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Based on my conversation with Rosalind Minor, | have updated the Schedule of Benefits to allow for an Out-of-Network

benefit for Transplant services.

| have updated the Certificate of Coverage as follows:

Section 2.2 was changed in regards to transplant wording to allow for Out-of-Network.
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CoventryOne

Individual Benefits

2010

PREFERRED PROVIDER ORGANIZATION
(“ PP 0 ”)

Comprehensive Health Expense Coverage

CERTIFICATE OF COVERAGE

NOTICE

THIS CERTIFICATE AND ALL ATTACHED RIDERS SHOULD BE READ AND RE-
READ IN THEIR ENTIRETY

Benefits underwritten and administered by
Coventry Health and Life Insurance Company.

THIS HEALTH PLAN HAS AN OUT-OF-NETWORK OPTION WHICIH GIVES
YOU THE OPPORTUNITY TO SEEK CARE FROM NON-PARTICIPATING
PROVIDERS. UTILIZING THE OUT-OF-NETWORK OPTION WILL
INCREASE THE AMOUNT YOU PAY FOR THE CARE YOU RECEIVE.
PLEASE READ THE PROVISION ENTITLED “COPAYMENTS,
COINSURANCE, AND DEDUCTIBLES” WHICH APPEARS AS SECTION 2.6
BELOW AND CALL OUR MEMBER SERVICES DEPARTMENT WITH
QUESTIONS.

Please consult Your Member materials and Provider Directory for more details. If you
have any additional questions, please write or call us at:

Attn: CoventryOne Customer Service
Coventry Health & Life
5350 Poplar Ave. Suite 390
Memphis, TN 38119

(866-364-5663)

AR _PPOCOCIND _09.23.10_ CHL Approved
[xx/xx/xxxx ]
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SCHEDULE OF IMPORTANT TELEPHONE

NUMBERS AND ADDRESSES

Coventry Health and Life Insurance Co.

CoventryOne

Member Services

5350 Poplar Avenue, Ste 390
Memphis, Tennessee 38119
(866) 364-5663

(866) 765-7659 TDD

Coventry Health and Life Insurance Co.

Medical Management

14955 Heathrow Forest Parkway
Houston, Texas 77032

(800) 2524470

Coventry Health and Life Insurance Co.

Physician/Ancillary/Facility
Claims Department
P.O.Box 7170

London, Kentncky 40742
(866) 765-7747

Coventry Behavioral Health Line
5350 Poplar Averue, Ste 390
Memphis, Tennessee 38119
(877) 765-865-2566

(866) 765-7659 TDD

Coventry Health and Life Insurance Co.

Member Appeals

3200 Highland A venue

Downers Grove, [llinois 60515
(866) 765-7747

(866) 765-7659 TDD

Arkansas Insurance Department
Consumer Services Division

1200 West Third Street

Little Rock, Arkansas 72201-1904
(800) 852-5494

insurance.consumers@arkansas.gov

AR_PPOCOCIND_09.23.10_ CHL

Approved

[xx/x/xxxx ]
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Coventry Health and Life Insuranee Company (CHL)
Certificate of Coverage

The Agreement between Coventry Health and Life Insurance Company. as the
underwriter administrator (hereafter called “the Plan™) and You and between the Plan and
Your Dependents as Members of the Plan is made up of:

. This Certificate of Coverage (COC) and Amendments;
) The Application/Change Form;

. Applicable Riders;

. Schedule of Benefits.

No person or entity has any authority to waive any Agreement provision or to make any
changes or Amendments to this Agreement unless approved in writing by an Officer of
the Plan, and the resulting waiver, change, or Amendment is attached to the Agreement.
This Agreement begins on the date defined upon the acceptance of Your Application. It
continues, until replaced or terminated, while its conditions are met. You are subject to
all terms, conditions, limitations, and exclusions in this Agreement and to all the
requirements and regulations of the Plan. By paying Premiums or having Premiums paid
on Your behalf, You accept the provisions of this Agreement.

