaisugh a noremployer group, to

participate in a plan or health plan coverage.

A determination that a health care service does not meet the definition of a
Covered Health Service.

The imposition of an exclusion, source of Injury, Network or any other

limitation on Benefits that would otherwise be covered.

- To not issue individual health coverage to an applicant, including coverage offered to
an individual through a nemployer group.
- To rescind coverage on a health benefit plan.

"Authorized representa¢” means an individual who represents a Covered Person in
the internal appeals or external review process of an adverse benefit determination who
is any of the following:

- A person to whom the Covered Person has given express, written consent to
represenher or him in the internal appeals or external review process of an adverse
benefit determination.

- A person authorized by law to provide substituted consent for the Covered Person.

- A family member or a treating health care professional if the CoveradsPers
unable to provide consent.

"Covered Person" means either the Participant or an Enrolled Dependent, but this term
applies only while the person is enrolled under the Plan. References to "you" and "your"
throughout thisummary plan descriptiare reérences to a Covered Person. For

purposes of an internal appeal or external review, Covered Person also includes the
Covered Person's authorized representative.

Yy "Final adverse benefit determination” means an adverse benefit determination that is

upheldat he compl eti on of UnitedHealthcareos
"Health benefit plan” means a Plan, contract or agreement offered by UnitedHealthcare
to provide, deliver, arrange for, pay for or reimburse any of the costs of health care
services.

"Health cee services" means services for the diagnosis, prevention, treatment, cure or
relief of a health condition, Sickness, Injury or disease.

"Health plan issuer” means any entity subject to the insurance laws and rules of this
state, or subject to the jurigaio of the Superintendent of Insurance, that contracts, or
offers to contract to provide, deliver, arrange for, pay for, or reimburse any of the costs

90

SECTIONO - QUESTIONSCOMPLAINTS AMBPPEALS

S

e



CTY OFCOLUMBUNEDICAIAFFCHOICE PSIHDHRVIOD

of health care services under a health benefit plan, including a sickness and accident
insurance compayg health insuring corporation, a fraternal benefit society, a self
funded multiple employer welfare arrangement, or a nonfederal, government health plan.
Health plan issuer includes a third party administrator to the extent that the benefits that
such arentity is contracted to administer under a health benefit plan are subject to the
insurance laws and rules of this state or subject to the jurisdiction of the Superintendent.

Yy "Independent review organization (IRO)" means an organization certifiedtégtbke S

Ohio to hear appeals of adverse determinations.

"Rescind" or "rescission" means to retroactively cancel or discontinue coverage. It does

not include cancelling or discontinuing coverage that only has a prospective effect or

cancelling or discontiimg coverage that is effective retroactively to the extent it is
attributable to a failure to timely pay required premiums or contributions towards the
cost of coverage.

Yy~ "Stabilize" means the provision of such medical treatments as may be necessary to
assue, within reasonable medical probability that no material deterioration of a Covered
Person's medical condition is likely to result from or occur during a transfer, if the
medical condition could result in any of the following:

- Placing the health of th@¥&red Person, or, with respect to a pregnant woman, the
health of the woman or her unborn child, in serious jeopardy;

- Serious impairment to bodily functions;

- Serious dysfunction to any bodily organ or part.

- In the case of a woman having contractionilizaed means such medical
treatment as may be necessary to deliver, including the placenta.

Yy "Superintendent"” means the Superintendent of Insurance.

Covered Health Services, Emergency Health Services and Emergency Medical Condition
have the same meaningslafined in Section X5lossary.

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

What to Do if You Have a Question

Call the tolfree number shown on your ID card. UnitedHealthepresentatives are
available to take your a@hlring regular business hours, Monday through Friday.

What to Do if You Have a Complaint

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

If you would rather send your complaint to UnitedHealthcare in writing, the
UnitedHealthcareepresentative can provide you with the appropriate address.

If the UnitedHealthcanepresentative cannot resolve the issue to your satisfaction over the
phone he/she can help you prepare and submit a written complaint. UnitedHealthcare will
notify you of its decision regarding your complaint within 60 days of receiving it.

91 SECTIONO - QUESTIONSCOMPLAINTS AMBPPEALS



CTY OFCOLUMBUNEDICAIAFFCHOICE PSIHDHRVIOD

A complaint is a dissatisfaction, not an appeal, expressed by yoawthygaaed
representative including, but not limited to, a provider's hours, the availability of Network
providers, or a provider who is not accepting new patients.

How to Appeal a Claim Decision

Postservice Claims

Postservice claims are those claimisateafiled for payment of Benefits after medical care
has been received.

Preservice Requests for Benefits

Pre-service requests for Benefits are those requests that require prior notification or benefit

confirmation prior to receiving medical care. UnitedHealthcare will notify you of its decision as
expeditiously as your medical condition or circumstances require, but not later than 5 days
for nonurgent preservice requests or 24 hours for urgent caisepriee requests. This

notice will be oral unleaswritten notification is requested.

How to Request an Appeal

If you disagree with either apegvice request for Benefits determination;geosgice
claim determination or a rescission of coverage determination, you can contact
UnitedHealthcare in wing to formally request an appeal.

Your request for an appeal should include:

The patient's name and the identification number from the ID card.

The date(s) of medical service(s).

The provider's name.

The reason you believe the claim should be paid.

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

S

Your first appeal request must be submitted to UnitedHealthcare within 180 days after you
receive the denial of a fservice request for Benefits or the claim denial.

Appeal Process
The appeals process consists of two steps:

Yy Internal appeals.
Yy External reviews.

You or your authorized representative may appeal an adverse benefit determination
regardless of the actual or estimated cost of the health care service. Areadfierse
determination is UnitedHealthcareds deci si on

y Deny, reduce or terminate a requested health care service or payment in whole or part.
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Yy Notissue health care coverage to an applicant, including coverage offered to an
individual through a neamployer group.
Yy Rescind coverage (coverage that was cancelled or discontinued retroactively).

A qualified individual who was not involved in the decision being appealed will be appointed
to decide the appeal. If your appeal is relatdithitcal matters, the review will be done in
consultation with a health care professional with appropriate expertise in the field, who was
not involved in the prior determination. UnitedHealthcare may consult with, or seek the
participation of, medical exs as part of the appeal resolution process. You consent to this
referral and the sharing of pertinent medical claim information. Upon request and free of
charge, you have the right to reasonable access to and copies of all documents, records and
other nformation relevant to your claim for Benefits. In addition, if any new or additional
evidence and/or rationale is relied upon or generated by UnitedHealthcare during the
determination of the appeal, UnitedHealthcare will provide it to you free ofmtharge a
sufficiently in advance of the due date of the response to the adverse benefit determination.
During the appeals process, you or your authorized representative may provide testimony,
written comments, documents, records and other information relgtiog éppeal.

During the internal appeals process, continued coverage of your ongoing course of

treatment will be provided pending the outcome of your appeal. Your ongoing course of

treatment cannot be reduced or terminated unless UnitedHealthcare guteaitEs notice

and an opportunity for advance review. For those appeals relating to an ongoing course of
treatment involving urgent care, you may proceed with an external review at the same time

as an internal appeal . dldfyodhmyhe espbheilddfarhcar ed s
payment of any health care services or devices that are not Covered Health Services.

Internal Appeals

Preservice Requests for Benefits and Resvice Claim Appeals

For procedures associated with urgent requests fot8essgflrgent Appeal that Require
Immediate Acto@how.

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

Yy For appeals of preervice requests for Benefits as defined above, the first level appeal
will tale place and you will be notified of the decision within 15 days from receipt of a
request for appeal of a denied request for Benefits. If you are not satisfied with the first
level appeal decision, you have the right to request a second level appegaksthis
must be submitted to the Claims Administrator within 60 days from receipt of the first
level appeal decision. The second level appeal will take place and you will be notified of
the decision within 15 days from receipt of a request for revienfidttievel appeal
decision.

Yy For appeals of paservice claims as defined above, the first level appeal will take place
and you will be notified of the decision within 30 days from receipt of a request for
appeal of a denied claim. If you are notigatiafith the first level appeal decision, you
have the right to request a second level appeal. This request must be submitted to the
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Claims Administrator within 60 days from receipt of the first level appeal decision. The
second level appeal will takegkatd you will be notified of the decision within 30 days
from receipt of a request for review of the first level appeal decision.

Pl ease note that UnitedHealthcareds deci si on
available under the Plan for glneposed treatment or procedure.

Uni tedHeal thcareds internal appeals process
and treatment provides for review by a clinical peer. Issues related to quality of care and
treatment will be reviewed by #éppropriatghysician specialty paridie Panel's

recommendation will be forwarded tophgsician's quality review commitsézu will be

notified in writingwithin five daysf the final review of the complaint.

You may have the right to external review throutfR@uapon the completion of the
internal appeals process. Instructions regarding any such rights, and how to access those
rights, will be provided in our decision letter to you.

Urgent Appeals that Regquimmediate Action

Your appeal may require immediate action if a delay in treatment could significantly increase
the risk to your health, or the ability to regain maximum function, or cause severe pain. If
your situation is urgent, your review will be wcted as quickly as possible. If you believe

your situation is urgent, you may request an expedited review, and, if applicable, file an
external review at the same time. For help call the Claims Administrator at the number listed
on your health plan ID a@arGenerally, an urgent situation is when your life or health may

be in serious jeopardy. Or when, in the opinion of your doctor, you may be experiencing
severe pain that cannot be adequately controlled while you wait for a decision on your claim
or appeal

The appeal process for urgent situations does not apply to prescheduled treatments,
therapies or surgeries.

If your request involves both urgent care and an extension of a course of treatment beyond
the period of time or number of treatments previaygiyoved, the Claims Administrator
will provide a decision as follows:

Yy When the request is made at least 24 hours prior to the expiration of the previously
approved treatment, as expeditiously as your medical condition or circumstances require,
but not laér than 24 hours following receipt of the request

Yy When the request is not made at least 24 hours prior to the expiration of the previously
approved treatment, as expeditiously as your medical condition or circumstances require,
but not later than 72 hou@lowing receipt of the request.

You or your authorized representative may request an expedited external review of an urgent

care claim:

y After an adverse benefit determination, if both of the following apply:
- The Covered Person's treating Physiciafiesthie adverse benefit determination
involves a medical condition that could seriously jeopardize the life or health of the
Covered Person if treated after the timeframe of an expedited internal appeal.
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- The Covered Person has requested an expeditedliafgreal.

y After a final adverse benefit determination, if either of the following apply:

- The Covered Person's treating Physician certifies the adverse benefit determination
involves a medical condition that could seriously jeopardize the life off tiealth o
Covered Person or would jeopardize the Covered Person's ability to regain
maximum function if treated after the timeframe of a standard external review.

- The final adverse benefit determination concerns an admission, availability of care,
continued sty or health care service for which the Covered Person received
Emergency Health Care Services and has not been discharged from the facility.

The Claims Administratords decision wild/l be
available (electronically telephone or facsimile).

For additional information concerning expedited external reviews, these reviews are
described undérxpedited External Rebsois.

Concurrent Expedited Internal Appeals and Expedited External Reviews

A Covered Person in tpeocess of an expedited internal appeal may request that an
expedited external review be conducted at the same time if either of the following applies:

y' The Covered Person's treating Physician has certified in writing that the adverse benefit
determinatiornvolves a medical condition that could seriously jeopardize the life or
health of the Covered Person or would jeopardize the Covered Person's ability to regain
maximum function if treatment was not provided until after the timeframe of an
expedited inteal appeal. The procedure for an expedited external review is described
below undeExpedited External Reviews

The Covered Person's treating Physician, in the case of an Experimental or Investigational
Service, has certified in writing that the recommended health care service or treatment would
be significantly less effective if not initiated promptly. The prededthiese expedited

external reviews is described ukdéernal Reviews for Experimental or Investigational Services.

External Review Program

Understanding the External Review Process

Under Chapter 3922 of the Ohio Revised Code, the Plan is reqoiceddi® a process

that allows a Covered Person under a health benefit plan or a person applying for health
benefit plan coverage to request an independent external review of an adverse benefit
determinationThis section is a summary of the external rgvosmess.

An adverse benefit determination is a decision by the Claims Administrator or the Claims

Admi ni stratords designee to deny Benefits be
limited under the health benefit plan or the Covered Persirelgyible to receive the

Benefit. Adverse determinations can involve issues of medical necessity, appropriateness,

health care setting or level of care or effectiveness. Decisions to deny health benefit plan
coverage or to rescind coverage can alsov&esadbenefit determinations.
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Opportunity for External Review

An external review may be conducted bgdependent Review OrganizationlkyRay
Superintendent. You are not responsible for paying for the external review and there is no
minimum cosbf health care services denied in order to qualify for an external review.
However, before initiating an external review, you must exhaust the internal appeals process,
except in the following instances:

Yy The Claims Administrator agrees to waive the eximaxegjuirement.

Yy You did not receive a written decision of your internal appeal within the required
timeframe.

Yy The Claims Administrator did not meet all of the requirements of the internal appeals
process unless the failure was duel&nainimiglatian which:
- Did not cause or is not likely to cause prejudice or harm to you;
- Was for a good cause or due to matters
- Occurred during the ongoing, good faith exchange between you and the Claims

Administrator; and

- Isnot reflective of a pattern or practice of-oompliance.

Yy An expedited internal review and an expedited external review are being completed at
the same time.

Any exceptions to the exhaustion requirement will be included in the adverse benefit
determinatin notice.

An external review is not available for a retrospective final adverse benefit determinations
until you have exhausted the internal appeals procesthenasns Administratagrees

to waive the exhaustion requirement. Retrospective fiaeda@atlenefit determinations are
those for health care services that have already been provided to a Covered Person.

Standard External Review
A standard external review includes all of the following:

y A preliminary review by the Claims Administrator afeitpaest.
y A referral of the request by the Claims Administrator tRe
y A decision by thHRO.

After receipt of the request, the Claims Administrator will complete a preliminary review
within the applicable timeframe, to determine whetherdiielual for whom the request
was submitted meets all of the following:

y Is or was covered under the Plan at the time the health care service or procedure that is
at issue in the request was provided.

Yy Has exhausted the applicable internal appeals process.

Yy Has provided all the information and forms required so that the Claims Administrator
may process the request.

After the Claims Administrator completes this review, the Claims Administrator will issue a
notification in writing to you. If the request igilele for external review, the Claims
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Administrator will assign #0to conduct such review. The Claims Administrator will
assign requests by either rotating the assignment of claims aniROg dthdy using a
random selection process.

ThelROwillnot fy you in writing of the requestds e
review and if necessary, for any additional information needed to conduct the external

review. You will generally have to submit the additional information in writintR© the

within ten business days after the date you recelverti@=gsest for the additional

information. TheROis not required to, but may, accept and consider additional

information submitted by you after ten business days.

The Claims Administrator will pide to the assignéOthe documents and information
considered in making the Claims Administrato

Yy All relevant medical records.

Yy All other documents relied upon by the Claims Administrator.

y  All other information oevidence that you or your Physician submitted. If there is any
information or evidence you or your Physician wish to submit that was not previously
provided, you may include this information with your external review request. The
Claims Administrator witiclude it with the documents forwarded tdRf@.

In reaching a decision, RO will review the claim as new and not be bound by any

decisions or conclusions reached by the Claims Administrai®OWi# provide written

notice of its determinatigthed Fi nal Ex t e r)wahin 45Rdayg aftert Deci sSi 0N«
receives the request for the external review (unless they request additional time and you

agree). ThlROwill deliver the notice &inal External Review Dettision and the Claims

Adminigrator, and it will include the clinical basis for the determination.

If the Claims Administrator receivdsizal External Review De@sensing the
determination, the Claims Administratords wi
claim at issue according to the terms and conditions of the Policy, and any applicable law
regarding plan remedies. If Fieal External Review iDeaggees with the Claims

Admini stratords determination, the Plan wil!/
health care service or procedure.

Expedited External Review

An expedited external review is similar to a standard external review. @liferaace

between the two is that the time periods for completing certain portions of the review
process are much shorter for the expedited external review, and in some instances you may
file an expedited external review before completing the intpeabapocess.

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

Yy An adverse benefit determinatiomalaim or appeal that involves a medical condition
for which the time frame for completion of an expedited internal appeal would either
jeopardize:
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- The life or health of the individual.
- The individual s ability to regain maxi mu

In addition, younust have filed a request for an expedited internal appeal.

y 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 6s ability to re
- 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 dischatigeom a facility.

Immediately upon receipt of the request, the Claims Administrator will determine whether
the individual meets both of the following:

Yy Is or was covered under the Plan at the time the health care service or procedure that is
at issue in threquest was provided.

Yy Has provided all the information and forms required so that the Claims Administrator
may process the request.

After the Claims Administrator completes the review, the Claims Administrator will send a
notice in writing to you. Upon a determination that a request is eligible for expedited
external review, the Claims Administrator will assigCan the same mannthe Claims
Administrator utilizes to assign standard external revilR@stdhe Claims Administrator

will provide all required documents and information the Claims Administrator used in
making the adverse benefit determination or final adversedmtpafiination to the
assignetRO electronically or by telephone or facsimile or any other available method in a
timely manner. THRO, to the extent the information or documents are available and the
IRO considers them appropriate, must consider treetgamof information and

documents considered in a standard external review.

In reaching a decision, tiRO will review the claim as new and not be bound by any

decisions or conclusions reached by the Claims Administrai&®®OMi# provide notice

of the final external review decision for an expedited external review as quickly as the
claimant 6s medi cal condition or circumstance
after theROreceives the request. If the IRO's final external review decfs&in

communicated verbally, #O will followrup with a written confirmation of the decision

within 48 hours of that verbal communication.

You may call the Claims Administrator at the telephone number on your ID card for more
information regarding &xnal review rights, or if making a verbal request for an expedited
external review.

External Reviews for Experimental or Investigational Services

An external review for an Experimental or Investigational Service is similar to a standard or
expedited extral review. The most significant difference is that these are external reviews
of adverse benefit determinations when Benefits have been denied for a health care service
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that the Claims Administrator have determined to be an Experimental or Invektigationa
Service unless the requested health care service is specifically listed as an exclusion in the
Plan.

You or your authorized representative may request an external review for Experimental or
Investigational Services only if your treating Physiciaesénati one of the following
situations applies:

Yy Standard health care services have not been effective in improving the condition of the
Covered Person.

Yy Standard health care services are not medically appropriate for the Covered Person.

Yy There is no availkbstandard health care service covered under the Plan that is more
beneficial than the requested health care service.

External Reviews by the Superintendent of Insurance

You or your authorized representative may request an external review by the@merinte
for either of the following:

Yy The adverse benefit determination is based on a contractual issue that does not involve a
medical judgment or any medical information.

Yy The adverse benefit determination indicates that Emergency Health Care Services did
not meet the definition of an Emergency Medical Condition (prudent layperson) and the
decision has been upheld through an external reviewR®y. an

If the Claims Administrator denies your request for an external review, you or your

authorized representativay appeal the denial to the Superintendent. Regardless of the
Claims Administratords decision, the Superin
eligible for external review and require that the request be referred for external review. The
Superintenent's decision will be made in accordance with the terms of your Plan and all

applicable provisions of the law.

Requests for an External Review

Your or your authorized representative must contact the Claims Administrator to request an
external review bytleer anlRO or the Superintendent within 180 days of the date of the
notice of the final adverse benefit determination issued by the Claims Administrator.

All requests must be in writing, including electronic means, except for a request for an
expedited @grnal review. Expedited external reviews may be requested orally by calling the
toll-free number on your ID card.

An external review request should include all of the following:

A specific request for an external review.

The Covered Person's name, addagskinsurance ID number.

Your authorized representative's name and address, when applicable.

The service that was denied.

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

SIS
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y A medical records release authorization signed Bptered Person which consents to
the release of all applicable medical records.

If the request for the external review is complete, the Claims Administrator will initiate the
external review and will notify the Covered person in writing, or immediately in the case of
an expedited review, that the request is complete and eligiiterfal eesview. This notice

will include the name and contact information for the as#iRfoed theOhio Department of
Insuran¢@hichever is applicable) to allow for the submittal of additional information. When
a standard review is requested, the notice will advise you that, within ten business days after
receipt of the notice, you may submit additional information in writive RO or Ohio
Department of Insufaaehever is applicable) for consideration in the review. The Claims
Administrator will also forward all documents and information used to make the adverse
benefit determination to the assigii@dor theOhio Depanent of Insurgwbeéchever is
applicable).

If the request for the external review is not complete, the Claims Administrator will notify
you in writing and specify what information is needed to make the request complete.

If the Claims Administrator det@ines that the adverse benefit determination is not eligible
for an external review, the Claims Administrator will notify you in writing and will provide
you with the reason for the denial and your option to appeal this decision to the
Superintendent.

TheSuperintendemhay determine the request is eligible for an external review regardless of

the Claims Administratorods decision and wil/|
review. The decision made by the Superintendent will be in acooitfhatheeterms of

your Plan and all applicable provisions of the law.

IROAssignment

When the Claims Administrator initiates an external reviewR®, dneOhio Department of
Insurancevebbased system randomly assigns the review to an actiR€iifedlified to
conduct the review based on the type of health care service being appeké€hiisam
conflict of interest with you, the health care provider, the health care facility or the Claims
Administrator, it will not be selected to conducteiaew.