THIS AGREEMENT SHOULD BE READ AND RE-READ IN ITS ENTIRETY.
Many of the provisions of this Agreement are interrelated; therefore, reading just one or
two provisions may give You a misleading impression. Many words used in this
Agreement have special meanings. These words will appear capitalized and are defined
for You. By using these defmitions, You will have a clearer understanding of Your
coverage.

From time to time, any of the above documents may be amended. When that occurs, the
Plan may provide a revision to You for this Agreement. You should keep this document
in a safe place for Your future reference.

The Plan is responsible for making benefit determinations in accordance with the
Individual Certificate of Coverage and the Plan’s Agreements with Participating
Providers. The Plan does not and will not make medical treatment decisions. Only
Providers may make such decisions after meeting with You. If the Plan denies a claim or
Authorization for payment of a recommended service, the treating Provider may request
reconsideration of that decision through the Plan's Provider dispute resolution procedure.
Regardless of whether the Provider requests reconsideration of the decision through the
dispute resolution procedure, You may request reconsideration of that decision through
the Member Complaint and Grievance Procedure described in Section 10 of this
Certificate of Coverage. The Plan's Provider dispute resolution procedure and the
Member Complaint and Grievance Procedure are separate and independent of each other.

RIGHT TO EXAMINE THE CONTRACT
You have the right to review this Certificate of Coverage for ten (10) days. If You decide
that You do not want coverage under the Contract, return the Certificate of Coverage to

AR PPOCOCIND_09.23.10_ CHL Approved
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Us, Attention: CoventryOne™ Enrollment, 5350 Poplar Ave, Suite 390, Memphis,
Tennessee 38119. By returning this Certificate of Coverage to the Plan within ten (10)
days from the date of its receipt by You, the Contract will be void and all premiums paid
for Your Coverage under the Contract will be refunded to You. If You do not return this
Certificate of Coverage to the Plan within ten (10} days from the date of its receipt by
You, the Contract will be in force as of the Effective Date and You will be required to
pay applicable premiums for continued coverage.

AR_PPOCOCIND 09.23.10_ CHL Approved
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SECTION 1
DEFINITIONS

Any capitalized terms listed in this Section shall have the meaning set forth below
whenever the capitalized term is used in this Agreement.

1.1 “Abortion”

The termination of pregnancy.

» Medically Necessary Abortion

The termination of pregnancy when the pregnancy jeopardizes the
mothers’ life or if the fetus is diagnosed to have congenital anomalies
incompatible with life.

s Elective Abortion

The voluntary termination of pregnancy for other than medical reasons as
described in Medically Necessary Abortion.

1.2 “Acute”

Refers to an Illness or Injury that is both severe and of recent onset.

1.3 “Administrative Appeal”

An Appeal of a decision that has not been issued for Medical Necessity or
medical appropriateness, and is administrative in nature. Examples of
Administrative Appeal include, but are not limited to Deductibles, Copayments,
or a specifically excluded benefit, such as acupuncture.

1.4 “Adverse Benefit Determination®

A denial, reduction, or termination of, or failure to pay (in whole or part) for a
benefit, including any such denial reduction, termination, or failure to pay for a
benefit that is based on a determination of a Member's plan eligibility, application
of utilization review, a rescission of coverage as well as any other cancellation or
discontinuance of coverage that has a retroactive effect, except when such
cancellation/discontinuance is due to a failure to timely pay required premiums or
contributions toward cost of coverage and failure to cover a benefit because it is
Experimental or Investigational or not Medically Necessary or appropriate.

1.5  “Agreement”

Refers to this COC, any individual Application/Change Forms, Amendments,
Schedules, and Riders, and other documents which constitute the agreement
regarding the benefits, exclusions and other conditions between the Plan and the
Member.

1.6 “Alternate Facility”

AR_PPOCOCIND 09.23.10_CHL Approved
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A non-Hospital health care facility or an attached facility designated as such by a
Hospital which provides one or more of the following services on an outpatient
basis pursuant to the law of the jurisdiction in which treatment is received,
including without limitation:

e Scheduled surgical services;
e Emergency Health Services;
e Urgent Care Services, or prescheduled rehabilitative services;
e Laboratory or diagnostic services;
o Inpatient or outpatient Mental Health Services or Substance Abuse
Services.
1.7 “Alternate Recipient”
The child or children identified in the medical child support order as being
eligible to receive health care Coverage pursuant to the medical child support
order.
18 “Amendment”
Any attached written description of additional or alternative provisions to the
Agreement and/or this COC. Amendments are effective only when Authorized in
writing by the Plan and are subject to all conditions, limitations and exclusions of
the Agreement except for those which are specifically amended.
1.9 “Ancillary Service”
Those services not performed by an MD or DO and usually associated with, but
not limited to lab, x-ray, nursing, dietary, pharmacy, and rehabilitative services.
1.10 “Appeal”
An Appeal is a request by You or Your Authorized Representative for
consideration of an Adverse Benefit Determination of a Health Service request or
benefit that You believe You are entitled to receive.
1.11 “Application/Change Form”
The application and medical questionnaire required for enroliment under the
Contract.
1.12 “Authorization/Prior Authorization”
Approval for payment for certain services to be performed as given by the Plan.
Authorization does not guarantee payment if You are not eligible for Covered
Services at the time the service is provided.
Emergency Health Services performed in an emergency room of a hospital do not
require Prior Authorization.
AR_PPOCOCIND_09.23.10_ CHL Approved

[xx/sx/sxxx ]
Page 7 of 103



1.13 “Authorized Representative”

An Authorized Representative is an individual authorized by You or state law to
act on Your behalf in obtaining claim payment or during the Appeal process. A
Provider may act on Your behalf with Your expressed consent, or without Your
expressed consent in emergent situations. For Appeals, Your Authorized
Representative must have an Authorization for Disclosure of Personal Health
Information to Appeals Representative form signed by You. Call the Member
Services Department to obtain this form or visit the website listed on Your
Schedule of Important Numbers and Addresses to obtain this form.

1.14 “Basic Health Services”
Health Services which a Member may reasonably require in order to be
maintained in good health, including as a minimum, inpatient Hospital, Physician,
outpatient services, and Emergency Health Services that are covered under this
COC. Benefits provided by Riders attached to this COC are not considered Basic
Health Services for the purpose of this definition. :
1.15 “Chemical Dependency”
The psychological or physiological dependence upon and abuse of drugs,
including alcohol, characterized by drug tolerance or withdrawal and impairment
of social or occupational role functioning or both.
1.16 “Chiropractic Services”
Services that are Medically Necessary, clinically appropriate and rendered by a
chiropractor working within the chiropractor’s lawful scope of practice.
1.17 “Chronic Medical Condition”
A health condition that is continuous or persistent over an extended period of time
(greater than 6 months) that;
» Requires periodic visits with a health care provider, and
e May be associated with episodic rather than continuous periods of
incapacity.
1.18 “Coinsurance”
The percentage amount You must pay in relation to a specified benefit and is
payable as a condition of the receipt of certain services as provided in this COC.
The out of network Coinsurance is a standard percentage, as referenced in Your
Schedule of Benefits, plus the difference between the Plan’s Out of Network Rate
and the Provider’s billed amount. '
1.19 “Complaint”
Any expression of dissatisfaction expressed by You or Your Authorized
AR PPOCOCIND 09.23.10_CHL Approved
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Representative regarding a Health Plan issue. A verbal Complaint is
informational in nature and cannot be Appealed (e.g., a-Complaint conceming
long wait times at a Physician’s office}. A written Complaint is considered to be a
Grievance.

1.20 “Confinement” and “Confined”

An uninterrupted stay of at least twenty-four (24) hours following formal
admission to a Hospital, an Alternate Facility or SNF. One period of confinement
means consecutive days of in-hospital service received as an in-patient, or
successive confinements when discharge from and readmission to the hospital
occurs within a period of time not more than ninety (90} days.

1.21 “Contract Year”

The period during which the total amount of yearly benefits under Your Coverage
is calculated. The Contract Year is the period of twelve (12) consecutive months
commencing on the Subscriber Effective Date and each subsequent anniversary.