IRO Review and Decision
In making its decision, tHRO must consider the following:

Yy All documents and information considered by the Claims Administrator in making the
adverse benefit determination;

Yy Any information the Covered Person has subnited;

y  Other information, such as the Covered Person’'s medical records, the attending health
care professional's recommendation, consulting reports from appropriate health care
professionals, the terms of coverage under this Plan, the most appropriate practic
guidelines, clinical review criteria used by the Claims Administrator or our utilization
review organization, and the opinions of@'sclinical reviewers.
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ThelROwill provide a written notice of its decision within 30 days of receipt by the Claims
Administrator of a request for a standard review or within 72 hours of receipt by the Claims
Administrator of a request for an expedited review. This notice will be sent to the Covered
Person, th©hio Department of Insarahtdee Claims Administraterdawill include the

following information:

A general description of the reason for the request for an external review.

The date théROwas assigned by tB&io Department of Instoarweluct the external
review.

The dates over which the external vewas conducted.

The date théROmade its decision.

The rationale for thiRO's decision.

References for the evidence or documentation, including any ehédedcstandards,
used by théROto reach its decision.

S S

For an adverse benefit determinatiohithalves a health care treatment or service that is
stated to be an Experimental or Investigational Service, the written decisitRwithe
also include the following:

Yy The principal reason or reasons foll#@'sdecision.

Yy The written opinion ofaeh clinical reviewer including each clinical reviewer's
recommendation as to whether the recommended or requested health care service or
treatment should be covered and rationale for the recommendation.

Binding Nature of the External Review Decision

An exernal review decision is binding on the Claims Administrator except to the extent the
Claims Administrator has other remedies available under applicable state law. The decision is
also binding on the Covered Person except to the extent the Covereld2evtuer

remedies available under applicable state or Federal law.

A Covered Person may not file a subsequent request for an external review involving the
same adverse benefit determination that has been previously reviewed unless new medical
and scienti€ evidence is submitted to the Claims Administrator.

If You Have Questions about Your Rights or Need Assistance

You may contact UnitedHealthcare at thdresl number on your ID card or t©&io
Department of Insuedrtice address and telephone number below for more information
regarding the internal appeals or external review processes:

Ohio Department onsurance Attention: Consumer Affairs 50 West Riveret
Third Floord Suite 300 Columbus, OH 43215
(614) 6442673 or (800) 688526
(614) 648744 (Fax)
(614) 6448745 (TDD)
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SECTION1- COORDINATION OF BENEFITS (COB)

Benefits When You Have Coverage under More than One Plan

This section describes how Benefits under the Plan will be coordinated with those of any
other plan that provides benefits to you.

When Does @odination of Benefits Apply?

ThisCoordination of Benefits p@@YBjon applies to you if you are covered by more than
one health benefits plan, including any one of the following:

Another employer sponsored health benefits plan.

A medical component of a group ldagn care plan, such as skilled nursing care.

No-fault or traditional "fault" type medical payment benefits or personal injury
protection benefits under an auto insurance policy.

<SS S

Medical payment benefits under any premises liability or other types of liability coverage.
Yy Medicare or other governmeritadlth benefit.

If coverage is provided under two or more plans, COB determines which plan is primary

and which plan is secondary. The plan considered primary pays its benefits first, without

regard to the possibility that another plan may cover someesxpgeny remaining

expenses may be paid under the other plan, which is considered secondary. The Secondary

Plan may determine its benefits based on the benefits paid by the Primary Plan. How much

this Plan will reimburse you, if anything, will also dep@adt on the Allowable Expense.

The term, O0OAll owable Expense, 6 is further ex

What Are the Rules for Determining the Order of Benefit Payments?

Order of Benefit Determination Rules

The order of benefit determination rules determine whbihiétan is a Primary Plan or
Secondary Plan when the person has health care coverage under more than one Plan. When
this Plan is primary, it determines payment for its benefits first before those of any other

Plan without considering any other Plan'sfiisnWherthis Plan is secondary, it

determines its benefits after those of another Plan and may reduce the benefits it pays so
that all Plan benefits do not exceed 100% of the total Allowable Expense.

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

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

Yy Secondary PlanThe Plan that pays after the Primary Plan is the Secondary Plan. The
Secondary Plan may reduce the benefits it pays so that payments from all Plans do not
exceed 100% of the total Allowable Expense. Allowable Eipdafired below.
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When a person is covered by two or more Plans, the rules for determining the order of
benefit payments are as follows:

A. This Plan will always be secondary to medical payment coverage or personal injury
protection coverage under any aatallty or nefault insurance policy.

B. When you have coverage under two or more medical plans and only one has COB
provisions, the plan without COB provisions will pay benefits first.

C. Each Plan determines its order of benefits using the first of thenfpltoles that

apply:

1. Non-Dependent or Dependent The Plan that covers the person other than as a
dependent, for example as an employee, former employee under COBRA,
policyholder, subscriber or retiree is the Primary Plan and the Plan that covers the
person as a dependent is the Secondary Plan. However, if the person is a Medicare
beneficiary and, as a result of federal law, Medicare is secondary to the Plan
covering the person as a dependent; and primary to the Plan covering the person
as other than@ependent (e.g. a retired employee); then the order of benefits
between the two Plans is reversed so that the Plan covering the person as an
employee, policyholder, subscriber or retiree is the Secondary Plan and the other
Plan is the Primary Plan.

2. Dependent Child Covered Under More Than One Coverage Plddnless
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 livingrtoget
whether or not they have ever been married:

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

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

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

(1) If a court decree states that one of the parents is responsible for the
dependent child's health care expenses or healthvesiege@nd the Plan
of that parent has actual knowledge of those terms, that Plan is primary. If
the parent with responsibility has no health care coverage for the
dependent child's health care expenses, but that parent's spouse does, that
parent's spouseplan is the Primary Plan. This shall not apply with respect
to any plan year during which benefits are paid or provided before the
entity has actual knowledge of the court decree provision.

(2) If a court decree states that both parents are responsibéedependent
child's health care expenses or health care coverage, the provisions of
subparagraph a) above shall determine the order of benefits.

(3) If a court decree states that the parents have joint custody without
specifying that one parent has respdibgitar the health care expenses or
health care coverage of the dependent child, the provisions of
subparagraph a) above shall determine the order of benefits.
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(4) If there is no court decree allocating responsibility for the child's health
care expenses agdith care coverage, the order of benefits for the child
are as follows:

a) The Plan covering the Custodial Parent.

b) The Plan covering the Custodial Parent's spouse.

c) The Plan covering the n@ustodial Parent.

d) The Plan covering the n@ustodial Parent's speus

For purpose of this section, Custodial Parent is the parent awarded custody
by a court decree or, in the absence of a court decree, is the parent with
whom the child resides more than one half of the calendar year excluding
any temporary visitation.

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

d ()Fora dependent child who has coverage
and al so has his or her own coverage a:
rule in paragraph (5) applies.

(ii) I n the event the dependegan chil do:
on the same date as the dependent chil
parentsdé plans, the order of benefits
birthday rule in subparagraph (a) to t|

dependent &6s spouse.

3.  Active Employee or Retired or Laidoff Employee.The Plan that covers a
person as an active employee, that is, an employee who is neither laid off nor
retired is the Primary Plan. The same would hold true if a person is a dependent of
an active employee and thatne person is a dependent of a retired asffaid
employee. If the other Plan does not have this rule, and, as a result, the Plans do
not agree on the order of benefits, this rule is ignored. This rule does not apply if
the rule labeled.1. can determe the order of benefits.

4. COBRA or State Continuation Coveragéf a person whose coverage is
provided pursuant to COBRA or under a right of continuation provided by state
or other federal law is covered under another Plan, the Plan covering the person as
an employee, member, subscriber or retiree or covering timegseasdependent
of an employee, member, subscriber or retiree is the Primary Plan, and the
COBRA or state or other federal continuation coverage is the Secondary Plan. If
the other Plan does not have this rule, and as a result, the Plans do not agree on
the order of benefits, this rule is ignored. This rule does not apply if the rule
labeled.1. can determine the order of benefits.

5. Longer or Shorter Length of Coveragél'he Plan that covered the person the
longer period of time is the Primary PlanthadPlan 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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How Are Benefits Paid When This Plan is Secondary?

If this Plan is secondary, it determines the amount it will pay for a Covered Health Service
by following the steps belo

Yy The Plan determines the amount it would have paid based on the Allowable expense.

Yy The Plan pays the entire difference between the Allowable Expense and the amount paid
by the Primary Plan, as long as this amount is not more than the Plan would have paid
had it been the only plan involved.

You will be responsible for any applicable Copayment, Coinsurance or Deductible payments
as part of the COB payment. The maximum combined payment you may receive from all
plans cannot exceed 100% of the Allowable Expens

How is the Allowable Expense Determined when this Plan is Secondary?

Determining the Allowable Expense If this Plan is Secondary

What is arAllowable Expen&é&-or purposes of COB, an Allowable Expense is a health care
expense that is covered at least in part by one of the health benefit plans covering you.

When the provider is a Network provider for both the Primary Plan and this Plan, the

Allowable Expensetsh e Pr i mary Pl andés network rate. Wh
provider for the Primary Plan and a-N@iwork provider for this Plan, the Allowable
Expense is the Primary Pl anod-dletwokprovidleark r at e.

for the Primary Bh and a Network provider for this Plan, the Allowable Expense is the

reasonable and customary charges allowed by the Primary Plan. When the provider is a non
Network provider for both the Primary Plan and this Plan, the Allowable Expense is the

greateroft he two Pl ansd reasonable and customary
Medi care, please also refer Deteninngthedi scussi o
Allowable Expense When this Plan is Secondary to Médicare

What is Different WhenuwyQualify for Medicare?

Determining Which Plan is Primary When You Qualify for Medicare

As permitted by law, this Plan will pay Benefits second to Medicare when you become
eligible for Medicare, even if you don't elect it. There are, however, Mbédiiare
individuals for whom the Plan pays Benefits first and Medicare pays benefits second:

Yy Employees with active current employment status age 65 or older and their Spouses age
65 or older (however, Domestic Partners are excluded as provided by Medicare).
Yy Individuals with endtage renal disease, for a limited period of time.

y  Disabled individuals under age 65 with current employment status and their Dependents
under age 65.

Determining the Allowable Expense When this Plan is Secondary to Medicare

If this Plan is secondary to Medicare, the Medicare approved amount is the Allowable
Expense, as long as the provider accepts reimbursement directly from Medicare. If the
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provider accepts reimbursement directly from Medicare, the Medicare approved amount is
the charge that Medicare has determined that it will recognize and which it reports on an
"explanation of Medicare benefits" issued by Medicare (the "EOMB") for a given service.
Medicare typically reimburses such providers a percentage of its appr@@dftérarg

80%.

If the provider does not accept assignment of your Medicare benefits, the Medicare limiting
charge (the most a provider can charge you if they don't accept Mégoeaty 115% of

the Medicare approved amount) will be the Allowablengspéedicare payments,

combined with Plan Benefits, will not exceed 100% of the Allowable Expense.

If you are eligible for, but not enrolled in, Medicare, and this Plan is secondary to Medicare,
or if you have enrolled in Medicare but choose to obtaicessirom an Opbut provider

or one that does not participate in the Medicare program or a provider who does not accept
assignment of Medicare benefits, Benefits will be paid on a secondary basis under this Plan
and will be determined as if you timetpléad in Medicare and obtained services from a
Medicare participating provider.

When calculating the Plan's Benefits in these situations, and when Medicare does not issue
an EOMB, for administrative convenience the Claims Administrator will treavittherisro

billed charges for covered services as the Allowable Expense for both the Plan and
Medicare, rather than the Medicare approved amount or Medicare limiting charge.

If this Plan is secondary to Medicardetermines the amount it will pay for actew
Health Services by following the steps below.

Yy The Plan determines the amount it would have paid had it been the only plan involved.

Yy The Plan pays the entire difference between the Allowable Expense and the amount paid
by the Primary Plahas long athis amount is not more than the Plan would have paid
had it been the only plan involved.

The maximum combined payment you may receive from all plans cannot exceed
100% of the applicable Allowable Expense.

Medicare Crossover Program

The Plan offers Medicare Crossover program for Medicare Part A and Part B and Durable
Medical Equipment (DME) claims. Under this program, you no longer have to file a
separate claim with the Plan to receive secondary benefits for these expenses. Your
Dependent will alscale this automated Crossover, as long as he or she is eligible for
Medicare and this Plan is your only secondary medical coverage.

Once the Medicare Part A and Part B and DME carriers have reimbursed your health care
provider, the Medicare carrier wiltetaically submit the necessary information to the
Claims Administrator to process the balance of your claim under the provisions of this Plan.
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You can verify that the automated crossover took place when your copy of the explanation
of Medicare benefitE OQMB) states your claim has been forwarded to your secondary
carrier.

This crossover process does not apply to expenses that Medicare does not cover. You must
continue to file claims for these expenses.

For information about enrollment or if you have tipresabout the program, call the
telephone number listed on your ID card.

Right to Receive and Release Needed Information?

Certain facts about health care coverage and services are needed to apply these COB rules
and to determine benefits payable undePllan and other plans. The Claims

Administrator may get the facts needed from, or give them to, other organizations or
persons for the purpose of applying these rules and determining benefits payable under this
Plan and other plans covering the persomicig benefits.

The Claims Administrator does not need to tell, or get the consent of, any person to do this.
Each person claiming benefits under this Plan must give the Claims Administrator any facts
needed to apply those rules and determine beneditdepdfyyou do not provide the

Claims Administrator the information needed to apply these rules and determine the
Benefits payable, your claim for Benefits will be denied.

Does This Plan Have the Right of Recovery?

Overpayment and Underpayment of Benefits

If you are covered under more than one medical plan, there is a possibility that the other
plan will pay a benefit that the Plan should have paid. If this occurs, the Plan may pay the
other plan the amount owed.

If the Plan pays you more than it oweder this COB provision, you should pay the excess
back promptly. Otherwise, the Plan Sponsor may recover the amount in the form of salary,
wages, or benefits payable under any Plan Sphumded benefit plans, including this Plan.
The Plan Sponsor alszserves the right to recover any overpayment by legal action or
offset payments on future Eligible Expenses.

If the Plan overpays a health care provider, the Claims Administrator reserves the right to
recover the excess amount from the provider pursudefund of Overpaymentselow.

Refund of Overpayments

If the Plan pays for Benefits for expenses incurred on account of a Covered Person, that
Covered Person or any other person or organization that was paid, must make a refund to
the Plan if:

y T h e dobligatidgh to pay Benefits was contingent on the expenses incurred being
legally owed and paid by you, but all or some of the expenses were not paid by you or
did not legally have to be paid by you.
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Yy All or some of the payment the Plan made exceedeerngftBunder the Plan.
y All or some of the payment was made in error.

The amount that must be refunded equals the amount the Plan paid in excess of the amount
that should have been paid under the Plan. If the refund is due from another person or
organizatin, you agree to help the Plan get the refund when requested.

If the refund is due from you and you do not promptly refund the full amount owed, the
Plan may recover the overpayment by reallocating the overpaid amount to pay, in whole or
in part, future Beefits for you that are payable under the Plan. If the refund is due from a
person or organization other than you, the Plan may recover the overpayment by
reallocating the overpaid amount to pay, in whole or in part, (i) future Benefits that are
payable iconnection with services provided to other Covered Persons under the Plan; or
(i) future Benefits that are payment in connection with services provided to persons under
other plans for which the Claims Administrator processes payments, pursuant to a
tammaction in which the Plands overpayment
in exchange for such plans® remittance of
reallocated payment amount will either:

Yy equal the amount of the required refand,

y if less than the full amount of the required refund, will be deducted from the amount of
refund owed to the Plan.

The Plan may have other rights in addition to the right to reallocate overpaid amounts and
other enumerated rights, including the righbtomence a legal action.

108 SECTIONL1T COORDINATION BENEFITS

r

t

e



CTY OFCOLUMBUNEDICAIAFFCHOICE PSIHDHRVIOD

SECTIONZ2- SUBROGATION AND REIMBURSEMENT

The Plan has the right to subrogation and reimbursétreriter ences t o oyoubd
this Subrogation and Reimbursement section shall include you, your estate and your heirs
and beneficiaries unless otherwise stated.

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

Sickness or Injury for which any third party is considered responsible.

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

The right to reimbursement means that if it iseallét any third party caused or is
responsible for a Sickness or Injury for which you receive a settlement, judgment, or other
recovery from any third party, you must use those proceeds to fully return to the Plan 100%
of any Benefits you receive forttBeckness or Injury. The right of reimbursement shall

apply to any benefits received at any time until the rights are extinguished, resolved or
waived in writing.

Reimbursement Example:

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

The following persons and entities are considered third parties:

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

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

Y Your employer in a workersod® compensation

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

Yy Any person or entity against whom you may have any claim for professional and/or legal
malpractice arising out of or connected to a Sickness or Injury you allege or could have
alleged were the responsipiit any third party.
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Yy Any person or entity that is liable for payment to you on any equitable or legal liability
theory.

You agree as follows:

Yy You will cooperate with the Plan in protecting the Plan's legal and equitable rights to

subrogation and reimbarsent in a timely manner, including, but not limited to:

- Notifying the Plan, in writing, of any potential legal claim(s) you may have against
any third party for acts which caused Benefits to be paid or become payable.

- Providing any relevant informatioguested by the Plan.

- Signing and/or delivering such documents as the Plan or the Plan's agents reasonably
request to secure the subrogation and reimbursement claim.

- Responding to requests for information about any accident or injuries.

- Making court appeanees.

- Obtaining the Plan's consent or the Plan's agents' consent before releasing any party
from liability or payment of medical expenses.

- Complying with the terms of this section.

Your failure to cooperate with the Plan is considered a breach of cdssach,

the Plan has the right to terminate or deny future Benefits, take legal action against
you, and/or set off from any future Benefits the value of Benefits the Plan has paid
relating to any Sickness or Injury alleged to have been caused oy eanystur

party to the extent not recovered by the Plan due to you or your representative not
cooperating with the Plan. If the Plan incurs attorneys' fees and costs in order to
collect third party settlement funds held by you or your representaiNea thes

the right to recover those fees and costs from you. You will also be required to pay
interest on any amounts you hold which should have been returned to the Plan.

Yy The Plan has a first priority right to receive payment on any claim against any third party
before you receive payment from that third party. Further, the Plan's first priority right
to payment is superior to any and all claims, debts or liens assaryeudyical
providers, including but not limited to hospitals or emergency treatment facilities, that
assert a right to payment from funds payable from or recovered from an allegedly
responsible third party and/or insurance carrier.

Yy The Plan's subrogatiand reimbursement rights apply to full and partial settlements,
judgments, or other recoveries paid or payable to you or your representative, your estate,
your heirs and beneficiaries, no matter how those proceeds are captioned or
characterized. Paymeinisude, but are not limited to, economic-@oonomic,
pecuniary, consortium and punitive damages. The Plan is not required to help you to
pursue your claim for damages or personal injuries and no amount of associated costs,

i ncl udi ng adl beddednceeg fsoit thé Rlam's recoverit without the Plan's
express written consent. Nes@ | | ed OFund Doctrined or oConm
or OAttorneyds Fund Doctrined shall defeat

Yy Regardless of whether you have been fully compensated wholadthe Plan may
collect from you the proceeds of any full or partial recovery that you or your legal
representative obtain, whether in the form of a settlement (either before or after any
determination of liability) or judgment, no matter how thoseguis are captioned or
characterized. Proceeds from which the Plan may collect include, but are not limited to,
economic,noe conomi c, and punitive damages. No "
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Whol e Doctr-Whebeoboo6Make enrichment, reoianyothhdr unj us
equitable limitation shall limit the Plan's subrogation and reimbursement rights.

Benefits paid by the Plan may also be considered to be Benefits advanced.

If you receive any payment from any party as a result of Sickness or Injury, and the Plan
alleges some or all of those funds are due and owed to the Plan, you and/or your
representative shall hold those funds in trust, either in a separate bank goeount in

name or in your representativeds trust acc
By participating in and accepting Benefits under the Plan, you agree that (i) any amounts
recovered by you from any third party shall constitute Plan assets (to the extent of the

amount of Benefits praded on behalf of the Covered Person), (ii) you and your

representative shall be fiduciaries of the Plan with respect to such amounts, and (iii) you

shall be liable for and agree to pay any costs and fees (including reasonable attorney fees)
incurred by ta Plan to enforce its reimbursement rights.

The Plan's right to recovery will not be reduced due to your own negligence.

By participating in and accepting Benefits from the Plan, you agree to assign to the Plan

any benefits, claims or rights of recoveunyhyave under any automobile Pliacluding

no-fault benefits, PIP benefits and/or medical payment berahes coverage or

against any third party, to the full extent of the Benefits the Plan has paid for the

Sickness or Injury. By agreeing to pithis assignment in exchange for participating

in and accepting benefits, you acknowledge and recognize the Plan's right to assert,

pursue and recover on any such claim, whether or not you choose to pursue the claim,

and you agree to this assignmeninvalily.

The Plan may, at its option, take necessary and appropriate action to preserve the Plan's
rights under these provisions, including but not limited to, providing or exchanging

medi cal payment informati on mnatvebrotaen i nsur e
third party and filing suit in your name o0
the Plan in any way to pay you part of any recovery the Plan might obtain.

Yy You may not accept any settlement that does not fully reimburse thaHelainthe

Plan's written approval.

Yy The Plan has the authority and discretion to resolve all disputes regarding the

interpretation of the language stated herein.

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

No allocation of damages, settlement funds or any othegrgedyvyou, your estate,

the personal representative of your estate, your heirs, your beneficiaries or any other
person or party, shall be valid if it does not reimburse the Plan for 100% of the Plan's
interest unless the Plan provides written constre &dlocation.

The provisions of this section apply to the parents, guardian, or other representative of a
Dependent child who incurs a Sickness or Injury caused by any third party. If a parent or
guardian brings a claim for damages arising out of &rBickness or Injury, the terms

of this subrogation and reimbursement clause shall apply to that claim.
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y If any third party causes or is alleged to have caused you to suffer a Sickness or Injury
while you are covered under the Plan, the provisions s#dhen continue to apply,
even after you are no longer covered.

Yy In the event that you do not abide by the terms of the Plan pertaining to reimbursement,
the Plan may terminate Benefits to you, your dependents or the participant, deny future
Benefits, takkegal action against you, and/or set off from any future Benefits the value
of Benefits the Plan has paid relating to any Sickness or Injury alleged to have been
caused or caused by any third party to the extent not recovered by the Plan due to your
failure to abide by the terms of the Plan. If the Plan incurs attorneys' fees and costs in
order to collect third party settlement funds held by you or your representative, the Plan
has the right to recover those fees and costs from you. You will also éx: tepay
interest on any amounts you hold which should have been returned to the Plan.

y The Plan and all Administrators administe
subrogation and reimbursement rights have such powers and duties as aréonecessary
di scharge its duties and functions, inc
authority to (1) construe and enforce t
reimbursement rights and (2) make determinations with respect to the subrogation
amountsand reimbursements owed to the Plan.

| u
he

Right of Recovery

The Plan also has the right to recover benefits it has paid on you or your Dependent's behalf
that were:

Made in error.

Due to a mistake in fact.

Advanced during the time period of meeting the calgeaiaDeductible.
Advanced during the time period of meeting theoBBbcket Maximum for the
calendar year.

SSKSSS

Benefits paid because you or your Dependent misrepresented facts are also subject to
recovery.

If the Plan provides a Benefit for you or yourddelent that exceeds the amount that
should have been paid, the Plan will:

Yy Require that the overpayment be returned when requested.
Y Reduce a future benefit payment for you or your Dependent by the amount of the
overpayment.

If the Plan provides an advancetrté benefits to you or your Dependent during the time
period of meeting the Deductible and/or meeting theo®Bbcket Maximum for the

calendar year, the Plan will send you or your Dependent a monthly statement identifying the
amount you owe with payniémstructions. The Plan has the right to recover Benefits it has
advanced by:

Yy Submitting a reminder letter to you or a covered Dependent that details any outstanding
balance owed to the Plan.
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y* Conducting courtesy calls to you or a coM@epeéndent to discuss any outstanding
balance owed to the Plan.

113 SECTIONL.2- SUBROGATIOMNDREIMBURSEMENT



CTY OFCOLUMBUNEDICAIAFFCHOICE PSIHDHRVIOD

SECTION3-WHEN COVERAGE ENDS

What this section includes:
y  Circumstances that cause coverage to end.

y~ Conversion from a gup policy to an individual policy.

Yy~ How to continue coverage after it ends.

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

When your ceerage ends, City of Columbus will still pay claims for Covered Health

Services that you received before your coverage ended. However, once your coverage ends,
Benefits are not provided for health services that you receive after coverage ended, even if
theunderlying medical condition occurred before your coverage ended.

Your coverage under the Plan will end on the earliest of:

Thelast day of the mongour employment with ti@&ty ends.

The date the Plan ends.

Thelast day of the mongou stop makipthe required contributions.

Thelast day of the montfou are no longer eligible.

Thelast day of the monthinitedHealthcare receives written notice from City of
Columbus to end your coverage, or the date requested in the notice, if later.
Thelastday of the montlyou retire or are pensioned under the Plan, unless specific
coverage is available for retired or pensioned persons and you are eligible for that
coverage.

<SOSKSKSKSKS

Coverage for your eligible Dependents will end on the earliest of:

The dateyour coverage ends.

Thelast day of the mongou stop making the required contributions.

Thelast day of the monthinitedHealthcare receives written notice from City of
Columbus to end your coverage, or the date requested in the notice, if later.

The 26" date of birth of Dependent

In the event of a divorce or legal separation, coverage terminates on the date of the
divorce decree or the date documented in the court certified legal separation.

SR

Other Events Ending Your Coverage

The Plan will providatl e a st  tphor writtey notica tp god that your coverage will
end on the date identified in the notice if you commit an act, practice, or omission that
constituted fraud, or an intentional misrepresentation of a material fact including, but not
limited to, knowingly providing incorrect information relating to another person's eligibility
or status as a Dependermu may appeal this decision during thga§otice period. The
notice will contain information on how to pursue your appeal.
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Note: If UnitedHealthcare and City of Columbus find that you have performed an act,
practice, or omission that constitutes fraud, or have made an intentional misrepresentation
of material fact City of Columbus has the right to demand that you pay backtal@tgnefi

of Columbus paid to you, or paid in your name, during the time you were incorrectly
covered under the Plan.

Coverage for a Disabled Dependent Child

Coverage for an unmarried enrolled Dependent child who is disabled will not end just
because the dthihas reached a certain age. The Plan will extend the coverage for that child
beyond the limiting age if both of the following are true regarding the enrolled Dependent
child:

Yy Is not able to be sedlipporting because of mental or physical handicaplalityis
Yy Depends mainly on you for support.

Coverage will continue as long as the enrolled Dependent is medically certified as disabled
and dependent unless coverage is otherwise terminated in accordance with the terms of the
Plan.

The Plan will ask you fiarnish proof of the medical certification of disability withoha$s

of the date coverage would otherwise have ended because the child reached a certain age.
Before the Plan agrees to this extension of coverage for the child, the Plan may require that
Physician chosen by the Plan examine the child. The Plan will pay for that examination.

The Plan may continue to ask you for proof that the child continues to be disabled and
dependent. Such proof might include medical examinations at the Plan's-+xpevnse.
the Plan will not ask for this information more than once a year.

If you do not provide proof of the child's disability and dependency Wittaps3of the
Plan's request as described above, coverage for that child will end.

Continuing Coveragéhrough COBRA

If you lose your Plan coverage, you may have the right to extend it under the Consolidated
Omnibus Budget Reconciliation Act of 1985 (COBRA), as defined in SeGiosshary

Continuation coverage under COBRA is available only to Ptaare thabject to the terms
of COBRA. You can contact your Plan Administrator to determine if City of Columbus is
subject to the provisions of COBRA.

Continuation Coverage under Federal Law (COBRA)

Much of the language in this section comes from the f@glethht governs continuation
coverage. You should call your Plan Administrator if you have questions about your right to
continue coverage.

In order to be eligible for continuation coverage under federal law, you must meet the
definition of a "QualifieBeneficiary”. A Qualified Beneficiary is any of the following
persons who were covered under the Plan on the day before a qualifying event:
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y A Participant.

Yy A Participant's enrolled Dependent, including with respect to the Participant's children, a
child born to or placed for adoption with the Participant during a period of continuation
coverage under federal law.

y A Participant's former Spouse.

Qualitying Events for Continuation Coverage under COBRA

The following table outlines situations in whichmgay elect to continue coverage under
COBRA for yourself and your Dependents, and the maximum length of time you can
receive continued coverage. These situations are considered qualifying events.

If Coverage Ends Because of You May Elect COBRA:
the Following Qualifying For Your
Events For Yourself | For Your Spouse Child(ren)
Your work hours are reduced 18 months 18 months 18 months

Your employment terminates fo
any reason (other than gross 18 months 18 months 18 months
misconduct)

You or youfamily member
become eligible for Social Secu

disability benefits at any time 29 months 29 months 29 months
within the first 60 days of losing

coverage

You die N/A 36 months 36 months
You divorce (or legally separate N/A 36 months 36 months

Your child is no longer an eligib
family member (e.g., reaches th N/A N/A 36 months
maximum age limit)

. _ |

You become entitled to Medica N/A See table below See table
below

City of Columbus files for

bankruptcy under Title 11, Unite 36months 36 month% 36 month%

States Code.
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1Subject to the following conditions: (i) notice of the disability must be provided within the latest of
60 days after a). the determination of the disability, b). the date of the qualifying event, c). the date
the Qualified Beneficiary would lose coverage under the Plan, and in no event later than the end of
the first 18 months; (ii) the Qualified Beneficiary must agree to pay any increase in the required
premium for the additional 11 months over the original 1&sy@md (jii) if the Qualified

Beneficiary entitled to the 11 months of coverage hakisadred family members who are also
Qualified Beneficiaries, then those-dizabled Qualified Beneficiaries are also entitled to the
additional 11 months of contation coverage. Notice of any final determination that the Qualified
Beneficiary is no longer disabled must be provided within 30 days of such determination. Thereafter,
continuation coverage may be terminated on the first day of the month that bedirar86re

days after the date of that determination.

2This is a qualifying event for any retired Participant and his or her enrolled Dependents if there is a
substantial elimination of coverage within one year before or after the date the bankrugxdcy was fil

3From the date of the Participant's death if the Participant dies during the continuation coverage.

How Your Medicare Eligibility Affects Dependent COBRA Coverage

The table below outlines how your Dependents’ COBRA coverage is impacted if you
become dtitled to Medicare.

You May Elect
If Dependent Coverage Ends When: COBRA Dependent
Coverage For Up To:

You become entitled to Medicare and don't experience ¢

additional qualifying events 18 months
You become entitled to Medicare, after whicteyperience
a second qualifying event* before the initiahdi@h period 36 months

expires

You experience a qualifying event*, after which you bec
entitled to Medicare before the initiahddhth period
expires; and, if absent this initial qualifyiegteyour 36 months
Medicare entitlement would have resulted in loss of
Dependent coverage under the Plan

* Your work hours are reduced or your employment is terminated for reasons other than gross
misconduct.

Getting Started

You will be notified by mail if you become eligible for COBRA coverage as a result of a
reduction in work hours or termination of employment. The notification will give you
instructions for electing COBRAverage anmaldvise you of the monthly cost. Your
monthly cost is the full cost, including both Participant and Employer costs, plus a 2%
administrative fee or other cost as permitted by law.

You will have up to 60 days from the date you receive notification or 60 days from the date
your coverage ends e COBRA coverage, whichever is later. You will then have an
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additional 45 days to pay the cost of your COBRA coverage, retroactive to the date your
Plan coverage ended.

During the 6@lay election period, the Plan will, only in response to a request from
provider, inform that provider of your right to elect COBRA coverage, retroactive to the
date your COBRA eligibility began.

While you are a participant in the medical Plan under COBRA, you have the right to change
your coverage election:

Yy During Open Emoliment.
Yy Following a change in family status, as describeddina®ging Your Covier&getion
2, Introduction

Notification Requirements

If your covered Dependents lose coverage due to divorce, legal separation, or loss of
Dependent status, youyamur Dependents must notify the Plan Administrator within 60
days of the latest of:

Yy The date of the divorce, legal separation or an enrolled Dependent's loss of eligibility as
an enrolled Dependent.

Yy The date your enrolled Dependent would lose coveragehenBéan.

Yy The date on which you or your enrolled Dependent are informed of your obligation to
provide notice and the procedures for providing such notice.

You or your Dependents must also notify the Plan Administrator when a qualifying event
occurs thawill extend continuation coverage.

If you or your Dependents fail to notify the Plan Administrator of these events within the 60
day period, the Plan Administrator is not obligated to provide continued coverage to the
affected Qualified Beneficiary. If yaa continuing coverage under federal law, you must
notify the Plan Administrator within 60 days of the birth or adoption of a child.

Once you have notified the Plan Administrator, you will then be notified by mail of your
election rights under COBRA.

Notification Requirements for Disability Determination

If you extend your COBRA coverage beyond 18 months because you are eligible for
disability benefits from Social Security, you must psmud®epartment Human
Resources offiagith notice of the Soci&kecurity Administration's determination within 60
days after you receive that determination, and before the end of yourimdarahl8
continuation period.

The notice requirements will be satisfied by providing written notice to the Plan
Administrator athe address stated in Sectigiriportant Administrative Inforriiaton
contents of the notice must be such that the Plan Administrator is able to determine the
covered Employee and qualified beneficiary(ies), the qualifying event or disah#ity, and
date on which the qualifying event occurred.
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Trade Act of 2002

The Trade Act of 2002 amended COBRA to provide for a special sedagd>&IBRA

election period for certain Participants who have experienced a termination or reduction of
hours and who && group health plan coverage as a result. The special second COBRA
election period is available only to a very limited group of individuals: generally, those who
are receiving trade adjustment assistance (TAA) or 'alternative trade adjustment assistance'
under a federal law called the Trade Act of 1974. These Participants are entitled to a second
opportunity to elect COBRA coverage for themselves and certain family members (if they
did not already elect COBRA coverage), but only within a limited pé&Oatbys from the

first day of the month when an individual begins receiving TAA (or would be eligible to
receive TAA but for the requirement that unemployment benefits be exhausted) and only
during the six months immediately after their group healttoptrage ended.

If a Participant qualifies or may qualify for assistance under the Trade Act of 1974, he or she
should contact the Plan Administrator for additional information. The Participant must
contact the Plan Administrator promptly after qualifgingsisistance under the Trade Act

of 1974 or the Participant will lose his or her special COBRA rights. COBRA coverage
elected during the special second election period is not retroactive to the date that Plan
coverage wdsst butbegins on the first day the special second election period.

When COBRA Ends
COBRA coverage will end before the maximum continuation period shown above if:

Yy You or your covered Dependent becomes covered under another group medical plan, as
long as the other plan doesn't limitrygoverage due to a preexisting condition; or if the
other plan does exclude coverage due to your preexisting condition, your COBRA
benefits would end when the exclusion period ends.

You or your covered Dependent becomes entitled to, and enrolls iarévestic

electing COBRA.

The first required premium is not paid within 45 days.

Any other monthly premium is not paid within 30 days of its due date;

The entire Plan ends.

Coverage would otherwise terminate under the Plan as describkdgmiineg of this
section.

S

Note: If you selected continuation coverage under a prior plan which was then replaced by
coverage under this Plan, continuation coverage will end as scheduled under the prior plan
or in accordance with the terminating everesl lis this section, whichever is earlier.

Conversion from a Group Plan to an Individual Plan
If your coverage terminates for one of the reasons described below, you may apply for
conversion coverage, without furnishing evidence of insurability, if:

Y You ae no longer eligible as a Participant or enrolled Dependent.
y Continuation coverage ends.
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This right to conversion coverage is contingent upon the exhaustion of COBRA
continuation coverage.

In addition, you may not be eligible for conversion coverageaieyou

Yy Age 65 or older.

Yy Covered under or eligible for coverage under Medicare (title XVIII as amended).

Yy Covered under or eligible for any group, individual, prepayment, government, or other
plan or program which would resulbuer insuranci conversiorcoverage was issued.

You must submit your first application and payment to UnitedHealthcare or its designated
insurance company within 31 days after coverage ends under this Plan. UnitedHealthcare or
its designated insurance company will issue conveksoage according to the terms and
conditions in effect at the time you apply. Conversion coverage may be substantially
different from coverage provided under this Plan. Even though you may be eligible for
conversion coverage, UnitedHealthcare does rotofifversion products in certain states.
When a conversion product is not available, the conversion coverage may be provided by a
state sponsored risk pool.

Uniformed Services Employment and Reemployment Rights Act

A Participant who is absent from emplegtrdor more than 30 days by reason of service in
the Uniformed Services may elect to continue Plan coverage for the Participant and the
Participant's Dependents in accordance with the Uniformed Services Employment and

Reemployment Rights Act of 1994 nasreled (USERRA).

The terms "Uniformed Services" or "Military Service" mean the Armed Forces, the Army
National Guard and the Air National Guard when engaged in active duty for training,

inactive duty training, or ftiline National Guard duty, the comnaised corps of the

Public Health Service, and any other category of persons designated by the President in time
of war or national emergency.

If qualified to continue coverage pursuant to the USERRA, Participants may elect to
continue coverage under thenRdg notifying the Plan Administratoaiivance and

providing payment of any required contribution for the health coverage. This may include
the amount the Plan Administrator normally pays on a Participant's behalf. If a Participant's
Military Service for a period of time less than 31 days, the Participant may not be required
to pay more than the regular contribution amount, if any, for continuation of health
coverage.

A Participant may continue Plan coverage under USERRA for up to the lesser of:

Yy The 24month period beginning on the date of the Participant's absence from work.
Yy The day after the date on which the Participant fails to apply for, or return to, a position
of employment.

Regardless of whether a Participant continues health coveragesti€ijrenPeeturns to a
position of employment, the Participant's health coverage and that of the Participant's
eligible Dependents will be reinstated under the Plan. No exclusions or waiting period may
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be imposed on a Participant or the Participantidee@ppendents in connection with this
reinstatement, unless a Sickness or Injury is determined by the Secretary of Veterans Affairs
to have been incurred in, or aggravated during, the performance of military service.

You should call the Plan Administratgiou have questions about your rights to continue
health coverage under USERRA.

USERRA Provision

The health and life insurance provided to City employees, pursuant to federal and state law,
the various management compensation plans, aotifstive bargaining agreements

between the City of Columbus and the Fraternal Order of Police, Capital City Lodge No. 9;
International Association of Fire Fighters, Local 67; American Federation of State, County
and Municipal Employees Local 1632 andll2491; Communications Workers of

America Local 4502; the Fraternal Order of Police/Ohio Labor Council, Inc. be continued

in full force no less than 24 months of continuous coverage if they elect to continue and
effect subject to the same definitiongtdiions, and exclusions as are found in the-above
referenced federal and state law, collective bargaining agreements, and/or management
compensation plans as well as those contracts and agreements between the Department of
Human Resources and the varinggrance providers, for those City employees who have
been or may be called to perform service in the uniformed services for the ensuing year
effective November 23, 2020.

That affected City employees remain liable for their regular monthly premiunmspayment
which can be paid as due or held in abeyance and paid in total upon return to City service. If
such funds are not paid as herein provided, the amount of unpaid monthly premium
payments may be withheld from an employee's final pay check.
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SECTION4-OTHER IMPORTANT INFORMATION

What this section includes:
Yy Courtordered Benefits for Dependent children.

Your relationship with UnitedHealthcare and City of Columbus.
Relationships with providers.

Interpretation of Benefits.

Information and records.

Incentives to providers and you.

The future of the Plan.

S SSSSYS

Yy~ How to access the official Plan documents.

Qualified Medical Child Support Orders (QMCSOSs)

A qualified medical child support order (QMCSO) is a jutigteeree or order issued by a
court or appropriate state agency that requires a child to be covered for medical benefits.
Generally, a QMCSO is issued as part of a paternity, divorce, or other child support
settlement.

If the Plan receives a medical ctulplport order for your child that instructs the Plan to
cover the child, the Plan Administrator will review it to determine if it meets the
requirements for a QMCSO. If it determines that it does, your child will be enrolled in the
Plan as your Dependeand the Plan will be required to pay Benefits as directed by the
order.

You may obtain, without charge, a copy of the procedures governing QMCSOs from the
Plan Administrator.

Note: A National Medical Support Notice will be recognized as a QMCSO iithmeet
requirements of a QMCSO.

Your Relationship with UnitedHealthcare and City of Columbus

In order to make choices about your health care coverage and treatment, City of Columbus
believes that it is important for you to understandUrotedHealthcare interacts with the

Plan Sponsor's benefit Plan and how it may affect you. UnitedHealthcare helps administer
the Plan Sponsor's benefit plan in which you are enrolled. UnitedHealthcare does not
provide medical services or make treatmeisiatex This means:

Yy UnitedHealthcare communicates to you decisions about whether the Plan will cover or
pay for the health care that you may receive (the Plan pays for Covered Health Services,
which are more fully described in this SPD).

Yy The Plan may notay for all treatments you or your Physician may believe are necessary.
If the Plan does not pay, you will be responsible for the cost.

122 SecTION4- OTHERMPORTANINFORMATION



CTY OFCOLUMBUNEDICAIAFFCHOICE PSIHDHRVIOD

City of Columbus and UnitedHealthcare may use individually identifiable information about
you to identify for you (andwyalone) procedures, products or services that you may find
valuable. City of Columbus and UnitedHealthcare will use individually identifiable
information about you as permitted or required by law, including in operations and in
research. City of Columbausd UnitedHealthcare will useidientified data for commercial
purposes including research.

Relationship with Providers

The Claims Administrator has agreements in place that govern the relationships between it
and City of Columbus and Network providemsiesof which are affiliated providers.

Network providers enter into agreements with the Claims Administrator to provide Covered
Health Services to Covered Persons.

City of Columbus and UnitedHealthcare do not provide health care services or supplies, nor

do they practice medicine. Instead, City of Columbus and UnitedHealthcare arrange for

health care providers to participate in a Network and administer payment of Benefits.

Network providers are independent practitioners who run their own offices &ied.facili
UnitedHealthcare's credentialing process confirms public information about the providers'

licenses and otheredentials butoes not assure the quality of the services provided. They

are not City of Col umbusds tedHgalthoayee@tysof nor ar e
Columbus and UnitedHealthcare are not responsible for any act or omission of any

provider.

UnitedHealthcare is not considered to be an employer of the Plan Administrator for any
purpose with respect to the administration or provigibanefits under this Plan.

City of Columbus is solely responsible for:

y' Enrollment and classification changes (including classification changes resulting in your
enrollment or the termination of your coverage).

Yy The timely payment of the service feenitddHealthcare.

y' The funding of Benefits on a timely basis.

Yy Notifying you of the termination or modifications to the Plan.

Your Relationship with Providers

The relationship between you and any provider is that of provider and patient. Your
provider is solg responsible for the quality of the services provided to you. You:

Yy Are responsible for choosing your own provider.