1.22 “Copayment”

A specified dollar amount You must pay as a condition of the receipt of certain
services as provided in this COC. There may be more than one Copayment
charged by the same Provider on the same day.

1.23 “Cosmetic Services and Surgery”

Plastic or Reconstructive Surgery: (i) from which no significant improvements in
physiologic function could be reasonably expected; or (ii} that does not
meaningfully restore the proper function of the body or treat Illness or disease; or
(iii) dome primarily to improve the appearance or diminish an undesired
appearance of any portion of the body.

1.24 “Coventry Transplant Network Facility”

A Hospital, appointed as a Coventry Transplant Network Facility by the Plan, that
has contracted with the Coventry Transplant Network, or its successor, to render
Medically Necessary and medically appropriate Health Services for Covered
transplants. A Coventry Transplant Network Facility may or may not be located
within the Plan’s Service Area. You may request a listiug, that may be amended
from time to time, of Coventry Transplant Network Facilities from the Member
Services Department listed in the Schedule of Important Numbers.

1.25 “Coverage” or “Covered”

The COC provides for two benefit levels: an In-Network benefit level for Health
Services obtamed through Participating Providers and an Out-of-Network level
for Health Services rendered by Providers outside the Plan’s network. You have
the flexibility of deciding which Coverage level You wish to access at the time
You obtain medical care. If You follow the requirements outlined in Section 6
and stay within the Plan’s network of Participating Providers, services will be
AR _PPOCOCIND 05.23.10_ CHL Approved
[xx/xx/xxxx ]
Page 9 of 103



Covered at the In-Network benefit level. Services from Non-Participating
Providers will be Covered at the lower Out-of-Network benefit level. The In-
Network and Qut-of-Network benefits are described in the Schedule of Benefits
attached to this COC. The entitlement by a Member to Covered Services under
the COC,; subject to the terms, conditions, limitations and exclusions of the COC,
including the following conditions: (a) Health Services which must be provided
when the COC is in effect; and (b) Health Services which must be provided prior
to the date that any of the termination conditions listed under Section 5 of this
COC occur; and (c) Health Services which must be provided only when the
recipient is a Member and meets all eligibility requirements specified in the COC;
and (d) Health Services which are Medically Necessary.

1.26 “Covered Services”

The services or supplies provided to You for which the Plan will make payment,
as described in the Agreement.

1.27 “Custodial Care”

Care is considered custodial when it is primarily for the purpose of helping the
Member with activities of daily living or meeting personal needs and can be
provided safely and reasonably by people without professional skills or training. .
This term includes such other care that is provided to an individual who, in the
opinion of the Medical Director, has reached his or her maximum level of
recovery. This term also includes services to an institutionalized person, who
cannot reasonably be expected to live outside of an institution. Examples of
Custodial Care include rest cures, respite care and home care which is or which
could be provided by family members or private duty caregivers.

1.28 “Deductible”

The dollar amount of medical expenses for Covered Services that You are
responsible for paying in a Contract Year before benefits subject to the Deductible
are payable under this Agreement. The annual Deductible need only be met once
per Contract Year. If You consult an Qut of Network Provider, the difference
between the Plan Out of Network Rate and the Provider’s billed charges does not
apply to the Deductible.

1.29 “Dependent”

Any member of a Subscriber’s family who meets the eligibility requirements and
who is properly enrolled for Coverage under the Agreement and whose
Premiums are paid . '

1.30 “Detoxification”

Hospital inpatient medical care to ameliorate acute medical conditions associated
with Chemical Dependency. ' '
AR _PPOCOCIND_09.23.10_ CHL Approved
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1.31 “Directory of Health Care Providers” (“Provider Directory”)

A listing of Participating Providers. Please be aware the information in the
directory is subject to change. The list of Participating Providers is available on
the website or upon request. You will be provided with an updated directory at
least once each calendar year/Contract Year showing addition and deletions.

1.32 “Durable Medical Equipment”

Medical equipment Covered under this COC, which can withstand repeated use
and is not disposable, is used to serve a medical purpose, is generally not useful to
a person in the absence of an Illness or Injury, and is appropriate for use in the
home. Medically Necessary, non-disposable accessories that are commonly
associated with the use of a Covered piece of Durable Medical Equipment will be
considered Durable Medical Equipment.