Yy Are responsible for paying, directly to your provider, any amount identified as a member
responsibility, including Copayments, Coinsuramgénnual Deductible and any
amount that exceeds Eligible Expenses.

Yy~ Are responsible for paying, directly to your provider, the cost of aGpvered
Health Service.
Must decide if any provider treating you is right for you (this includes Netwoskkgrovid
you choose and providers to whom you have been referred).

Yy Must decide with your provider what care you should receive.
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Interpretation of Benefits

City of Columbus and UnitedHealthcare have the sole and exclusive disdeadrofo
the following

Yy Interpret Benefits under the Plan.

Yy Interpret the other terms, conditions, limitations and exclusions of the Plan, including
this SPDthe Schedule of Benehirsd anyAddendums, SMM&hd/or Amendments.

Yy Make factual determinations related to the Plan &@&hgits.

City of Columbus and UnitedHealthcare may delegate this discretionary authority to other
personsorentitesnc |l udi ng CIl ai ms thatdprovide sesvices iategardd s a f f |
to the administration of the Pldme identity of the sepa providers and the nature of

their services may be changed from time to time in Plan Sponsor's and the Claims

Administrator's discretion. In order to receive Benefits, you must cooperate with those

service providers.

In certaincircumstances, for purposes of overall cost savings or efficiency, City of Columbus
may, in its discretion, offer Benefits for services that would otherwise not be Covered Health
Services. The fact that City of Columbus does so in any particular castarshaly way

be deemed to require City of Columbus to do so in other similar cases.

Information and Records

City of Columbus and UnitedHealthcare may use your individually identifiable health
information to administer the Plan and pay claims, to ydenutifedures, products, or

services that you may find valuable, and as otherwise permitted or required by law. City of
Columbus and UnitedHealthcare may request additional information from you to decide
your claim for Benefits. City of Columbus and UniedtHcare will keep this information
confidential. City of Columbus and UnitedHealthcare may also useiglentifikd data

for commercial purposes, including research, as permitted by law.

By accepting Benefits under the Plan, you authorize andyiggetson or institution that

has provided services to you to furnish City of Columbus and UnitedHealthcare with all
information or copies of records relating to the services provided to you. City of Columbus
and UnitedHealthcare have the right to redissnhformation at any reasonable time. This
applies to all Covered Persons, including enrolled Dependents whether or not they have
signed the Participant's enrollment form. City of Columbus and UnitedHealthcare agree that
such information and records|wé considered confidential.

City of Columbus and UnitedHealthcare have the right to release any and all records
concerning health care services which are necessary to implement and administer the terms
of the Plan, for appropriate medical review onyaasessment, or as City of Columbus is
required to do by law or regulation. During and after the term of the Plan, City of Columbus
and UnitedHealthcare and its related entities may use and transfer the information gathered
under the Plan in a-identifed format for commercial purposes, including research and
analytic purposes.
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For complete listings of your medical records or billing statements City of Columbus
recommends that you contact your health care provider. Providers may charge you
reasonable és to cover their costs for providing records or completing requested forms.

If you request medical forms or records from UnitedHealthcare, they also may charge you
reasonable fees to cover costs for completing the forms or providing the records.

In some ases, City of Columbus and UnitedHealthcare will designate other persons or
entities to request records or information from or related to you, and to release those

records as necessary. UnitedHealthcare's designees have the same rights to this information
as does the Plan Administrator.

Incentives to Providers

Network providers may be provided financial incentives by UnitedHealthcare to promote
the delivery of health care in a cost efficient and effective manner. These financial incentives
are not intendetb affect your access to health care.

Examples of financial incentives for Network providers are:

Yy Bonuses for performance based on factors that may include quality, member satisfaction,
and/or costeffectiveness.

y A practice called capitation which is wangroup of Network providers receives a
monthly payment from UnitedHealthcare for each Covered Person who selects a
Network provider within the group to perform or coordinate certain health services. The
Network providers receive this monthly paymentdiegarof whether the cost of
providing or arranging to provide the Covered Person's health care is less than or more
than the payment.

Yy Bundled paymentsertain Network providers receive a bundled payment for a group
of Covered Health Services for a paldir procedure or medical conditiime
applicabl€opayment and/or Coinsurance 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 hibatare is less than or more than the payment. If you receive
follow-up services related to a procedure where a bundled payment is made, an
additional Copayment and/or Coinsurance may not be required if suchollow
services are included in the bundedment. You may receive some Covered Health
Services that are not considered part of the inclusive bundled payment and those
Covered Health Services would be subject to the applicable Copayment and/or
Coinsurance as described in yan Highlights.

The Gaims Administrator uses various payment methods to pay specific Network providers.
From time to time, the payment method may change. If you have questions about whether
your Network provider's contract with the Claims Administrator includes any financial
incentives, the Claims Administrator encourages you to discuss those questions with your
provider. You may also call the Claims Administrator at the telephone number on your ID
card. The Claims Administrator can advise whether your Network providdrysapgid

financial incentive, including those listed above.
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Incentives to You

Sometimes you may be offered coupons or other incentives to encourage you to participate
in various wellness programs or certain disease management,sogyssdiscount

programs and/or programs to seek care in a coste=ffectiveetting and/or from

Designated Providers. In some instances, these programs may be offered in combination
with a norUnitedHealthcare entityhe decision about whether or not to participate is

yaurs alone but City of Columbus recommends that you discuss participating in such
programs with your Physician. These incentives are not Benefits and do not alter or affect
your Benefits. You may call the number on your ID card if you have any questions.
Additional information may be found in Sectio@linjcal Programs and Resources.

Rebates and Other Payments

City of Columbus and UnitedHealthcare may receive rebates for certain drugs that are
administered to you in a Physician's office, or at a Hospittraate Facility. This

includes rebates for those drugs that are administered to you before you meet your Annual
Deductible. City of Columbus and UnitedHealthvaggassa portion ofthese rebates on

to you When rebates are passed on to you, theletaken into account in determining

your Copays or Coinsurance.

Workers' Compensation Not Affected

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

Future of thelBn

Although theCity expects to continue the Plan indefinitely, it reserves the right to
discontinue, alter or modify the Plan in whole or in part, at any time and for any reason, at
its sole determination.

TheC i tdgciien to terminate or amend a Riag be due to changes in federal or state
laws governing employee benefits, the requirements of the Internal Reveauaryode

other reason. A plan change may transfer plan assets and debts to another plan or split a
plan into two or more parts. If tkimpany does change or terminate a plan, it may decide
to set up a different plan providing similar or different benefits.

If this Plan is terminated, Covered Persons will not have the right to any other Benefits from
the Plan, other than for those claintsirred prior to the date of termination, or as

otherwise provided under the Plan. In addition, if the Plan is amended, Covered Persons
may be subject to altered coverage and Benefits.

The amount and form of any final benefit you receive will depend on any Plan document or
contract provisions affecting the Plan @itgldecisions. After all Benefits have been paid

and other requirements of the law have been met, certain remainirggelavilidse

turned over to th€ityand others as may be required by any applicable law.
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Plan Document

This Summary Plan Description (SPD) represents an overview of your Benefits. In the event
there is a discrepannythe SPDthe Plan Administrator withe Collective Bargaining
Agreement or Ordinance will govern.

Review and Determine Benefits in Accordance with UnitedHealthcare
Reimbursement Policies

UnitedHealthcare develops its reimbursement policy guidelines, in its sole discretion, in
accordance Wi one or more of the following methodologies:

Yy As indicated in the most recent edition of the Current Procedural Terminology (CPT), a
publication of the American Medical Association, and/&éeheers for Medicare and
Medicaid Services (CMS)

As reportedy generally recognized professionals or publications.

As used for Medicare.

As determined by medical staff and outside medical consultants pursuant to other
appropriate sources or determinations that UnitedHealthcare accepts.

<<

Following evaluation and daliion of certain provider billings (e.g., error, abuse and fraud
reviews), UnitedHealthcare's reimbursement policies are applied to provider billings.
UnitedHealthcare shares its reimbursement policies with Physicians and other providers in
UnitedHealtha®'s Network through UnitedHealthcare's provider website. Network
Physicians and providers may not bill you for the difference between their contract rate (as
may be modified by UnitedHealthcare's reimbursement policies) and the billed charge.
However, nofNetwork providers are not subject to this prohibition, and may bill you for

any amounts the Plan does not pay, including amounts that are denied because one of
UnitedHealthcare's reimbursement policies does not reimburse (in whole or in part) for the
senice billed. You may obtain copies of UnitedHealthcare's reimbursement policies for
yourself or to share with your Adetwork Physician or provider by going to
www.myuhc.comor by calling the telephone number on your ID card.

Ohio'sHouse Bill 3&®d the~ederal No Surprisessiablish patient protections including
from outof-Network providers' surprise bills ("balance billing") for emergency care and
other specified items or services. The Plan will comply with these new state and federal
requrements including how claims are processed from certafrAN®itvork providers.

UnitedHealthcare may apply a reimbursement methodology establbiedhirysight

and/or a third party vendor, which is base@btScoding principles, to determine

approprate reimbursement levels for Emergency Health Services. The methodology is
usually based on elements reflecting the patient complexity, direct costs, and indirect costs of
an Emergency Health Service. If the methodology(ies) currently in use becorae no long
available, UnitedHealthcare will use a comparable methodology(ies). UnitedHealthcare and
Optuminsigire related companies through common ownershipitegdHealth GroRefer

to UnitedHeal wwwanguheconsfor wiermation regardangehvendor

that provides the applicable methodology.
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SECTION5- GLOSSARY

What this section includes:
Yy~ Definitions of terms used throughout this SPD.

Many of the terms uséaroughout this SPD may be unfamiliar to you or have a specific
meaning with regard to the way the Plan is administered and how Benefits are paid. This
section defines terms used throughout this SPD, but it does not describe the Benefits
provided by the Bh.

Addendum - any attached written description of additional or revised provisions to the
Plan. The benefits and exclusions of this SPD aWthandments thereto shall apply to
the Addendum except that in the case of any conflict between the Adden8& and
and/or Amendments to the SPD, the Addendum shall be controlling.

Air Ambulance 8 medical transport by rotary wing Air Ambulance or fixed wing Air
Ambulance helicopter or airplane as definéd @FR 414.605

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

Yy Surgical services.
Yy Emergency Health Services.
Yy Rehabilitative, laboratory, diagnostic or therapeutieservic

An Alternate Facility may also provide Mental Health Services or Stteitzbecdeand
AddictiveDisordes Services on an outpatient basis or inpatient basis (for example a
Residential Treatment Facility).

Amendment- any attached written descriptidradditional or alternative provisions to the
Plan. Amendments are effective only when distributed by the Plan Sponsor or the Plan
Administrator. Amendments are subject to all conditions, limitations and exclusions of the
Plan, except for those that thesaniment is specifically changing.

Ancillary Servicesd items and services provided by-Network Physicians at a Network
facility that are any of the following:

Yy Related to emergenmedicine, anesthesiology, pathology, radiology, and neonatology;
Yy Providedby assistant surgeons, hospitalists, and intensivists;

y~ Diagnostic services, including radiology and laboratory services, unless such items and
services amxcludedrom the definition of Ancillary Services as determined by the
Secretary;

<

Providedoy suchother specialty practitioners as determined by the Secretary; and
Yy Provided by a meNetwork Physician when no other Network Physician is available.
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Annual Deductible (or Deductible)- the amount you must pay for Covered Health
Services in a plan yeardoefthe Plan will begin paying Benefits in that plan year. The
Deductible is shown in the first table in Sectiétab, Highlights

Autism Spectrum Disorders a condition marked by enduring problems communicating
and interacting with others, alonthwestricted and repetitive behavior, interests or
activities.

Benefits- Plan payments for Covered Health Services, subject to the terms and conditions
of the Plan and any Addendums and/or Amendments.

Body Mass Index (BMI) - a calculation used in obgsisk assessment which uses a
person's weight and height to approximate body fat.

BMI - see Body Mass Index (BMI).

Cancer Resource Services (CRSA program administered by UnitedHealthcare or its
affiliates made available to you by City of ColumbuS€R®erogram provides:

Yy Specialized consulting services, on a limited basis, to Participants and enrolled
Dependents with cancer.

Yy Access to cancer centers with expertise in treating the most rare or complex cancers.

Yy Education to help patients understand tencer and make informed decisions about
their care and course of treatment.

Cellular Therapy- administration of living whole cells into a patient for the treatment of
disease.

CHD - see Congenital Heart Disease (CHD).

Claims Administrator - UnitedHealthcare (also known as United Healthcare Services, Inc.)
and its affiliates, who provide certain claim administration services for the Plan.

Clinical Trial - a scientific study desigrieddentify new health services that improve
health outcomes. In a Clinical Trial, two or more treatments are compared to each other and
the patient is not allowed to choose which treatment will be received.

COBRA - see Consolidated Omnibus Budget Rearmam Act of 1985 (COBRA).

Coinsurance- the charge, stated as a percentage of Eligible Expenses or the Recognized
Amount when applicable, that you are required to pay for certain Covered Health Services as
described in Sectionkow the Plan Works and Section 16, Outpatient Prescription Drugs

City - City of Columbus.

Congenital Anomaly- a physical developmental defect that is present at birth and is
identified within the first twelve months of birth.
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Congenital Heart Disease (CHD)- any structural heart problem or abnormality that has
been preent since birth. Congenital heart defects may:

Yy Be passed from a parent to a child (inherited).

Yy Develop in the fetus of a woman who has an infection or is exposed to radiation or
other toxic substances during her Pregnancy.

Yy~ Have no known cause.

Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA)a federal law
that requires employers to offer continued health insurance coverage to certain employees
and their dependents whose group health insurance has been terminated.

Copayment (or Copay) thecharge, stated as a set dollar amount, that you are required to
pay for certain Covered Health Services as described in Sefwh® Plan Works and
Section 18)utpatient Prescription. Drugs

Please note that for Covered Health Services, you arssitldsgdor paying the lesser of the
following:

Yy Theapplicabl€opayment.
Yy TheEligibleExpense or the Recognized Amount when applicable.

Cosmetic Procedures procedures or services that change or improve appearance without
significantly improving physioica function, as determined by the Claims Administrator.

Cost-Effective - the least expensive equipment that performs the necessary function. This
term applies to Durable Medical Equipment and prosthetic devices.

Covered Health Service$ those health saces, including services, supplies or
Pharmaceutical Products, which the Claims Administrator determines to be all of the
following:

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

Medically Necessary.

Described as a Covered Health Service in this SPD under Sétaionighligtasd

Section 6Additional Coverage DaatdilSection 1Qutpatient Prescriptiags

Provided to a Covered Person who meets the Plan's eligibility requirements, as described
underEligibilityn Section 2ntroduction

Not otherwise excluded in this SPD under SectiExc8jsiorand Limitations Section
16,Outpatiemrescription Drugs

<N <%

Covered Person either the Participant or an enrolled Dependent, but this term applies
only while the person is enrolled and eligible for Benefits under the Plan. References to
"you" and "your" throughout this SPD are references to a Covered Person.

CRS- see Cancer Baurce Services (CRS).
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Custodial Care- services that are any of the following:

Yy Non-healthrelated services, such as assistance in activities of daily living (examples
include feeding, dressing, bathing, transferring and ambulating).

Yy Healthrelated serviedhat are provided for the primary purpose of meeting the
personal needs of the patient or maintaining a level of function (even if the specific
services are considered to be skilled services), as opposed to improving that function to
an extent that miglailow for a more independent existence.

Yy Services that do not require continued administration by trained medical personnel in
order to be delivered safely and effectively.

Deductible - see Annual Deductible.

Definitive Drug Test - test to identify spedfimedications, illicit substances and
metabolites and is qualitative or quantitative to identify possible usese oba drug.

Dependent- an individual who meets the eligibility requirements specified in the Plan, as
described undétligibilityn Setion 2,Introduction

Designated Dispensing Entity- a pharmacy, provider, or facility that has entered into an
agreement with the Claims Administrator, or with an organization contracting on the Claims
Administrator's behalf, to provide Pharmaceutioduts for the treatment of specified
diseases or conditions. Not all Network pharmacies, providers, or facilities are Designated
Dispensing Entities.

Designated Network Benefitsd for Benefit plans that have a Designated Network Benefit
level, this is théescription of how Benefits are paid for the Covered Health Services
provided by a Physician or other provider that has been identified as a Designated Provider.
Refer to Section BJan Highlighte determine whether or not your Benefit plan offers
Desgnated Network Benefits and for details about how Designated Network Benefits apply.

Designated Provider- a provider and/or facility that:

Yy Has entered into an agreement with UnitedHealthcare, or with an organization
contracting on UnitedHealthcare's febmaprovide Covered Health Services for the
treatment of specific diseases or conditions; or

Yy UnitedHealthcare has identified through UnitedHealthcare's designation programs as a
Designated Provider. Such designation may apply to specific treatnuitdsiscon
and/or procedures.

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

You can find out if your provider is a Designated Provider by contactiniiHEaitecare
atwww.myuhc.comor the telephone number on your ID card.
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Designated Virtual Network Provider- a provider or facility that has entered into an
agreement with the Claims Administrator, or with an organization contracting on the Claims
Administator's behalf, to deliver Covered Health Care Services through live audio with
video technologgr audio only.

DME - see Durable Medical Equipment (DME).

Domestic Partner- a person of the same or opposite sex with whom the Participant has
established a Domestic Partnership.

Domestic Partnership- a relationship between a Participant and one other person of the
same or opposite sex. All of the following requirementstajyolth persons:

They must not be related by blood or a degree of closeness that would prohibit marriage

in the law of the state in which they reside.

They must not be currently married to, or a Domestic Partner of, another person under

eitherstatutory or common law.

They must be at least 18 years old.

They must share the same permanent residence and the common necessities of life

They must be mentally competent to enter into a contract.

They must be financially interdependent and have fdrdstigments to support at

leastfour of the following conditions of such financial interdependence:

- They have a single dedicated relationship of at least 6 months asiration
documergdby at least one of the required (4) four documents.below

- They have jat ownership of a residence.

- They have at ledstur of the following:

SRS

A joint ownership of an automobile.

A joint checking, bank or investment account.

A joint credit account.

A lease for a residence identifying both partners as tenants.

A will and/or Ife insurance policies which designate the other as primary
beneficiary.

The Participant and Domestic Partner must jointly sign an affidavit of domestic partnership
provided byourCentraDepartment Human Resources ofticthe Employee Benefits
and Wehess officaeipon your request.

Domiciliary Care - living arrangements designed to meet the needs of people who cannot
live independently but do not require Skilled Nursing Facility services.

Durable Medical Equipment (DME) - medical equipment that is dltlee following:

Yy Is used to serve a medical purpose with respect to treatment of a Sickness, Injury or their
symptoms.

Yy Is not disposable.

Yy Is generally not useful to a person in the absence of a Sickness, Injury or their symptoms.

y' Can withstand repeated.use
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Yy Is not implantable within the body.
Yy Is appropriate for use, and is primarily used, within the home.

Eligible Expensesd for Covered Health Services, incurred while the Plan is in effect,
Eligible Expenses are determined by the Claims Administrattedcabedtaw and as
detailed in Section Bpw the Plan Works

Eligible Expenses are determined in accordan
reimbursement policy guidelines or as required by law. The Claims Administrator develops
ther ei mbur sement policy guidelines, in the CI

evaluation and validation of all provider billings in accordance with one or more of the
following methodologies:

Yy As indicated in the most recent edition ofQheent Bcedural Terminology, @PT)
publication of thé&merican Medical Assocattbor theCenters for Medicare and Medicaid
Services (CMS)

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

Yy As determined by medicafétand outside medical consultants pursuant to other
appropriate source or determination that the Claims Administrator accepts.

Emergencyd a medical condition manifesting itself by acute symptoms of sufficient
severity (including severe pain) so thaidept layperson, who possesses an average
knowledge of health and medicine, could reasonably expect the absence of immediate
medical attention to result in any of the following:

Yy Placing the health of the Covered Person (or, with respect to a pregnantiveoma
health of the woman or her unborn child) in serious jeopardy.

Yy Serious impairment to bodily functions.

y' Serious dysfunction of any bodily organ or part.

Emergency Health Service® with respect to an Emergency:

Yy An appropriate medical screening exdimméas required under secti@67 of the
Social Security Act, 42 U.S.C. I3%sddould be required under such section if such
section applied to an Independent Freestanding Emergency Dep#ranesnivithin
the capability of the emergency depantraf a Hospital, or an Independent
Freestanding Emergency Department, as applicable, including ancillary services routinely
available to the emergency department to evaluate such Emergency.

Yy Such further medical examination and treatment, to the egteatdalwithin the
capabilities of the staff and facilities available at the Hospital or an Independent
Freestanding Emergency Department, as applicable, as are required und863eaftion
the Social Security Act (42 U.S.C. 1395ddés)(8puld beequired under such section
if such section applied to an Independent Freestanding Emergency Department, to
stabilize the patient (regardless of the department of the Hospital in which such further
exam or treatment is provided). For the purpose of thisadei t i on, o0t o stabil
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meaning as given such term in sedi&@7(e)(3) of the Social Security Act (42 U.S.C.
1395dd(e)(3)).

Yy~ Emergency Health Services include items and services otherwise covered under the Plan
when provided by a néwetwork provder or facility (regardless of the department of
the Hospital in which the items are services are provided) after the patient is stabilized
and as part of outpatient observation, or as a part of an Inpatient Stay or outpatient stay
that is connected todloriginal Emergency unless the following conditions are met:

a. The attending Emergency Physician or treating provider determines the patient is
able to travel using nonmedical transportation cEnwergency medical
transportation to an available Networkvpter 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 patienis in such a condition, as determined by the Secretary, to receive
information as stated in b) above and to provide informed consent in accordance
with applicable law.

d. The provider or facility satisfies any additional requirements or prohibitions as
maybe imposed by state 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
the time the service is provided regardless of whether notice and consent criteria has
been atisfied.

Employer - City of Columbus.
EOB - see Explanation of Benefits (EOB).

Experimental or Investigational Service(sp medical, surgical, diagnostic, psychiatric,

mental health, substane¢ated and addictive disorders or other health care services,
technologies, supplies, treatments, procedures, drug therapies, medications, or devices that,
at the time the Claims Admnstrator makes a determination regarding coverage in a

particular case, are determined to be any of the following:

Yy Not approved by thg.S. Food and Drug Administration {¢bé)awfully marketed
for the proposed use and not as appropriate for theggopise in any of the
following:

A AHFS Drug Information (AHFS igler therapeutic uses section;
A Elsevier Gold Standard's Clinical Phaunmdeolbgyndications section;

A DRUGDEX System by Micronuediex the therapeutic uses section and has a
strengh recommendation rating of class I, class lla, or class IIb

A National Comprehensive Cancer NetworkifddS@NJYl biologics compendium
category of evidence 1, 2A, or 2B.
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Yy Subject to review and approval by any institutional review board for thegumgos
(Devices which afeDA approved under tHdumanitarian Use Dexemption are not
considered to be Experimental or Investigational.)

Yy The subject of an ongoing Clinical Trial that meets the definition of a Phase I, 1l or IlI
Clinical Trial set fdntin theFDA regulations, regardless of whether the trial is actually
subject td-DA oversight.

Yy~ Only obtainable, with regard to outcomes for the given indication, within research
settings.

Exceptions:

y  Clinical Trials for which Benefits are available esbéesunde€linical Trials Section
6, Additional Coverage Details

y If you are not a participant in a qualifying Clinical Trial as described under,Section 6
Additional Coverage Datadl$iave a Sickness or condition that is likely todsmaike
within one year of the request for treatment, the Claims Administrator may, at its
discretion, consider an otherwise Experimental or Investigational Service to be a
Covered Health Service for that Sickness or condition. Prior to such consideration, t
Claims Administrator must determine that, although unproven, the service has
significant potential as an effective treatment for that Sickness or condition.

Explanation of Benefits (EOB)- a statement provided by UnitedHealthcare to you, your
Physiciamr another health care professional that explains:

The Benefits provided (if any).

The allowable reimbursement amounts.

Deductibles.

Coinsurance.

Any other reductions taken.

The net amount paid by the Plan.

The reason(s) why the service or supply wasvexed by the Plan.

S S,

Gender Dysphoria- A disorder characterized by the diagnostic caolesgified in the
current edition of thBiagnostic and Statistical Manual of the American Psychiatric Association.

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

Genetic Counseling- counseling by a qualified clinician that includes:

y Identifying your potential risks for suspected genetic disorders;

Yy An individualized discussion aboutlibeefits, risks and limitations of Genetic Testing
to help you make informed decisions about Genetic Testing; and

Yy Interpretation of the Genetic Testing results in order to guide health decisions.
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Certified genetic counselors, medical geneticists anchpbygith a professional society's
certification that they have completed advanced training in genetics are considered qualified
clinicians when Covered Health Services for Genetic Testing require Genetic Counseling.

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

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

Health Statement(s)- a single, integrated statement that summarizes EOB information by
providing detailed content on account balances and claim activity.

Home Health Agency- a program or organization authorized by law to provide health
care services in the home.

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

Yy ltis primarily engaged in providing health services, on an inggisntdn the acute
care and treatment of sick or injured individuals. Care is provided through medical,
mental health, substanetated and addictive disorders, diagnostic and surgical facilities,
by or under the supervision of a staff of Physicians.

y It has 24our nursing services.

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

Independent Freestanding Emergency Departmert a healthcare facility that:
Yy Is geographicalseparate and distinct and licensed separately from a Hospital under
applicable law; and

Yy Provide€Emergencyealth Services.

Injury - bodily damage other than Sickness, including all related conditions and recurrent
symptoms.

Inpatient Rehabilitation Facility - a long term acute rehabilitation center, a Hospital (or a
special unit of a Hospital designated as an Inpatient Rehabilitation Facility) that provides
rehabilitation services (including physical therapy, occupational therapspaedtor

therapy) on an inpatient basis, as authorized by law.

Inpatient Stay- an uninterrupted confinement, following formal admission to a Hospital,
Skilled Nursing Facility or Inpatient Rehabilitation Facility.
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Intensive Behavioral Therapy (IBT) d outpatient behavioral/educational services that aim
to reinforce adaptive behagioreduce maladaptive behaviors and improve the mastery of
functional age appropriate skills in people with Autism Spectrum Disorders. Examples
includeApplied Behavior Analysis (ABA)Denver MpdetiRelationship Development
Intervention (RDI)

Intensive Outpatient Treatment a structured outpatient treatment program.

Yy For Mental Health Services, the program may be freestanding or-baspitand
provides services for at least three hours per day, two or more days per week.

Yy For SubstaneRelatedaind Addictive Disorders Services, the program provides nine to
nineteen hours per week of structured programming for adults and six to nineteen hours
for adolescents, consisting primarily of counseling and education about addiction related
and mental healt

Intermittent Care - skilled nursing care that is provided or needed either:

Yy Fewer than seven days each week.
Yy Fewer than eight hours each day for periods of 21 days or less.

Exceptions may be made in special circumstances when the need for addiiefiaitear
and predictable.

Kidney Resource Services (KRSh program administered by UnitedHealthcare or its
affiliates made available to you by City of Columbus. The KRS program provides:

Yy Specialized consulting services to Participants and enrodedd@ep with ESRD or
chronic kidney disease.

Yy Access to dialysis centers with expertise in treating kidney disease.

Yy Guidance for the patient on the prescribed plan of care.

Manipulative Treatment- the therapeutic application of chiropractic and/or osteopathic
manipulative treatment with or without ancillary physiologic treatment and/or rehabilitative
methods rendered to restore/improve motion, reduce pain and improve function in the
management @ identifiable neuromusculoskeletal condition.

Medicaid - a federal program administered and operated individually by participating state
and territorial governments that provides medical benefits to eligibleolow people
needing health care. Thddml and state governments share the program'’s costs.

Medically Necessaryd health care services that are all of the following as determined by
the Claims Administrator or its designee, Wwi
The services mulse:

Yy In accordance with Generally Accepted Standards of Medical Practice.

Yy~ Clinically appropriate, in terms of type, frequency, extent, service site and duration, and
considered effective for your Sickness, Injury, Mental lliness, stietidedand
addicive disorders disease or its symptoms.
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Not mainly for your convenience or that of your doctor or other health care provider.

Not more costly than an alternative drug, service(s), service site or supply that is at least
as likely to produce equivalentdipewutic or diagnostic results as to the diagnosis or
treatment of your Sickness, Injury, disease or symptoms.

<<,

Generally Accepted Standards of Medaral Reactarels that are based on credible scientific
evidence published in peeviewed medicaldrature generally recognized by the relevant
medical community, relying primarily on controlled clinical trials, or, if not available,
observational studies from more than one institution that suggest a causal relationship
between the service or treattraamd health outcomes.

If no credible scientific evidence is available, then standards that are based on Physician
specialty society recommendations or professional standards of care may be considered. The
Claims Administrator reserves the right to coespért opinion in determining whether

health care services are Medically Necessary. The decision to apply Physician specialty
society recommendations, the choice of expert and the determination of when to use any

such expert opinion, shall be withinthee&Ci ms Admi ni strator6s sol e

The Claims Administrator develops and maintains clinical policies that desegbertiky
Accepted Standards of Medicadteatificeevidence, prevailing medical standards and
clinical guidelines supporting its determinations regarding specific services. These clinical
policies (as developed by the Claims Administrator and revised from time to time), are
available to Coveré&®rsons omwww.myuhc.comor by calling the number on your ID

card, and to Physicians and other health care professiomals.@iHCprovider.com.

Medicare- Parts A, B, C and D of the insurance program established by Titld)did,
States Social Sgdrtas amended by 42 U.S.C. Sections 1394, et seq. and as later amended.

Mental Health Services services for the diagnosis and treatment of those mental health
or psychiatric categories that are listed in the current editiotndéthational Gldisation of
Diseases section on Mental and BehavioratiSoaggsstic and Statistical Manual of the
American Psychiatric Asso€iaidact that a condition is listed in the current edition of the
International Classification of DisgasemsViental and Behavioral @rigbedgrsstic and
Statistical Manual of the American PsychiatriclAesoudtioean that treatment for the
condition is a Covered Health Service.

Mental Health/Substance-Related and AddictiveDisorders Administrator - the
organization or individual designated by City of Columbus who provides or arranges Mental
Health and SubstanBelated and Addictisordes Services under the Plan.

Mental lliness d those mental health or psychiatric diagnostic catdigtec the

current edition of thinternational Classification of Diseases section on Mental and Behavioral
Disorders Diagnostic and Statistical Manual of the American Psychialihe Asstatiatian
condition is listed in the current exitof thelnternational Classification of Diseases section on
Mental and Behavioral DismrDegnostic and Statistical Manual of the American Psychiatric
Associatidimes not mean that treatment for the condition is a Covered Health Service
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Neonatal Resource Services (NRS)a program administered by UnitedHealthcare or its
affiliates made available to you by City of Columbus. The NRS program provides guided
access to a network of credentialed NICU providers and specialized nurse consulting
services to help manage NICU admissions.

Network - when used to describe a provider of health care services, this means a provider
that has a participation agreement in effect (either directly or indirectly) with the Claims
Administrator or with its affil@to participate in the Network; however, this does not

include those providers who have agreed to discount their charges for Covered Health
Services by way of their participation in the Shared Savings Program. The Claims
Administrator's affiliates areie entities affiliated with the Claims Administrator through
common ownership or control with the Claims Administrator or with the Claims
Administrator's ultimate corporate parent, including direct and indirect subsidiaries.

A provider may enter into agraement to provide only certain Covered Health Services,

but not all Covered Health Services, or to be a Network provider for only some products. In
this case, the provider will be a Network provider for the Covered Health Services and
products includeadhithe participation agreement, and aMetwork provider for other

Covered Health Services and products. The participation status of providers will change
from time to time.

Network Benefits - for Benefit Plans that have a Network Benefit level, thes is t
description of how Benefits are paid for Covered Health Services provided by Network
providers. Refer to SectiorPkan Highlightsdetermine whether or not your Benefit plan
offers Network Benefits and Sectiohl@w the Plan Woffks details abaunow Network
Benefits apply.

New Pharmaceutical Product a Pharmaceutical Product or new dosage form of a
previously approved Pharmaceutical Product. It applies to the period of time starting on the
date the Pharmaceutical Product or new dosage fqpnased by th&).S. Food and Drug
Administration (FDA)d ends on the earlier of the following dates.

Yy The date it is reviewed.
y December 31st of the following calendar year.

Non-Medical 24Hour Withdrawal Management- An organized residential service,
including those defined American Society of Addiction Medicine sl 24our
supervision, observation, and support for patients who are intoxicated or experiencing
withdrawal, using peer and social support rather than medical and nursing care.

N on-Network Benefits - for Benefit Plans that have a Ngatwork Benefit level, this is
the description of how Benefits are paid for Covered Health Services provided by non
Network providers. Refer to SectioRln Highlightsdetermine whether or naiwyr

Benefit plan offers NeNetwork Benefits and SectiorHdw the Plan Worfks details

about how NorNetwork Benefits apply.
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Open Enrollment - the period of time, determined by City of Columbus, during which
eligible Participants may enroll themsealvégheir Dependents under the Plan. City of
Columbus determines the period of time that is the Open Enrollment period.

Out-of-Pocket Maximum - for Benefit plans that have an @iHPocket Maximum, this is
the maximum amount you pay every plan year.t&&ection Flan Highlighits the
Out-of-Pocket Maximum amount. See Sectiblo®, the Plan Wdidsa description of
how the Outof-Pocket Maximum works.

Partial Hospitalization/Day Treatment - a structured ambulatory program that may be a
freestanding or Hospitabased program and that provides services for at least 20 hours per
week.

Participant - a fulltime Participant of the Employer who meets the eligibility requirements
specified in the Plan, as described ufdgbilityn Section AntroductioA Participant
must live and/or work in the United States.

Personal Health Support programs provided by the Claims Administrator that focus on
prevention, education, and closing the gaps in care designed to encourage an efficient system
of carefor you and your covered Dependents.

Personal Health Support Nurse the primary nurse that UnitedHealthcare may assign to
you if you have a chronic or complex health condition. If a Personal Health Support Nurse
is assigned to you, this nurse will calky@ssess your progress and provide you with
information and education.

Pharmaceutical Product(s} U.S. Food and Drug Administration-@ppyved
prescription medications or products administered in connection with a Covered Health
Service by a Phyisic.

Physician- anyDoctor of MedioinBoctor of Osteopaltiayis properly licensed and
gualified by law.

Please note: Any podiatrist, dentist, psychologist, chiropractor, optomettnest provider

who acts within the scope of his orliense will be considered on the same basis as a
Physician. The fact that a provider is described as a Physician does not mean that Benefits
for services from that provider are available to you under the Plan.

Plan - The City of Columbus Medical Plan.

Plan Administrator - City of Columbus or its designee.
Plan Sponsor City of Columbus.

Pregnancy- includes all of the following:

Yy Prenatal care.
Yy Postnatal care.
y  Childbirth.
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Yy Any complications associated with the above.

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

Primary Physician- a Physician who has a majority of his or her practice in general
pediatrics, internal medicine, obstetrics/gynggolamily practice or general medicine.

Private Duty Nursing - nursing care that is provided to a patient on-foemee basis by
licensed nurses in an inpatient or a home setting when any of the following are true:

Yy Services exceed the scope of Inteenti€Care in the home.

Yy The service is provided to a Covered Person by an independent nurse who is hired
directly by the Covered Person or his/her family. This includes nursing services provided
on an inpatient or hormare basis, whether the service lsakit norskilled

independent nursing.

Skilled nursing resources are available in the facility.

The Skilled Care can be provided by a Home Health Agency on a per visit basis for a
specific purpose.

y
y

Recognized Amountd the amount which Copayment, Coinsteaand applicable
deductible, is based on for the below Covered Health Services when provided by non
Network providers.

Yy Non-NetworkEmergency Health Services.

Yy Non-Emergency Covered Health Services received at certain Network facilities by non
NetworkPhyscians when such services are either Ancillary Services;Amailbary
Services that have not satisfied the notice and consent criteria 02 8@8B2(d) of the
PublitiealttService A€or the purpose of this provision, "certain Network fesilisire
limited to a hospital (as defined&61(e) of the Social Sec)rigyhdspital outpatient
department, a critical access hospital (as defit@giligimm)(1) of the Social Sequrity Act
an ambulatory surgical center as described in d838Gh(1)(A) of the Social Secuyity Act
and any other facility specified by the Secretary.

The amount is based on either:

1) An All Payer Model Agreafraatdpted,

2) State law, or

3) The lesser of the qualifying payment amount as determinedppiidable law or the
amount billed by the provider or facility.

The Recognized Amount for Air Ambulance services provided byNetark provider
will be calculated based on the lesser of the qualifying payment amount as determined under
applicable lawr the amount billed by the Air Ambulance service provider.
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Note: Covered Health Services that use the Recognized Amount to determine your
cost sharing may be higher or lower than if cost sharing for these Covered Health
Services were determined basegon an Eligible Expense.

Reconstructive Procedure a procedure performed to address a physical impairment

where the expected outcome is restored or improved function. The primary purpose of a
Reconstructive Procedure is either to treat a medical eoadittamprove or restore

physiologic function. Reconstructive Procedures include surgery or other procedures which
are associated with an Injury, Sickness or Congenital Anomaly. The primary result of the
procedure is not changed or improved physicamee. The fact that a person may

suffer psychologically as a result of the impairment does not classify surgery or any other
procedure done to relieve the impairment as a Reconstructive Procedure.

Remote Physiologic Monitoring- the automatic collecti@md electronic transmission of

patient physiologic data that are analyzed and used by a licensed Physician or other qualified
health care professional to develop and manage a treatment plan related to a chronic and/or
acute health illness or condition. freatment plan will provide milestones for which

progress will be tracked by one or more Remote Physiologic Monitoring devices. Remote
Physiologic Monitoring must be ordered by a licensed Physician or other qualified health
professional who has examirtesl patient and with whom the patient has an established,
documented, and ongoing relationship. Remote Physiologic Monitoring may not be used
while the patient is inpatient at a Hospital or other facility. Use of multiple devices must be
coordinated by orehysician.

Residential Treatmentd treatment in a facility which provides Mental Health Services or
Substanc®elated and Addictive Disorders Services treatment. The facility meets all of the
following requirements:

Yy ltis established and operated in acourel with applicable state law for Residential
Treatment programs.

y It provides a program of treatment approved by the Mental Health/Sulsttated
and Addictive Disorders Services Administrator under the active participation and
direction of a Physiciamd approved by the Mental Health/Subst&etated and
Addictive Disorders Services Administrator.

y' Offers organized treatment services that feature a planned and structured regimen of
care in a 2Aiour setting and provides at least the following bastese

Room and board.

Evaluation and diagnosis.

Counseling.

Referral and orientation to specialized community resources.

A Residential Treatment facility that qualifies as a Hospital is considered a Hospital.

Secretand as that term is applied in the Surprises Axdtthe Consolidated Appropriations Act
(P.L. 11&60)
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Semtprivate Room- a room with two or more beds. When an Inpatient Stay in-a Semi
private Room is a Covered Health Service, the difference in cost betwe@mnizagemi
Room and a private room is a benefit only when a private room is necessary in terms of
generally accesul medical practice, or when a S§eimate Room is not available.

Shared Savings Programa program in which UnitedHealthcare may obtain a discount to
anonNet wor k providerds billed charges. Thi s
previously agrdeo by the nofNetwork provider and a third party vendor. When this

program applies, the nbletwork provider's billed charges will be discounted. Plan
coinsurance and any applicable deductible would still apply to the reduced charge.
Sometimes Plan preions or administrative practices supersede the scheduled rate, and a
different rate is determined by UnitedHealthcare.

This means, when contractually permitted, the Plan may pay the lesser of the Shared Savings
Program discount or an amount determinddritedHealthcare, such as:

y A percentage of the published rates allowed IBetiters for Medicare and Medicaid
Services (CNt8)the same or similar service within the geographic market.

Yy An amount determined based on available data resources otiverfgesiin that
geographic area.

y A fee schedule established by a third party vendor.

Yy A negotiated rate with the provider.

In this case the neletwork provider may bill you for the difference between the billed
amount and the rate determined by Unitatthieare. If this happens you should call the
number on your ID Card. Shared Savings Program providers are not Network providers and
are not credentialed by UnitedHealthcare.

Sickness- physical iliness, disease or Pregnancy. The term Sickness as used in this SPD
includes Mental Iliness or substamt&ted and addictive disorders, regardless of the cause
or origin of the Mental lliness or substametated and addictive disorder.

Skilled Care- skilled nursing, teaching, and rehabilitation services when:

Yy They are delivered or supervised by licensed technical or professional medical personnel
in order to obtain the specified medical outcome and provide for the safety of the

patient.

A Physician orders them.

They are not delivered for the purpose of assisting with activities of daily living,

including dressing, feeding, bathing or transferring from a bed to a chair.

They require clinical training in order to be delivered safely anmeegffect

They are not Custodial Care, as defined in this section.

<< S

Skilled Nursing Facility - a Hospital or nursing facility that is licensed and operated as
required by law. A Skilled Nursing Facility that is part of a Hospital is considered a Skilled
Nursirg Facility for purposes of the Plan.
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Specialist Physician a Physician who has a majority of his or her practice in areas other
than general pediatrics, internal medicine, obstetrics/gynecology, family practice or general
medicine.

Specialty PharmaceuticeProduct - Pharmaceutical Products that are generally high cost
biotechnology drugs used to treat patients with certain illnesses.

Spouse- an individual to whom you are legally married or a Domestic Partner as defined in
this section.

SubstanceRelatedand Addictive Disorders Services- services for the diagnosis and

treatment of alcoholism and substaet@ed and addictive disorders that are listed in the
currentedition of thdnternational Classification of Diseases section on Mental and Behavioral
Disordeos Diagnostic and Statistical Manual of the American Psychiafie Asstotiatian

disorder is listed in thelition of thdnternational Classification of Diseases section on Mental and
Behavioral Disordesagnostic éigtistical Manual of the American PsychiatrialAssociation

not mean that treatment of the disorder is a Covered Health Service.

Surrogate- a female who becomes pregnant usually by artificial insemination or transfer of
a fertilized egg (embryo) fbetpurpose of carrying the fetus for another person. When the
surrogate provides the egg the surrogate is biologically (genetically) related to the child

Telehealth/Telemedicine - live, interactive audio with visual transmissions of a Physician
patient enounter from one site to another using telecommunications technology. The site
may be £MSdefined 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.

Total Disability or Totally Disabled - a Participant's inability to perform all of the
substantial and material duties of his or her regular employment or occupation; and a
Dependent'mability to perfornthe normal activities of a person of like age and gender.