1.33 “Effective Date”

The date of Coverage as determined by the Plan with the acceptance of Medical
Underwriting and agreed to by the Subscriber.

1.34 “Eligible Expenses”
Charges for Covered Health Services, incurred while the Agreement is in effect.

1.35 “Emergency” and “Medical Emergency”

A medical condition that manifests itself by symptoms of sufficient severity,
including severe pain, so that a prudent layperson, who possesses an average
knowledge of health and medicine, could reasonably expect the absence of
immediate medical attention to result in:

¢ DPlacing the health of the Member (or, in the case of a woman who is pregnant,
the health of the woman or her unborn child) in serious jeopardy;

» Serious impairment to the Meinber's bodily functions; or
s Serious dysfunction of any bodily organ or part.
Some examples of an Emergency medical condition include but are not limited to:

Broken bone;

Chest pain;

Seizures or convulsions;

Severe or unusual bleeding;

Severe burns;

Suspected poisoning;

Trouble breathing;

Vaginal bleeding during pregnancy.

AR PPOCOCIND_09.23.10_ CHL Approved
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Generally, Eligible Expenses for Emergency Health Services are the charges for
the Health Services and items furnished in a Hospital which are required to
determine, evaluate and/or treat during the course of the Emergency and when
Medically Necessary for stabilization and initiation of treatment. The Emergency
Health Services must be provided by or under the direction of a Physician, and are
subject to the exclusions and other provisions set out in this COC. The Member
will be assessed the same Copayment whether the Emergency Health Services are
rendered by a Participating or Non-Participating Provider. (Refer to the Schedule
of Benefits in the back of the COC). EMERGENCY HEALTH SERVICES
RECEIVED WHILE YOU ARE OUTSIDE OF THE SERVICE AREA ARE
COVERED WHEN THE REQUIREMENTS EXPLAINED IN SECTION 7
OF THIS COC ARE FOLLOWED. IF MEDICALLY NECESSARY
FOLLOW-UP CARE RELATED TO THE INITIAL MEDICAL
EMERGENCY IS REQUIRED, YOU MUST OBTAIN PRIOR
ATHORIZATION TO BE ELIGIBLE FOR THE IN-NETWORK LEVEL
OF BENEFITS.

When an FEmergency occurs, a Member should seek medical attention
immediately from a Hospital, Physician's office or other Emergency facility. If
the Member is unable to indicate a choice of Hospital, or if travel to the nearest
Participating Hospital would endanger the Member, the Member should receive
medical attention from the Hospital to which he or she is taken, and must notify
the Plan within forty-eight (48) hours of the onset of the Emergency, or within a
reasonable period as dictated by the circumstances. At the request of the Plan,
You must make available full details of the Emergency Health Services received.

1.36 “Experimental or Investigational”

A health product or service is deemed Experimental or Investigational if one or
more of the following conditions are met:

e Any drug not approved for use by the FDA; any drug that is classified as IND
(investigational new drug) by the FDA;

s Any health product or service that is subject to Investigational Review Board
(IRB) review or approval;

e Any health product or service whose effectiveness is unproven based on
clinical evidence reported in Peer-Reviewed Medical Literature.

1.37 “Full-time Student”

An eligible Dependent is enrolled in and attending, full-time, a recognized course
of study or traming at:

(2) An accredited high school or vocational school; or
(b) An accredited college or university; or

(c) A licensed technical school, beautician school, automotive school, or
similar training school.
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1.38 “(Genomics”

Genomic based therapeutics are drugs that are the products of gene technology
and the molecular basis of disease associated with biological targets (e.g.
monoclonal antibodies).

1.39 “Grievance”

A written Complaint submitted by or on behalf of an enrollee regarding the:

(a) Availability, delivery or quality of health care services, including a
Complaint regarding an adverse determinafion made pursuant to
utilization review; or

(b) Claims payment, handling or reimbursement for health care services; or

(c) Matters pertaining to the contractual relationship between an enrollee and
a health carrier.