Transitional Living - Mental Health Services and SubstRetated and Addictive
Disorders Servicéisat are provided through facilities, group homes and supervised
apartments that provide-Bdur sipervision, including those definedimerican Society of
Addiction Medicine (ASAMgria, that are either:

Yy Sober living arrangements such asfdeeghousing or alcohol/drug halfway
houses. These are transitional, supervised living arrangemprasitleastable and
safe housing, an alcohol/dfinge environment and support for recovery. A sober
living arrangement may be utilized as an adjunct to ambulatory treatment when
treatment doesn't offer the intensity and structure needed to assist @ Cover
Person with recovery.

Yy Supervised living arrangements which are residences such as facilities, group homes
and supervised apartments that provide stable and safe housing and the opportunity
to learn how to manage activities of daily living. Supemniisg@itrangements may
be utilized as an adjunct to treatment when treatment doesn't offer the intensity and
structure needed to assist the Covered Person with recovery.
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Unproven Services$ health services, including medicatamksdevices, regardlest)@.

Food and Drug Administration @ipiyvalthat are not determined to be effective for
treatment of the medical condition or not determined to have a beneficial effect on health
outcomes due to insufficient and inadequate clinical evidence froomaetted

randomized controlled trials or cohsittdies in the prevailing published-pe@ewed

medical literature.

Yy Welkconducted randomized controlled trials. (Two or more treatments are compared to
each other, and the patient is not allowed to choose which treatment is received.)

Yy~ Wellconducted duort studies from more than one institution. (Patients who receive
study treatment are compared to a group of patients who receive standard therapy. The
comparison group must be nearly identical to the study treatment group.)

Yy The Claims Administrator hapracess by which it compiles and reviews clinical
evidence with respect to certain health services. From time to time, the Claims
Administrator issues medical and drug policies that describe the clinical evidence
available with respect to specific health services. These medical and drug policies are
subject to change without prior notice. You can view these policies at
www.myuhc.com

Please note:

y If you have a lifthreatening Sickness or condition (one that is likely to cause death
within oneyear of the request for treatment) the Claims Administrator may, at its
discretion, consider an otherwise Unproven Service to be a Covered Health Care Service
for that Sickness or condition. Prior to such a consideration, the Claims Administrator
must firg establish that there is sufficient evidence to conclude that, even though
unproven, the service has significant potential as an effective treatment for that Sickness
or condition.

Urgent Cared care that requires prompt attention to avoid advenseqgances butloes

not pose an i mmediate threat to a pgrersonods |
setting and without an appointment. Urgent care facilities are a location, distinct from a

hospital emergency department, an office or a clei@uFpose is to diagnose and treat

illness or injury for unscheduled, ambulatory patients seeking immediate medical attention.

Urgent Care Cente® a facility that provides Covered Health Services thafaredeo
prevent serious deterioration of your health, and that are required as a result of an
unforeseen Sickness, Injury, or the onset of acute or severe symptoms.
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SECTION ¥®OUTPATIENT PRESCRIPTION DRUGS

What this section includes:
Yy Benefits availabfer Prescription Drug Products.

How to utilize the retail and mail order service for obtaining Prescription Drug
Products.

Definitions of terms used throughout this secttated to the Prescription Drug
Product Plan.

y
Yy Any Benefit limitations and exclusions that exist for Prescription Drug Produdts.
y

Benefits for Prescription Drug Products

Benefits are available for Prescription Drug Produsithet a Network Pharmacy or a
nortNetwork Pharmacy and are subject to Copayments and/or Coinsurance or other
payments that vary depending on which of the tiers of the Prescription Drug List (PDL) the
Prescription Drug Product is listed. Refer to the Outpatient Prescription Drug Schedule of
Benefits for applicable Copayments and/or Coinsurance requirements.

Benefis for Prescription Drug Products are available when the Prescription Drug Product
meets the definition of a Covered Health Service or is prescribed to prevent conception.

What You Must Pay

Benefits for Preventive Care Medications are not subject to pafytnetnnual
Deductible.

You are responsible for paying the applicable Copayment and/or Coinsurance described in
thePayment Informat@uatpatient Prescription 2blg®rSchedule of Ben@iitipatient
Prescription Drigsi are not responglfor paying a Copayment and/or Coinsurance for
Preventive Care Medications.

The amount you pay for any of the following under this section will not be included in
calculating any Owff-Pocket Maximum stated in your SPD:

y~ Coinsurance for Prescription DiRigoducts

y* Certain coupons or offers from pharmaceutical manufacturers. You may access
information on which coupons or offers are not permitted through the Internet at
www.myuhc.comor by calling the telephone number on your ID card.

Yy Thedifference between the GuitNetwork Reimbursement Rate and aMetwork
Pharmacy's Usual and Customary Charge for a Prescription Drug Product.

Yy Any norcovered drug product. You are responsible for paying 100% of the cost (the
amount the pharmacy charges) for any nowovered drug product and
UnitedHealthcare contracted rates (Prescription Drug Charge) will not be available to
you.
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Payment Terms and Featw&sitpatient Prescription Drugs

Prescription Drug Product Coverage Highlights

The table belowrpvides an overview of the Plan's Prescription Drug Product coverage. It
includes Copay amounts that apply when you have a prescription fieakaiaayror
detailed descriptions of your Benefits, refRetaiandMail Orden this section. The is a
separate Outf-Pocket maximum f@Dutpatient Prescription Bargsdividuals, the Out
of-Pocket maximum i8H00 and for families, it i§,&00.

If a Brand-name Drug Becomes Available as a Generic

If a Brandname Prescription Drigyoduct becomes available as a Generic drug, the tier
placement of the Bramhme Prescription Drug Product may chalgea result, your

Copay may change. You will pay the Copay applicable for the tier to which the Prescription
Drug Product is assigned.

Prior Authorization Requirements

Before certain Prescription Drug Products are dispensed to you, it is the responsibility of
your Physician, your pharmacist or you to obtain prior authorizatiddrfiteiHealthcare

or its designee. The reason for obgiprior authorization frotdnitedHealthcare or its
designee is to determine if the Prescription Drug Product, in accordance with
UnitedHealthcare's approved guidelines, is each of the following:

y It meets the definition of a Covered Health Serviceiasdlbf the Plan.
Yy Itis not an Experimental or Investigational or Unproven Service, as defined in Section
15, Glossary

The Plan may also require you to obtain prior authorizatiotfmv@dHealthcare or its
designee so UnitedHealthcare can determirieervtiee Prescription Drug Product, in
accordance with UnitedHealthcare's approved guidelines, was prescribed by a Specialist
Physician.

Network Pharmacy Prior Authorization

When Prescription Drug Products are dispensed at a Network Pharmacy, thegrescrib
provider, the pharmacist, or you are responsible for obtaining prior authorization
from UnitedHealthcare.

Non-Network Pharmacy Prior Authorization

When Prescription Drug Products are dispensed atNetwork Pharmacy, you or your
Physician, are masible for obtaining prior authorization frdmtedHealthcare as
required.

If you do not obtain prior authorizatibefore the Prescription Drug Product is dispensed,
you may pay more for that Prescription Drug Product order or refill. You willibedram

pay for the Prescription Drug Product at the time of purchase. The Prescription Drug
Products requiring prior authorizateoe subject to UnitedHealthcare's periodic review and
modificationYou may determine whether a particular PrescriptianRyoduct requires
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prior authorizatiothrough the Internet atww.myuhc.comor by calling the telephone
number on your ID card.

If you do not obtain prior authorization from UnitedHealthoef@re the Prescription

Drug Product is dispensed, you cdnldnitedHealthcare to consider reimbursement after

you receive the Prescription Drug Product. You will be required to pay for the Prescription
Drug Product at the pharmacy. UnitedHealthcare contracted pharmacy reimbursement rates
(UnitedHealthcare's Praption Drug Charge) will not be available to you at-&Natwork
Pharmacy. You may seek reimbursement from the Plan as described in Slegtisn 9,
Procedures

When you submit a claim on this basis, you may pay more because you did not obtain prior
auhorization fromJnitedHealthcare before the Prescription Drug Product was dispensed.
The amount you are reimbursed will be based on the Prescription Drug Charge (for
Prescription Drug Products from a Network Pharmacy) or thef®lgtwork

Reimbursementd®e (for Prescription Drug Products from a-Network Pharmacy), less

the required Copayment and/or Coinsuramceany deductible that applies.

To determine if a Prescription Drug Product requires prior authorie#tien visit
www.myuhc.comor callthe number on your ID card. The Prescription Drug Products
requiring prior authorizati@re subject to UnitedHealthcare's periodic review and
modification.

Benefits may not be available for the Prescription Drug Product after UnitedHealthcare
reviews th documentation provided and determines that the Prescription Drug Product is
not a Covered Health Service or it is an Experimental or Investigational or Unproven
Service.

UnitedHealthcare may also require prior authorifaticertain programs which ynaave

specific requirements for participation and/or activation of an enhanced level of Benefits
associated with such programs. You may access information on available programs and any
applicable prior authorizatjguarticipation or activation requirenseassociated with such
programs through the Internetaatw.myuhc.comor by calling the number on your ID

card.
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Schedule of Benefit©utpatient Prescription Drugs

Benefit Information for Prescription Drug Products at either a Network Pharmacy or
a non-Network Pharmacy

Covered Health Servicés

Percentage of

Percentage of Outof-

= Network
Chz:gzclgg)t/lggldgg/ugou Reimbursement Rate
T PayableBy You
{Fes Prc?rsgg%tlll?_n OIS (Per Prescription Order
: or Refill):
Network Non-Network

Retail - up to a 3dday
supply

When a Prescription Drug
Product is packaged or
designed to deliver in a
manner that provides more
than a consecutive-8ay
supply, the Copayment
and/or Coinsurance that
applies will reflect the numb
of days dispensed days the
drug will be delivered.

y Tierl

2(%0after you meet your
Annual Deductible

2(0after you meet you
Annual Deductible

y Tier2

2(%0after you meet your
Annual Deductible

2(0after you meet you
Annual Deductible

y Tier3

2(%after you meet your
Annual Deductible

20%after youmeet your
Annual Deductible
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Covered Health Servicés

Percentage of

Percentage of Outof-

o Network
Chz:gzclgg)t/lgglegg/ugou Reimbursement Rate
o PayableBy You
(PeEr Prc?rsggf)itlll;n orker (Per Prescription Order
' or Refill):
Network Non-Network

Specialty Prescription Drug
Products- up to a 9a@ay
supply

The following supply limits
apply:

As written by the provider, |
to a consecutive Qixy
supply of a Specialty
Prescription Drug Product,
unless adjusted basedioa
drug manufacturer's
packaging size, or based or
supply limits.

When a Specialty Prescripti
Drug Product is packaged @
designed to deliver in a
manner that provides more
than a consecutive-8ay
supply, the Copayment
and/or Coinsurance that
applieswill reflect the numbe
of days dispensed or days t
drug will be delivered.

Supply limits apply to
Specialty Prescription Drug
Products obtained at a
NetworkPharmacya mail
order Network Pharmacy or
Designated Pharmacy.

y Tierl

20%0after youmeet your
Annual Deductible

2(0after you meet you
Annual Deductible

y Tier2

20%after you meet your
Annual Deductible

20%after you meet you
Annual Deductible

150

SECTIONL6T OUTPATIENPRESCRIPTIABRUGS




CTY OFCOLUMBUNEDICAIAFFCHOICE PSIHDHRVIOD

Percentage of Percentage of Outof-
Prescription Drug Rei bNetwork R
Charge PayableBy You €im ulr)slzement ate
Covered Health Services (Per Prescription Order Paya e'By You
or Refill): (Per Prescription Order
' or Refill):
Network Non-Network
y Tier3 20%after you meet your| 20%after you meet you
Annual Deductible AnnualDeductible
Mail Order Network
Pharmacy- up to a 9@ay
supply
y Tierl 20%after you meet your Not Covered
Annual Deductible
y Tier2 20%after you meet your Not Covered
Annual Deductible
y Tier3 20%after you meet your Not Covered
Annual Deductible

1Please obtain prior authorization from UnitedHealthcare before receiving Prescription Drug
Products, as describedPimyment Terms and Faatdes®rior Authorization Requirdmtriss
section.

Note. The Coordination of Benefits provisa@scribed in Section Tgordination of Benefits
(COB)pplies to covered Prescription Drug Products as described in this section. Benefits
for Prescription Drug Products will be coordinated with those of any other health plan in
the same manner as Beasdfir Covered Health Services described in this SPD.

Identification Card (ID Cartetwork Pharmacy

You must either show your ID card at the time you obtain your Prescription Drug Product
at a Network Pharmacy or you must provide the Network Pharrtaicientifying
information that can be verified by UnitedHealthcare during regular business hours.

If you don't show your ID card or provide verifiable information at a Network Pharmacy,
you will be required to pay the Usual and Customary Charge festngp#on Drug at the
pharmacy.

You may seek reimbursement from the Plan as described in SEtaiom3rocedures
under the headintf,Your Provider Does Not File YounNZii@myou submit a claim on this
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basis, you may pay more because youtéaitedfy your eligibility when the Prescription
Drug Product was dispensed. The amount you are reimbursed will be based on the
Prescription Drug Charge, less the required Copayment and/or Coinanchang,
deductible that applies.

Submit your clainot

Optum Rx
PO Box 29077
Hot Spring, AR 71903

Benefit Levels

Benefits are available for outpatient Prescription Drug Products that are considered Covered
Health Services.

The Plan pays Benefits at different levels fei tiexr2 and tiei3 Prescription Drug
Products.

All Prescription Drug Products covered by the Plan are categorized into thesestbree

the Prescription Drug List (PDL). The tier status of a Prescription Drug Product can change
periodically, generally quarterly but poenthan six times per calendar year, based on the
Prescription Drug List (PDL) Management Committee's periodic tiering decisions. When
that occurs, you may pay more or less for a Prescription Drug Product, depending on its tier
assignment. Since the PDaynthange periodically, you canwisitz.myuhc.comor call
UnitedHealthcare at the number on your ID card for the most current information.

Each tier is assigne€ainsurancavhich is the amount you g@fter you meet yo

Annual Deductibleyhenyou visit the pharmacy or order your medications through mail
order. Your Copay will also depend on whether or not you visit the pharmacy or use the
mail order servicesee the table shown at the beginning of this section for further details.
Here's howhe tier system works:

Yy Tier1 is your lowesToinsuranception. For the lowest cof-pocket expense, you
should consider tidrdrugs if you and your Physician decide they are appropriate for
your treatment.

y Tier2 is your middl€oinsuranception. Congler a tief2 drug if no tiefl drug is
available to treat your condition.

y  Tier3 is your highe§toinsuranception. The drugs in ti& are usually more costly.
Sometimes there are alternatives availablelroti¢ier2.

For Prescription Drug Produ@sa retail Network Pharmacy, you are responsible for
paying the lowest of:

Yy The applicabl€oinsurance

Yy The Network Pharmacy's Usual and Customary Charge for the Prescription Drug
Product

Yy The Prescription Drug Charge for that Prescription Drug Product.
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For Prescription Drug Products from a mail order Network Pharmacy, you are responsible
for paying the lower of:

Yy The applicabl€oinsurance
Yy The Prescription Drug Charge for that particular Prescription Drug.

Retail

Benefits are provided for PrescriptiondRroducts dispensed by a retail Network

Pharmacy. The Plan has a Network of participating retail pharmacies, which includes many
large drug store chains. You can obtain information about Network Pharmacies by
contacting UnitedHealthcare at the numbeoanp card or by logging onto

www.myuhc.com

Benefits are provided for Prescription Drug Products dispensed by a rétativork
Pharmacy. If the Prescription Drug Product is dispensed by a refdgkwork Pharmacy,
you must pay for the Prescript@rug Product at the time it is dispensed and then file a
claim for reimbursement with UnitedHealthcare, as described in yo8e&i#),Claims
Proceduréke Plan will not reimburse you for the difference between toé-IQetivork
Reimbursement Ra&nd the noiNetwork Pharmacy's Usual and Customary Charge for
that Prescription Drug Product. The Plan will not reimburse you for acgveoed drug
product.

In most cases, you will pay more if you obtain Prescription Drug Products frem a non
Network Fharmacy.

To obtain your prescription from a retail pharmacy, simply present your ID card and pay the
Copay The following supply limits apply:

y  As written by the provider, up to a consecutis@a$Isupply of a Prescription Drug
Product, unless adjusteddd on the drug manufacturer's packaging size or based on
supply limits.

Yy A onecycle supply of an oral contraceptive. You may obtain up to three cycles at one
time if you pay the Copay for each cycle supplied.

When a Prescription Drug Product is packagdesigned to deliver in a manner that
provides more than a consecutivel&a supply, the Copay that applies will reflect the
number of days dispenseddays the drug will be delivered

Note: Pharmacy Benefits apply only if your prescription is foreag@ioHealth Service,
and not for Experimental or Investigational, or Unproven Services. Otherwise, you are
responsible for paying 100% of the cost.

Mail Order

Benefits are provided for certain Prescription Drug Products dispensed by a mail order
Network Fharmacy. The mail order service may allow you to purchase wolay a@tply
of a covered Prescription Drug Product through the mail
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To use the mail order service, all you need to do is complete a patient profile and enclose
your Prescription Order &efill. Your medication, plus instructions for obtaining refills,

will arrive by mail about 14 days after your order is received. If you need a patient profile
form, or if you have any questions, you can reach UnitedHealthcare at the number on your
ID cad.

The following supply limits apply: As written by the provider, up to a conseedéye 90
supply, unless adjusted based on the drug manufacturer's packaging size or based on supply
limits.

Specialty Prescription Drug Products from a Mail Order Network Pharmacy are subject to
the supply limits stated below under the he&ieagialty Prescription Drug .Products

You may be required to fill an initial Prescription Drug Product order ancobtegfill
through a retail pharmacy prior to using a mail order Network Pharmacy.

Note: To maximize your Benefit, ask your Physician to write your Prescription Order or

Refill for a 9alay supply, with refills when appropriate. You will be chargeaedprail

Copay for any Prescription Order or Refill if you use the mail order service, regardless of the
number of days' supply that is written on the order or refill. Be sure your Physician writes
your mail order or refill for a-@y supply, not a8y sipply with three refills.

Benefits for Preventive Care Medications

Benefits under the Prescription Drug Plan include those for Preventive Care Medications as
defined, in this section, und&ossaryPrescription Drug Prodoctsnay determine whether
adrug is a Preventive Care Medication through the intewwetvatnyuhc.comor by

calling UnitedHealthcare at the number on your ID card.

Designated Pharmacies

If you require certain Prescription Drug Products, including, but not limited to, Specialty
Pregription Drug Products, UnitedHealthcare may direct you to a Designated Pharmacy
with whom it has an arrangement to provide those Prescription Drug Products.

If you are directed to a Designated Pharmacy and you choose not to obtain your
Prescription Drugr@duct from a Designated Pharmacy, you will be subject to the Non
Network Benefit for that Prescription Drug Product.

Specialty Prescription Drug Products
Benefits are provided for Specialty Prescription Drug Products.

If you require Specialty Prescripiong Products, UnitedHealthcare may direct you to a
Designated Pharmacy with whom UnitedHealthcare has an arrangement to provide those
Specialty Prescription Drug Products.

If you are directed to a Designated Pharmacy and you choose not to obtaatiayr Sp
Prescription Drug Product from a Designated Pharmacy, you will be subject to the non
Network Benefit for that Specialty Prescription Drug Product.
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Please sdglossaryOutpatient Prescription, Bouggull description of Specialty Prescription
Drug Product and Designated Pharmacy.

Refer to théutpatient Prescription Drug Scheduldarfdgtakditsn Specialty Prescription
Drug Product supply limits.

Please sdglossaryOutpatient Prescription, Druigis section for definitions $pecialty
Prescription Drug Product and Designated Pharmacy.

Want to lower your outof-pocket Prescription Drug Product costs?
Consider tiefl Prescription Drug Products, if you and your Physician decide theylare
appropriate.

Assigning Prescription Drugdéucts to the Prescription Drug List (PDL)

UnitedHealthcare's Prescription Drug List (PDL) Management Committee is authorized to
make tier placement changes on UnitedHealthcare's behalf. The PDL Management
Committee makes the final classification of ak-&iproved Prescription Drug Product to

a certain tier by considering a number of factors including, but not limited to clinical and
economic factors. Clinical factors may include, but are not limited to, evaluations of the
place in therapy, relative safetrelative efficacy of the Prescription Drug Product, as well

as whether certain supply limits or prior authorizagganrements should apply. Economic
factors may include, but are not limited to, the Prescription Drug Product's acquisition cost
including, but not limited to, available rebates and assessments on the cost effectiveness of
the Prescription Drug Product.

Some Prescription Drug Products are most cost effective for specific indications as
compared to others, therefore, a Prescription Praduct may be listed on multiple tiers
according to the indication for which the Prescription Drug Product was prescribed, or
according to whether it was prescribed by a Specialist Physician.

The PDL Management Committee may periodically change theptaxfearPrescription
Drug Product among the tiers. These changes generally will occur quarterly, but no more
than six times per calendar year. These changes may occur without prior notice to you.

When considering a Prescription Drug Product for tiempdatethe PDL Management
Committee reviews clinical and economic factors regarding Covered Persons as a general
population. Whether a particular Prescription Drug Product is appropriate for an individual
Covered Person is a determination that is made Byptered Person and the prescribing
Physician.

Note: The tier status of a Prescription Drug Product may change periodically based on the
process described above. As a result of such changes, you may be required to pay more or
less for that Prescription @y Product. Please acaeasv.myuhc.comthrough the

Internet or call the number on your ID card for the mosogate tier status.