Depending on the nature of Your Grievance, the Plan will handle Your Grievance
as a Complaint, Pre-Service Appeal, Post-Service Appeal, or Urgent Care Appeal.
See Section 10, Resolving Complaints and Grievances, for additional information.

1.40 “Health Services”

The health care services and supplies Covered under the Agreement, except to the
extent that such health care services and supplies are limited or excluded under
the Agreement. -

1.41 “Home Health Agency”

A program which is engaged in providing Home Health Services, is properly
licensed or otherwise qualified and authorized pursuant to the law of the
jurisdiction in which treatment is received, and is Medicare certified.

1.42 “Home Health Care Services”

Those services, determined by the Plan to be Medically Necessary, which would
be Covered if provided in an acute care or SNF setting. They must be part of a
treatment plan, ordered by the Meimnber’s Physician and Authorized by the Plan.
They must be provided by appropriately licensed Providers. The services include,
but are not limited to, physical therapy, speech therapy and occupational therapy
and other skilled nursing services.

1.43 “Hospital”

An institution, operated pursuant to law, which: (a) is primarily engaged in
providing Health Services on an inpatient basis for the care and treatment of
injured or sick individuals through medical, diagnostic and surgical facilities by or
under the supervision of one or more Physicians; (b) has twenty-four (24) hour
nursing services by or under the supervision of registered graduate professional
nurses (RNs); and (c) is accredited as a Hospital by the Joint Commission on
Accreditation of Healthcare Organizations or the American Osteopathic Hospital
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1.44

1.45

1.46

1.47

1.48

1.49

1.50

Association, or certified under Title XVIII of the Social Security Act (the
Medicare program. A facility that is primarily a place for rest, Custodial Care, or
educational or rehabilitative care or care of the aged, drug addicts or alcoholics, a
nursing home, convalescent home, or similar institution is not a Hospital.

“Illness”

Physical ailment, disease, or pregnancy. For the purpose of this definition, the
term Illness does not apply to Mental Illness or Substance Abuse.

“Infertility”

Infertility means the inability of a woman to conceive a pregnancy after twelve
(12) months of unprotected sexnal intercourse between a male and a female, or
the inability of a woman to carry a pregnancy to live birth as evidenced by three
consecutive miscarriages (spontaneous abortions).

“Infertility Services” _
Those Health Services designed for the primary purpose of successfully fostering
and achieving conception and pregnancy.
“Injectables”
Prescription medications injected by or under the direct supervision of a
physician. Self-injectables are medications that are injected by the patient.
“Injury”
Bodily damage other than Illness including all related conditions and recurrent
symptoms.
“Inquiry”

Any question from You or Your Authorized Representative that is not a Pre-
Service Appeal, a Post-Service Appeal or an Urgent Care Appeal, or Complaint.
An example of an Inquiry would be benefit questions, claims status, or a change of
personal demographic information.

“Intensive Care Unit (LCU)”

That part of a Hospital specifically designed as an Intensive Care Unit
permanently equipped and staffed to provide more extensive care for critically ill
or injured patients than available in other hospital rooms or wards. Care includes
close observation by trained and qualified personnel whose duties are primarily
confined to the ICU. '

1.51 “Investigational Review Board (IRB)”
A university or Participating Hospital panel composed of faculty and researchers
that determines whether a procedure will be rejected as experimental and
investigational or approved as medically appropriate.

1.52 “Late Enrollees”
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Shall mean individuals who fail to enroll with the Plan for Coverage under the
Agreement during the required thirty-one (31) day period when they first become
eligible for Coverage. This term does not include special enrollees.

1.53 “Lifetime”
Lifetime refers to the natural life of the member.
1.54 “Maintenance Therapy”

Rehabilitative services and associated expenses designed primarily to be long-

term, with no significant medical improvement to the patient being reasonably

expected as determined by the Your Physician or Medical Director.

1.55 “Maternity Services”
Includes prenatal and postnatal care, childbirth, and any complications associated
with pregnancy.

1.56 “Medical Director”

The Physician specified by the Plan as the Medical Director or other Plan staff

designated to act for, under the general guidance of, and in consultation with the

Medical Director.