Prescription Drug Product, Prescription Drug List (PDL), and Prescription Drug List (PDL)
Management Committee are defeuetthe end of this section.
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Prescription Drug List (PDL)
The Prescription Drug List (PDL) is a tool that helps guide you and your Physicign in
choosing the medications that allow the most effective and affordable use of yoyr
Prescription Dru@enefit.

Prescription Drug Benefit Claims
For Prescription Drug Product claims procedures, please refer to SEtiomsFrocedures

Limitation on Selection of Pharmacies

If UnitedHealthcare determines that you may be using Prescriptidtr@tucis in a

harmful or abusive manner, or with harmful frequency, your selection of Network
Pharmacies may be limited. If this happens, UnitedHealthcare may require you to select a
single Network Pharmacy that will provide and coordinate all futuraphaenvices.

Benefits will be paid only if you use the designated single Network Pharmacy. If you don't
make a selection within 31 days of the date the Plan Administrator notifies you,
UnitedHealthcare will select a single Network Pharmacy for you.

SupplyLimits

Benefits for Prescription Drug Products are subject to supply limits that are stated in the
table under the headiRgescription Drug Product Coverage Faghligimigle Copayment
and/or Coinsurance, you may receive a Prescription DrugtRipdadhe stated supply

limit. Whether or not a Prescription Drug Product has a supply limit is subject to
UnitedHealthcare's periodic review and modification.

Note: Some products are subject to additional supply limits based on criteria that the Plan
Administrator and UnitedHealthcare have developed, subject to periodic review and
modification. The limit may restrict the amount dispensed per Prescription Order or Refill
and/or the amount dispensed per month's supply or may require that a minimumemount b
dispensed.

You may determine whether a Prescription Drug Product has been assigned a supply limit
for dispensing, through the Internetvatw.myuhc.comor by calling the telephone
number on your ID card.

Special Programs

City of Columbus and UnitedHealthe may have certain programs in which you may
receive an enhanced or reduced Benefit based on your actions such as
adherence/compliance to medication or treatment regimens and/or participation in health
management programs. You may access informatlmeserprograms through the Internet
atwww.myuhc.comor by calling the number on your ID card.

Prescription Drug Products Prescribed by a Specialist Physician

You may receive an enhanced or reduced Benefit, or no Benefit, based on whether the
PrescriptioDrug Product was prescribed by a Specialist Physician. You may access
information on which Prescription Drug Products are subject to Benefit enhancement,
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reduction or no Benefit through the Internetnaiv.myuhc.comor by calling the
telephone number onyolD card.

Step Therapy

Certain Prescription Drug Products for which Benefits are described in this section are
subject to step therapy requirements. In order to receive Benefits for such Prescription Drug
Products you must use a different Prescriptiag Broduct(s) first.

You may determine whether a particular Prescription Drug Product is subject to step
therapy requirements by visitmgw.myuhc.comor by calling the number on your ID
card.

Rebates and Other Discounts

UnitedHealthcare and City of Cohura may, at times, receive rebates for certain drugs on
the PDL. UnitedHealthcare does not pass these rebates on to you, nor are they taken into
account in determining your Copays and/or Coinsurance.

UnitedHealthcare and a number of its affiliated entitieduct business with various
pharmaceutical manufacturers separate and apart frOutgaseRrescription Dsegtion.
Such business may include, but is not limited to, data collection, consulting, educational
grants and research. Amounts recéreed pharmaceutical manufacturers pursuant to such
arrangements are not related toGhitpatieRrescription Dsegtion. UnitedHealthcare is

not required to pass on to you, and does not pass on to you, such amounts.

Coupons, Incentives and Other Camications

At various times, UnitedHealthcare may send mailings or provide other communications to
you, your Physician, or your pharmacy that communicate a variety of messages, including
information about Prescription and farescription Drug Products. 8se communications

may include offers that enable you, at your discretion, to purchase the described product at a
discount. In some instances, fumtedHealthcare entities may support and/or provide

content for these communications and offers. Only ybyoam Physician can determine

whether a change in your Prescription and/ofamescription Drug regimen is appropriate

for your medical condition.

Exclusions What the Prescription Drug Plan Will Not Cover

Exclusions from coverage listed in Secti@x@usior@nd Limitatioalso apply to this
section. In addition, the exclusions listed below apply.

When an exclusion applies to only certain Prescription Drug Products, you can access
www.myuhc.comthrough the Internet or by calling the number on y@ward for
information on which Prescription Drug Products are excluded.

1. For any condition, Injury, Sickness or Mental Iliness arising out of, or in the course of,
employment for which benefits are availaldernsmy workers' compensation law or
other similar laws, whether or not a claim for such benefits is made or payment or
benefits are received.
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2. Any Prescription Drug Product for which payment or benefits ardgur@riavailable
from the local, state or federal government (for example Medicare) whether or not
payment or benefits are received, except as otherwise provided by law.

3. Pharmaceutical Products for which Benefits are provided in the medical (not in Section
16,Outpatiemrescription Dyyogstion of the Plan.

This includes certain forms of vaccines/immunizations. This exclusion does not apply to
Depo Provera and othejjantable drugs used for contraception.

4. Compounded drugs that contain certain bulk chemicals. (Compounded drugs that
contain at least one ingredient that requires a Prescription Order or Refill are assigned
to Tier 3) Compounded drugs that are available as a similar commercially available
Prescription Drug Product.

5. Prescription Drug Products dispensed outside of the United States, except in an
Emergency.

6. Durable Medical Equipment, including insulin pumps and related supplies for the
management and treatment of diabetes, for which Benefits are providegRRyour
Prescribed and neprescribed outpatient supplies, other thariabetic supplies and
inhaler spacers specifically stated as covered.

7. Certain Prescription Drug Products for tobacco cessation.

Growth hormone for children witmilial short stature (short stature based upon
heredity and not caused by a diagnosed medical condition).

9. The amount dispensed (days' supply or quantity limit) which exceeds the supply limit.

10. The amount dispensed (days' supply or quantity limit) which is less than the minimum
supply limit.

11 Certain Prescription Drug Products that have not been prescribed by a Specialist
Physcian.

12 Certain New Prescription Drug Products until they are reviewed and assigned to a tier by
the PDL Management Committee.

13 Prescribed, dispensed or intended fedusing an Inpatient Stay.

14. Prescribed, dispensed for appetite suppression, and other weight loss products.
15 Prescribed to treat infertility.

16. Certain unit dose packaging or repackagers of Prescription Drug Products.

17. Used for conditions and/or at dosages determined to be Experimental or
Investigational, or Unproven, unless Unitetihtssre and City of Columbus have
agreed to cover an Experimental or Investigational or Unproven treatment, as defined in
Section %, Glossary

18 Used for cosmetic purposes.

19 Prescription Drug Products as a replacement for a previously dispensed Prescription
Drug Product that was lost, stolen, broken or destroyed.

20. General vitamins, except for the following which require aiftres@rder or Refill:
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- Prenatal vitamins.
- Vitamins with fluoride.
- Single entity vitamins.

21 Any product for which the primary use is a source of nutrition, nutritional supplements,
or dietary management of diseand prescription medical food products, even when
used for the treatment of Sickness or Injury.

22 A Prescription Drug Product that contains marijuana, including medical marijuana.
23 Diagnostic kits and produdt€luding associated services

24. Publicly available software applications and/or monitors that may be available with or
without a Prescription Order or Refill.

25 Health services and supplies that do not meet the definition of a Covered Health Service
as defined in this Section Obitpatient Prescription, DnagsGlossafyOutpatient
Prescription Dri@ysvered Hetll Services are those health services including services,
supplies, Prescription Drug Products, which UnitedHealthcare determines to be all of
the following:

- Medically Necessary as defined in this Section 15, Outpatient Prescription Drugs,
under Glossarg Outpatient Prescription Drugs.

- Described as a Covered Health Service in this SPD under the Schedule of Benefits
Prescription Drug Coverage Highlights in this Section 15, Outpatient Prescription
Drugs.

- Not otherwise excluded in this SPD.

Glossary Outpatent 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 UnitedHealthcare identifies
as a Brandame product, based on available datarcesoincluding, but not limited to,

medispan or First DataBank, that classify drugs as either brand or generic based on a
number of factors. You should know that all products identified as a "brand name" by the
manufacturer, pharmacy, or your Physicannuot be classified as Braagne by
UnitedHealthcare.

Chemically Equivalent- when Prescription Drug Products contain the same active
ingredient.

Covered Health Service$ those health services, including services, supplies or
Pharmaceutical Products eththe Claims Administrator determines to be:

Yy Medically Necessary.

Yy Described as a Covered Health Service undechieelule of Beimetiitis Section 16,
Outpatient Prescription. Drugs

Yy Provided to a Covered Person who meets the Plan's eligibilignreqts, as described
in this SPD undekligibilityn Section 2Antroduction

Not otherwise excluded in tldsction 18)utpatient Prescription @rugder Section 8,
Exclusiorad Limitationkthis SPD

159 SECTIONL6T OUTPATIENPRESCRIPTIABRUGS



CTY OFCOLUMBUNEDICAIAFFCHOICE PSIHDHRVIOD

Designated Pharmacy a pharmacy that hastered into an agreement with
UnitedHealthcare or with an organization contracting on its behalf, to provide specific
Prescription Drug Products including, but not limited to, Specialty Prescription Drug
Products. The fact that a pharmacy is a NetworknBbgrdoes not mean that it is a
Designated Pharmacy.

Generic- a Prescription Drug Product: (1) that is Chemically Equivalent to an&maand

drug; or (2) that UnitedHealthcare identifies as a Generic product based on available data
resources including,tinot limited to, meepan or First DataBank, that classify drugs as
either brand or generic based on a number of factors. You should know that all products
identified as a "generic" by the manufacturer, pharmacy or your Physician may not be
classified as Generic by UnitedHealthcare.

Medically Necessaryd health care services that are all of the following as determined by
the Claims Administrator or its designee, wi
The services must be:

Yy In accordance with Generally Accepted Standards of Medical Practice.

y  Clinically appropriate, in terms of type, frequency, extent, service site and duration, and
considered effective for your Sickness, Injury, Mental lliness, stietidedand
addictive disorder, disease or its symptoms.

y" Not mainly for your conveniencetbat of your doctor or other health care provider.

Yy Not more costly than an alternative drug, service(s), service site or supply that is at least
as likely to produce equivalent therapeutic or diagnostic results as to the diagnosis or
treatment of your Siness, Injury, disease or symptoms.

Generally Accepted Standards of Medaral Reaxctarels that are based on credible scientific
evidence published in peeviewed medical literature generally recognized by the relevant
medical community, relyipgmarily on controlled clinical trials, or, if not available,
observational studies from more than one institution that suggest a causal relationship
between the service or treatment and health outcomes.

If no credible scientific evidence is availalde,dtandards that are based on Physician

specialty society recommendations or professional standards of care may be considered. The
Claims Administrator reserves the right to consult expert opinion in determining whether

health care services are Medibkdyessary. The decision to apply Physician specialty

society recommendations, the choice of expert and the determination of when to use any

such expert opinion, shall be within the CIl a

The Claims Administrator developd anaintains clinical policies that describ&émerally
Accepted Standards of Medicadreatificeevidence, prevailing medical standards and
clinical guidelines supporting its determinations regarding specific services. These clinical
policies &s developed by the Claims Administrator and revised from time to time), are
available to Covered Personsvaww.myuhc.comor by calling the number on your ID

card, and to Physicians and other health care professiomals.@iHCprovider.com.

Network Pharmacy - a pharmacy that has:
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y  Entered into an agreement with UnitedHealthcare or an organization contracting on its
behalf to provide Prescription Drug Products to Covered Persons.

Yy Agreed to accept specified reimbursement rates for dispaesirgption Drug
Products.

y Been designated by UnitedHealthcare as a Network Pharmacy.

New Prescription Drug Product- a Prescription Drug Product or new dosage form of a
previously approved Prescription Drug Product, for the period of time startingate the
the Prescription Drug Product or new dosage form is approved.b$ tf@od and Drug
Administration (FDANd ending on the earlier of the following dates:

Yy The date it is assigned to a tier by UnitedHealthcare's Prescription Drug List (PDL)
Managemnt Committee.
Yy December 31st of the following calendar year.

Out-of-Network Reimbursement Rated the amount the Plan will pay to reimburse you
for a Prescription Drug Product that is dispensed atHetarork Pharmacy. The Qot-
Network Reimbursement [dor a particular Prescription Drug Product dispensed at a
nonNetwork Pharmacy includes a dispensing fee and any applicable sales tax.

Out-of-Pocket Drug Maximum - the maximum amount you are required to pay for
covered Prescription Drug Products in glsipear. Refer to the Outpatient Prescription
Drug Benefit Information table for details about how theo®Bbcket Drug Maximum
applies.

Prescription Drug Charge- the rate the Plan has agreed to pay UnitedHealthcare on
behalf of its Network Pharmacies]uding the applicable dispensing fee and any applicable
sales tax, for a Prescription Drug Product dispensed at a Network Pharmacy

Prescription Drug List (PDL) - a list that categorizes into tiers medications or products

that have been approved byth8. Food and Drug Administretisriist is subject to
UnitedHealthcare's periodic review and modification (generally quarterly, but no more than
six times per calendar year). You may determine to which tier a particular Prescription Drug
Product habeen assigned by contacting UnitedHealthcare at the number on your ID card
or by logging ontaeww.myuhc.com

Prescription Drug List (PDL) Management Committee- the committee that
UnitedHealthcare designates for, among other responsibilities, classsigtipgiéh Drug
Products into specific tiers.

Prescription Drug Product- a medication, or product that has been approved byShe
Food and Drug Administration @fthat can, under federal or state law, be dispensed
only according to a PrescriptiOrder or Refill. A Prescription Drug Product includes a
medication that, due to its characteristics, is generally appropriatadanisgfration or
administration by a negkilled caregiver. For purposes of Benefits under this Plan, this
definitionincludes:

Yy Inhalers (with spacers).
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Insulin.

<SS

Certain injectable medications administered in a Network Pharmacy.

<,

The following diabetic supplies:

- Standard insulin syringes with needles.

- Bloodtesting stripsglucose.

- Urinetesting stripsglucose.

- Ketonetesting strips and tablets.

- Lancets and lancet devices.

- Glucose meters including continuous glucose monitors.

y  Certain vaccines/immunizations administered in a Network Pharmacy.

Prescription Order or Refill- the directive to dispens@escription Drug Product issued
by a duly licensed health care provider whose scope of practice permits issuing such a
directive.

Preventive Care Medication§PPACA Zero Cost Share)the medications that are

obtained at a Network Pharmacyl that aregyable at 100% of the cost (without

application of any Copayment, Coinsurance, Annual Deductible, Annual Drug Deductible or
Specialty Prescription Drug Product Annual Deductible) as required by applicable law under
any of the following:

Yy Evidencebased itesor services that have in effect a rating of "A" or "B" in the current
recommendations of thénited States Preventive Services Task Force

Yy With respect to infants, children and adolescents, evidienced preventive care and
screenings provided forthre comprehensive guidelines supported byehkeh
Resources and Services Administration

Yy With respect to women, such additional preventive care and screenings as provided for
in comprehensive guidelines supported byid¢héth Resources and Semniioéstration

You may determine whether a drug is a Preventive Care Medication through the internet at
www.myuhc.comor by calling UnitedHealthcare at the number on your ID card.

For the purposes of this definition PPACA means Patient Protection andlAéf@dre
Act of 2010.

Specialist Physician a Physician who has a majority of his or her practice in areas other
than general pediatrics, internal medicine, obstetrics/gynecology, family practice or general
medicine.

Specialty Prescription Drug Product Prescription Drug Products that are generally high
cost, sethdministered biotechnology drugs used to treat patients with certain ¥oesses.
may access a complete list of Specialty Prescription Drug Products through the Internet at
www.myuhc.comor by calling the number on your ID card.

Therapeutically Equivalent- when Prescription Drug Products have essentially the same
efficacy and adverse effect profile.
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Usual and Customary Chargethe usual fee that a pharmacy charges individuals for a
Presciption Drug Product without reference to reimbursement to the pharmacy by third
parties. The Usual and Customary Charge includes a dispensing fee and any applicable sales
tax.

Your Right to Request an Exclusion Exception

When a Prescription Drug Produaxsluded from coverage, you or your representative
may request an exception to gain access to the excluded Prescription Drug Product. To
make a request, contact UnitedHealthcare in writing or cal-Htfeztolimber on your ID
card. UnitedHealthcare wibitify you of its determination within 72 hours.

Please note if your request for an exception is approved by UnitedHealthcare, you may be
responsible for paying the applicable Copayment and/or Coinsurance based on the
Prescription Drug Product tier plaea) or at the highest tier as described iBehefit
Informatidable in the®utpatient Prescription Drug ScheduleiofaBleitediiso any

applicable Ancillary Charge.

Urgent Requests

If your request requires immediate action and a delagigaifidantly increase the risk to
your health, or the ability to regain maximum function, call UnitedHealthcare as soon as
possible. UnitedHealthcare will provide a written or electronic determination within 24
hours.

External Review

Ifyouarenotsatisfe d wi th UnitedHealthcareds deter min
request, you may be entitled to request an external review. You or your representative may
request an external review by sending a written request to UnitedHealthcare to the address
setout in the determination letter or by calling thdresl number on your ID card. The

Independent Review Organizatiill (Hety you of its determination within 72 hours.

Expedited External Review

I f you are not sat i stérmimaton of yourlexclusion excemtidthe al t h c a
request and it involves an urgent situation, you or your representative may request an

expedited external review by calling théréallnumber on your ID card or by sending a

written request to the address setrotite determination letter. THO will notify you of

its determination within 24 hours.

163 SECTIONL6T OUTPATIENPRESCRIPTIABRUGS



CTY OFCOLUMBUNEDICAIAFFCHOICE PSIHDHRVIOD

SECTION7 - IMPORTANADMINISTRATIVE INFORMATION

What this section includes:
Yy Plan administrative information.

This section includes information on the administration of the medical Plan. While you may
not need this information for your elayday participation, it is informatiyou may find
important.

Addlitional Plan Description

Claims Administrator. The company which provides certain administrative services for the
Plan Benefits described in this Summary Plan Description.

United Healthcare Services, Inc.
9900 Bren Road East
Minnetonka, MN 55343

The Claims Administrator shall not be deemed or construed as an employer for any purpose
with respect to the administration or provisioBesfefits under the Plan Sponsor's Plan.

The Claims Administrator shall not be responsiblalfiiirfg any duties or obligations of

an employer with respect to the Plan Sponsor's Plan.

Type of Administration of the Plan The Plan Sponsor provides certain administrative
services in connection with its Plan. The Plan Sponsor may, from timentdatgisuwe

discretion, contract with outside parties to arrange for the provision of other administrative
services including arrangement of access to a Network Provider; claims processing services,
including coordination @enefits and subrogation; usitibn management and complaint
resolution assistance. This external administrator is referred to as the Claims Administrator.
For Benefits as described in this Summary Plan Description, the Plan Sponsor also has
selected a provider network establishédhiigdHealthcare Insurance Compding

named fiduciary of Plantlee City of Columbus, the Plan Sponsor.

The Plan Sponsor retains all fiduciary responsibilities with respect to the Plan except to the
extent the Plan Sponsor has delegated or allaratbéert persons or entities one or more
fiduciary responsibility with respect to the Plan.
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ATTACHMENTHEALTH CARE REFORMINES

Patient Protection and Affordable Care Act ("PPACA")

Grandfathered Health Plan Notice

This group health plan believes this Plan is a "grandfathered health plan" Batenthe
Protection and Affordable Care Act (the AffordablesGreemitted by th&ffordable Care

Act a grandfathered health plan can preserve certain badsicoveadige that was already

in effect when that law was enacted. Being a grandfathered health plan means that your Plan
may not include certain consumer protections d&ftbedable Care thett apply to other

plans, for example, the requirement foptbeision of preventive health services without

any cost sharing. However, grandfathered health plans must comply with certain other
consumer protections in tAéordable Care,Aot example, the elimination of lifetime

limits onBenefits.

Questions regarding which protections apply and which protections do not apply to a
grandfathered health plan and what might cause a plan to change from grandfathered health
plan status can be directed to the Plan Adminigi@aty 648978 You mgy also contact

theU.S. Department of Health and HumamatSemwicksalthreform.gov
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ATTACHMENT-UEGAL NOTICES

Women's Health and Cancer Rights Act of 1998

As required by thé/omen's Health and Cancer Rights Acthaf RP&98provides Benefits

under the Plan for mastectomy, including reconstruction and surgery to achieve symmetry
between the breasts, prostheses, and complications resulting from a mastectomy (including
lymphelema).

If you are receiving Benefits in connection with a mastectomy, Benefits are also provided for
the following Covered Health Services, as you determine appropriate with your attending
Physician:

Yy All stages of reconstruction of the breast on whiaindalséectomy was performed.

Yy Surgery and reconstruction of the other breast to produce a symmetrical appearance.

Yy Prostheses and treatment of physical complications of the mastectomy, including
lymphedema.

The amount you must pay for such Covered HealtheSefivicluding Copayments and any
Annual Deductible) are the same as are required for any other Covered Health Service.
Limitations on Benefits are the same as for any other Covered Health Service.

Statement of Rights under the Newborns' and Mothers' Presdittion Act

Under Federal law, group health Plans and health insurance issuers offering group health
insurance coverage generally may not restrict Benefits for any Hospital length of stay in
connection with childbirth for the mother or newborn childgs than 48 hours following

a vaginal delivery, or less than 96 hours following a delivery by cesarean section. However,
the Plan or issuer may pay for a shorter stay if the attending provider (e.g., your physician,
nurse midwife, or physician assistaftgr consultation with the mother, discharges the
mother or newborn earlier.

Also, under Federal law, plans and issuers may not set the level of Beneditpociait
costs so that any later portion of thénd@r (or 9énhour) stay is treated in ammer less
favorable to the mother or newborn than any earlier portion of the stay.

In addition, a plan or issuer may not, under Federal law, require that a physician or other
health care pwider obtain authorization for prescribing a length of stay of up to 48 hours
(or 96 hours). However, to use certain providers or facilities, or to reduce-gbpocket
costs, you may be required to obtain prior authorization or notify the Claiimistéator.

For information on notification or prior authorization, contact your issuer.
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ATTACHMENTAINONDISCRIMINATION AND ACCESSIBILITY
REQUIREMENTS

When the Plan uses the words "Claims Administrator" in this Attachment, it is a reference to
United HealthCare Services, Inc., on behalf of itself and its affiliated companies.

The Claims Administrator on behalf of itself and its affiliated companies complies with
applicable Federal civil rights laws and does not discriminate on the bast®lairyace,
national origin, age, disability, or sex. UnitedHealthcare does not exclude people or treat
them differently because of race, color, national origin, age, disability, or sex.

The Claims Administrator provides free aids and services to peogisabwilities to
communicate effectively with us, such as:

Yy Qualified sign language interpreters

Yy Written information in other formats (large print, audio, accessible electronic formats,
other formats)

Yy Provides free language services to people whose faimgaage is not English, such
as: Qualified interpreters

Yy Information written in other languages

If you need these services, please call tHieéoihember number on your health plan ID
card, TTY 711 or the Plan Sponsor.

If you believe that the Claimsmidistrator has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, or
sex, you can file a grievance in writing by mail or email with the Civil Rights Coordinator
identified belowA grievance must be sent within 60 calendar days of the date that you
become aware of the discriminatory action and contain the name and address of the person
filing it along with the problem and the requested remedy.

A written decision will be sent tauywithin 30 calendar days. If you disagree with the
decision, you may file an appeal within 15 calendar days of receiving the decision.

Claims Administrator Civil Rights Coordinator

United HealthCare Services, Inc. Civil Rights Coordinator

UnitedHealtbare Civil Rights Grievance

P.O. Box 30608

Salt Lake City, UT 84130

The tollree member phone number listed on your health plan ID card, TTY 711
UHC_Civil_Rights@UHC.com

If you need help filing a grievance, the Civil Rights Coordinator idebtfieds available
to help you.
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You can also file a complaint directly with the U.S. Dept. of Health and Human services
online, by phone or mail:

Onlinehttps://ocrportal.hhs.gov/ocr/portal/lobbysf

Complaint forms are availablé&tp://www.hhs.gov/ocr/office/file/index.html

Phone: Tolfree 18003681019, 80&37%7697 (TDD)

Mail: U.S. Dept. of Health and Human Services, 20ChtEmce Avenue, SW Room
509F, HHH Building, Washington, D.C. 20201
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ATTACHMENTOGETTING HELP IN OTHER LANGUAGES OR FORMATS

You have the right to get help and information in lpoiguage at no cost. To request an
interpreter, call the tdlee member phone number listed on your health plan ID card, press
0. TTY 711.

This letter is also available in other formats like large print. To request the document in
another format, pleasall the tolfree member phone number listed on your health plan ID
card, press O.TY 711 Monday through Friday, 8 a.m. to 8 p.m.

Language Translated Taglines

1. Albanian Ju keni té drejté té merrni ndihmé dhe informacion falas né gj
tuaj. Pér té kkuar njé pérkthyes, telefononi né numrin gé gjen
né kartén e planit tuaj shéndetésor, shtypni 0. TTY 711.

2. Amharic e T-WHEhThBDENDOE™ ot duvpul
UENDQ@TEf DI®B BuSH T nhgeé Bwe

| T ICLNAE DEVWYIBE(: gTe YSITTY 711

3. Arabic GATHKO . wY4dblb pY 3rjb pgmp L

P OB Ul PopCH I KUF3)  FPHRE R rHEC iy HELZOR Hy, p pHTOr OB
71TIY) ch3HOFn 8KF GYOF RIOF_ Wa T p

4. Armenian Zzs .y 8 @ve ¢ wEywsyveE " hC
B - M1 B VB AB S >, 8By . ? Q0 _
B> 5‘('5,{"5“’,? v’ - B

T T ITY 7

5. BantuKirundi Ur afise uburenganzira bwo Kk
rwawe ku buntu. Kugira usabeusemuzi, hamagara inomero y
telephone ydubuntu yagenewe

karangamuntu kO6umugambi waw
6. Bisayan Aduna kay katungod nga mangayo og tabang ug impormasy
Visayan imong lengguwahe ngaayabayad. Aron mohangyo og tighuba
(Cebuano) tawag sa teffee nga numero sa telepono sa miyembro nga né
sa imong ID kard sa plano sa panglawas, pindota ang 0. TTY

7 gggng; g ENS§ IRERNSILBL I 6 N5 ADONT ¢ @@L
g T 52 6ONTONEE! PIRNG NIVKk On Rt &N

Yi ol | &t) neel)d L TEY Al

8. Burmese apfoyodcdecigecdas 88omamenmst sacpanBsd woontiaagbaacoodyp:

odaup§lac: aopdanteizaglancerfgboodi comi§ondBicomt:alefaotaiogfineezndane

con¥poded§esondioupiaaogndanogedicdtioleda: 0 rﬁ%mﬂu TIY 711

9. Cambodian |[Gd et dUd BRAE B Pt Gftozigidaig
Mon-khmer | gqged Ut + dDh qmu$ 30T @N’dﬁ\ﬁmmeGlﬂéw

10.Cherokee ' GO jr §NJrrOort 1 Uijjht F]Sj T @E

riTS$rs0Sml Wor,¢ ONo6 . TTY 711
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Language Translated Taglines
11.Chinese
0 711
12.Choctaw Chim anumpaay apela micha nana aiimma yvt nan aivlli ket
isha hinla kvt chim aiivihpesa. Toshadisfihha chhokmvt ch
achuknaka holisso kallo iskitinawli aianumpuli holhtena ipai
achvffa yvt peh pilaohishi paya cha 0 ombetipa. TTY 711
13.Cushite Kaffaltii male afaan keessaniin odeeffannoofi deeggarsa argag
Oromo mirga ni gabdu. Turjumaana gaafachuufis sarara bilbilaa kan
waragaa eenyuamaa karoora fayyaa keerratti tarreefame bilbilu
tuqi. TTY 711
14.Dutch U heeft het recht om hulp en informatie in uw taal te krijgen z
kosten. Om een tolk aan te vragen, bel ons gratis nummer di¢
uw ziekteverzekeringskaart treft, druk op §. 71
15.French Vous avez le droit d'obtenir gratuitement de l'aide et des

renseignements dans votre langue. Pour demander a parler ¢
interprete, appelez le numeéro de téléphone sans frais figuran
votre carte doaffi | iagpuydzusuria®
touche 0. ATS 711.

16.French Creole
Haitian Creole

Ou gen dwa pou jwenn éd ak enfomasyon nan lang natifnata
gratis. Pou mande yon entépreét, rele nimewo gratis manm lar
endike sou kat ID plan sante ou, peze 0. TTY 711

17.German

Sie haben ds Recht, kostenlose Hilfe und Informationen in Ihr
Sprache zu erhalten. Um einen Dolmetscher anzufordern, ruf
Sie die gebuhrenfreie Nummer auf Ihrer

Krankenversicherungskartn und dricken Sie die 0. TTY 711

18.Greek

¢ g ®&Dze DA /Y KHal[EEDH dao Kalgu Ade Dz
gp3e] 9g3UpDhy. #§4& _o¢a Gg
QA D k &GA00dz 30dz A%o DK e
DDzae 0. TTY 711

[SHION b‘
g @
E G)(

19. Guijarati

e - E

) ? Sxfyf],TJ. wh T LTy v L
’{ THog¥TLT T mE I
n

a EIRN

‘o

%"Sth W .o" vy nYWQd,
eW -TTY600

"

o D_'“<C'(.N<QJ'D

E_ I o o

20. Hawaiian

He pono d&neakkilbknadka maopodana o Kadke
ma loko o ku tlelo pond@ me ka ukiole tana.

E kamdilio oe me kekahi kanaka unuhifieel i ka helu kelepon
kikkiiool e ma kou knl eka ol akino

21.Hindi

z O ¥ yONdDY) Of bryxi ) aUOuf Nyy@ PNIgYa
TyE YN ¥4 y Y40 (B | D070 % dUn y NED Y| %
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Language Translated Taglines

e Uy ONB g1 BDUBHENOZPAIWD EUt y Nwo
+i N ,eudfO) BTyl

22.Hmong Koj muaj cai tau kev pab thiab tau cov ntaub ntawv sau ua kg
lus pub dawb. Yog xav tau ib tug neeg txhais, hu tus xov tooj

tswv cuab hu dawb uas sau muaj nyalvm koj daim yuaj them
ngi kho mob, nias 0. TTY 711.

23.1bo Inwere ikike inweta enyemaka nakwaa ass gn 6 e f u

ekwentnke d nakw kw njirimara gnke emere maka,_ake g,
paQTTY 711

24.1llocano Adda karbengam nga makaala ti tulong ken impormasyon iti
pagsasaom nga libre. Tapno agdawat iti maysa nga agipatart
tumawag iti tolfree nga numero ti telepono nga para kadagiti
kameng nga nakalista ayan ti ID card mo para ti ptahadat,
ipindutti 0. TTY 711

25.Indonesian Anda berhak untuk mendapatkan bantuan dan informasi dala
bahasa Anda tanpa dikenakan biaya. Untuk meminta bantuar
penerjemah, hubungi nomor telepon anggota, bebas pulsa, y
tercantum pada kartu ID rencana katn Anda, tekan 0. TTY 7
26. Italian Hai il diritto di ottenere aiuto e informazioni nella tua lingua
gratuitamente. Per richiedere un interprete, chiama il numero
telefonico verde indicato sulla tua tessera identificativa del pig
sanitario e premi lo.Dispositivi per non udenti/TTY: 711

27.Japanese o — ZzowdJ 4 \/=| 8 AL ﬁ,\/=| A
-”lS3/859%=| A° |]/8]/8=|=|z=|=9 i —
|8 K!fi—ID e i%lETM-”(DfiP
p) —h,iI)B_"i=|$é2/3 — 80l o=95c0g ™
o TTY | 71 A0
28.Karen s8R0 o ahoongmnBzgionbormnan:oddlodafuansadpe bedasonadSunbas

gunfaboduenemupgigrnchidcbocom mBiefmicdadmofenmelnoncdiningonzndbongeniA bbby melyboin
noinch B fial 0 sl TTY 711

29.Korean
ID 0
LTTY 711

30.Kru-Bassa | Nj gwe kunde | bat mahola ni mawin u hop nan nipehmes be
dolla. Yu kwel ni Kobol mahop seblana, soho ni sebel numba
tehe mu | ticket | docta | nan, bepDTY 711

31.Kurdish-Sorani dl 3> exXFBC W2 d9dhTMN_ O9PpFTX
cex| TWOiibh ~ pfBd m3d WY 3 o9px"

"0 FAF_ M 9l 3 ebbhmMppxiib ¢ X

JTY 711
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Language Translated Taglines
32.Laotian Ll REDE GoSANS Uij ot DFFUK UL it Ol Rigkdj &
GOUp Ol gl HiR16iQsktDZ
& Up &UIIIj UDZ GOUKLT RO GG T GDEJS KLjOU@NGUEND G
06 & RidSPURAGE0 DD b p UllLgllj ,%0g0s 0. TTY 71 1
33. Marathi

z QyxyUy z Ogxy Opy] aN)Ogx Ol z 3 O®i g
e OUE x ) Aj@zyrk BOppyb 6Ny %42Ex b jEG

z Ogx) z @ xiANy © U¢ G8)0a) PALE %Upx)
piAxyp BONjOYx OiN N@Q@ID b @fx ¥a2x jpEc )G O.
TTY 711

34.Marshallese

Eor a4 marof Tan bok jipaf
ejjedA k w@Jd0Un. orank kka,j jk It ron
eo ed4P)] an jeje ilo kaat in
0. TTY 711

35. Micronesian
Pohnpeian

Komw ahneki manaman unsek komwi en alehdi sawas oh
mengihtik ni pein omwi tungoal lokaia ni soh isepe. Pwen pek
sawas en soukawehweh, eker delepwohn nempe ong
towehkan me soh isepe me ntingihdi ni pein omwi doaropwe
pid koasoandi en kehl, padik 0. TTY 711.

36.Navajo

T'aa jiik'eh doo Bf1 'alinigdo bee baa hane'igii t'aa ni nizaad t
ni k8" e'"eyeego bee n8' ahoot
ninaaltsoosnéi z7 d6éats677s bee baai
bi k116 b44sh bee hane()? t 61
bi chd88.i ni g 'adi

37.Nepali

p@éRdﬂy@@tEm ¥'{'¢ I h@a@<L©ctaQ93a©p@®\l
g € éea LOC|«@N/t«Qt % ctepvTay e {htOuif { a@rC

YiaPKI- T ¥ r E fQeont M¥ 0 %d MEETXRY 711

38. Nilotic-Dinka

Yinn® | °b Olynéwyicyke de thob di
ke piny. Acén ba ran y@&lger thok thiééc, ke yi® namba yene
yup abac d@Ewaarthokdng Dikat guén d& panakir
yic, thany O yic. TTY 711.

39.Norwegian

Du har rett til & fa gratis hjelp og informasjon pa ditt eget sprd
For & be om en tolk, ringratisnummeret for medlemmer som
er oppfart pa helsekortet ditt ogrykk 0. TTY 711

40.Pennsylvania
Dutch

Du hoscht die Recht fer Hilf unn Information in deine Schprod
griege, fer nix. Wann du en Iwwersetzer hawwe willscht, kanr
du die frei Telefon Nummer uff dei Gesundheit Blann ID Kaar
yuuse, dricke OTY 711
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41.Persiarfarsi . pPTTFBX UYTFTPpp AF.TFp pXwxA
cTF %p bl B arY¥sbbF B 1 F 3 e KF Y

TTY 711 . pT K P Np FuYl pTm BRip Més HF UE & f
42.Punjabi k¢|] ~he \!'w Spj iRkax—3 ~vyl & ¢f
\'vo m~ R/ m\s—wvz j|[X¥ wU k¢ | ~haml]
AX f~Tw -Aj tAr3lk-a o ~dAwi |\ vf!

43.Polish Masz prawo do uzyskania bez
wGasnym jrzyku. Po ubd&GumGattr
umi eszczony na karcie i1dent
0.TTY 711

44.Portuguese Vocé tem o direito de obter ajuda e informacéo em seu idiom
sem custos. Para solicitar um intérprete, ligue paraimero de
telefonegratuito que consta no cartéo de ID do seu plano de
saude, pressione 0. TTY 711

45.Romanian Ave'Hireptul de a dbie gratuit ajutcilinformdidin limba
dumneavoasirPentru a cere un interpret, Stihal a n u mi
tel ef on gr &t peiatul donaneagoastde sngates

46.Russian OF y)] OOLtO ACO6O6@p hd OO¢g At Ot d
ydbs pZ) 6?2yy dd6 66BO; (qYEnO.

KOZOB o2ynd ApYSdgpbytO Ap OO
TnovYoddbdp 7 béd @OZdiOdiply sginp@

NOCLE y 6o ytO 0. UOycdyq TT

47.Samoan E iai lou bib tatau e maua
Fadasant g5amatalaga i |au gagana e

fadatal osagaina se tagata f
totogia o lo o lisi atu i lau peleni i lau pepa ID mo le soifua
maloloina, oomile 0. TTY 711.

48.SerbeCroation| L YI 4§ S LN} ¥2 Rl o6SalL) I dy2 R2
28T Al dzd 51 6 A & lrfazovite heshlatd) broj A
naveden na iskaznigi | Oz8rAvstenog osiguranjgpritisnite 0.
TTY 711.

49. Spanish Tiene derecho a recibir ayuda e informacion en su idioma sin
Para solicitar un intérprete, llame al nimero de teléfono graty
para miembros que se encuentra en su tarjeta de identifieh
plan de salud y presione 0.

TTY 711
50. Sudanic Aum hakke m&a mball@a kadin Ke&a habaru nder wolde ri@a:
Fulfulde naa maa a . To a y@pirtoowo, noddu limngal mo telefol cag
limta&® nder kaatiwol IDm& n g o | njamu, n
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51.Swalhili

Una haki ykupata msaadaataarifakwa lugha yakdila
gharama. Kuomba mkalimani, piga nambariya wanachama y;i
bure iliyoorodheshwa kwenye TAM ya kadi yako ya mpango
afya, bonyeza 0. TTY 711

52. SyriaeAssyrian

TN NN T M TS AT TNAY TN T AY
MM VM T A 1M ’ww4w 44m1w WMANAY 3 1
TTY 711 O\M1T " HWNY - Ay W *-N\m

53.Tagalog

May karapatan kang makatanggap ng tulong at impormasyor
ilyong wika nang walang bayad. Upang humiling ng tagasalin,
tawagan ang tdliee na numero ng telepono na nakalagay sa i
ID card ng planong pangkalusugan, pindutin ang 0. TTY 711

54.Telugu

BlzoESi LAzA S o4l Rez9 KAz P
FOd - ZOA 834 odnwziAarspse
zog ' . aAAY §0 H? A Ae s &°
QF "™ zs YAl © AZ,0° t FAWR TTY 711

55.Thai

Audaoveds U @6 c¢cERAO- a0UAe6AaAE-
i 6AO-TEA6AAT ®-6aAU=x4a6é06

alabagdaéoR@° x+Ei 464y aeA sABs0esA
6Coi ao0Yu-@vcaaladaPanBlal~EED

56.Tongan
Fakatonga

00ku ke madéu 6a e totonu ke
hodo | ea fakafonua taodetoto
K i he fi ka tmaldeafeo rkia ut aneenti qta
kaat.i | D ki hodo pal ani K i

57.Trukese
(Chuukese)

Mi wor omw pwung om kopwe nounou ika amasou noum
ekkewe aninis ika toropwen aninis nge epwe awewetiw non
kapasen fonuom, ese kamiia ka mwochen tungoren aninisin
chiakku, korewe member nampa, ese pwan kamo, mi
pachanong won an noum health plan katen ID, iwe tiki "0". R¢
TTY, kori 711.

58. Turkish

N
o

-
85
il
('D

Kendi
bul

e ¢cretsiz ol
mekagmra Ktl éerkc p | an
nde yer al a
iletilLim

ist

=
QD
S 3
ol N x =
o
e

59. Ukrainian

(@]
oD =
<. OO O T
(o mer —
VAQAQIXS
g8~
i | Tl

— Nxg I
O..'Q O.|O:I
o- O
(@}
o - O O
88 ‘G N
~|Ou <1 <1 ©
AN Oun Qudr—
23

60.Urdu

OV G O™ D MS
THG < T o
'@.8; o1 4O MY o
< 0.0:Io-a_
'8 -
X
O Oulon@ O
-n &O:I
-U‘NB'H-O-.”-
* oui O.,
@) Oud— ¥+

(
o

Ht hT Ot brt O O3r x AH
TIY71D h WS FPY 6pp O Vp
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61.Vietnamese

vdze @3 Os ljd2dy SWgO 3IAGLI S
Oql ljdze @3 YA dyjO LIKRNSY T dR § @ Bz
@dzh f 5u$ W thaRndidn ghNknh cho leA G Ang géu S
trénthXL 5 O K \WihychidmWNdcgaquevi o6V Y &
711

62.Yiddish R N T T TN

1>X,, ’”\.A~='|MYV"|_“-|_|,,\.

T 1o, » 44~ L1 X 14141

71T0TY 0. 1 « X, 1D~

63.Yoruba O niG lati ri iranw ati ifitoniléti gba ni éd€laisanwo. Lati ba
ogbuf kan sr , pé séri nmbaG ibanisr laisanwo ibode ti a t¢

sori kadi idanimti etoileraGtG6 06 . TTY 711
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ADDENDUBIREAL APPEAL

This Addendum to the Plan provides Benefits for vohesity counseling services for
eligible Covered Persons through Real Appeal. There are no deductibles, Copayments or
Coinsurance you must meet or pay for when receiving these services.

Real Appeal

The Plan provides a virtual lifestyle intervention fghweiated conditions to eligible
Covered Persons 18 years of age or older. Real Appeal is designed to help those at risk from
obesityrelated diseases.

This intensive, mudomponent behavioral intervention provides 52 weeks of support. This
support intudes on@n-one coaching with a live virtual coach and online group
participation with supporting video content. The experience will be personalized for each
individual through an introductory online session.

These Covered Health Services wildigidualized and may include, but is not limited to,
the following:

Yy~ Virtual support and seiklp tools: Personal eona-one coaching, group support
sessions, educational videos, tailored Kits, integrated web platform and mobile
applications.

Yy Education ad training materials focused on goal setting, prablemg skills, barriers
and strategies to maintain changes.

Yy Behavioral change counseling by a specially trained coach for clinical weight loss.

If you would like information regarding these CoveeadtliiServices, you may contact the
Claims Administrator throughww.realappeal.comor at the number shown on your ID
card.
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