1.57 “Medically Necessary”

Medically Necessary means those services, supplies, equipment and facility

charges that are not expressly excluded under this Agreement and are:

e Medically appropriate, so that expected health benefits (such as, but not
limited to, increased life expectancy, improved functional capacity, prevention
of complications, relief of pain) materially exceed the expected health risks;

e Necessary to meet Your health needs, improve physiological function and
required for a reason other than improving appearance;

e Rendered in the most cost-efficient manner and setting appropriate for the
delivery of the Health Service;

e  Consistent in type, frequency and duration of treatment with scientifically-
based guidelines of national medical research, professional medical specialty
organizations or governmental agencies that are generally accepted as national
authorities on the services, supplies, equipment or facilities for which
coverage is requested;

o Consistent with the diagnosis of the condition at issue;

e Required for reasons other than Your comfort or the coinfort and convenience
of Your Physician; and
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e Not Experimental or Investigational as determined by the Plan under the
Plan’s Experimental Procedures Determination Policy.

1.58 “Medical Necessity Appeal”
An Appeal of a determination by the Plan or its designed utilization review
organization that is based in whole or in part on a medical judgment that includes
an admission, availability of care, continued stay or other service which has been
reviewed and, based on the information provided, does not meet the Plan's
requirements for Medical Necessity, appropriateness, health care setting, level of
care or effectiveness and payment for the service is denied, reduced or terminated.

1.59 “Medicare” .

Part A, B and D of the insurance program established by the Health Insurance for
the Aged Act, Title XVIII of the Social Security Amendments of 1965 as then
constituted or later amended as amended by 42 U.S.C. Sections 1394, et seq. and
as later amended.

1.60 “Member”

Any Subscriber or Dependent or Qualified Beneficiary who enrolled for
Coverage under this Agreement in accordance with its terms and conditions.

1.61 “Member Advisory Committee”

The Committee which the Plan has organized to permit Members to make
suggestions about the policies and operations of the Plan.

1.62 “Member Effective Date”

The date the Plan’s Medical Underwriting presents to the applicant that coverage
will begin, in accordance with the terros of this Agreement, which Coverage shall
begin at 12:01 a.m. on such date.

1.63 “Mental Health and Substance Abuse Designee”

The organization, entity or individual that provides or arranges Covered Mental
Health and Substance Abuse Services under contract to the Plan.

1.64 “Mental Health Condition(s)”

Any condition or disorder defined by categories listed in the most recent edition
of the International Classification of Diseases Manual and the Diagnostic and
Statistical Manual of Mental Disorders except for Chemical Dependency.

1.65 “Nanometrics” _
Nanometric based therapeutics are products that: use ultra-small
(nanometric/molecular-sized) electronic or mechanical devices. :

1.66 “Non-Participating Provider”

AR PPOCOCIND 05.23.10_ CHL Approved

[xx/xx/xxxx ]
Page 16 of 103



A Provider who has no direct or indirect written agreement with the Plan to
provide Health Services to Members.

1.67 “Officer”
The person holding the office of President and/or CEO or his or her designee.
1.68 “Orthotic Appliances and Prosthetic Devices”

Orthotic Appliances correct a defect of a body form or function, whereas
Prosthetic Devices aid body functioning or replace a limb or body paxt.

1.69 “Out-of-Network Rate (ONR)”
Except for Emergency services;

The Out-of-Network Rate for claims processed by the Plan shall be the lesser of
the Non-Participating Provider's billed charges or the currént Medicare fee
schedule as determined by the Plan for the services and supplies rendered. If
there is no corresponding Medicare rate for the particular service, the Out-of-
Network Rate will be determined by the Plan.

_ The Out-of-Network Rate for non-facility claims processed by the Plan's
behavioral health vendor shall be the lesser of the Non-Participating Provider's
billed charges or the current Medicare fee schedule as determined by the Plan for
the services and supplies rendered. If there is no corresponding Medicare rate for
the particular service, the Out-of-Network Rate will be determined by the Plan.

The Out-of-Network Rate for facility claims processed by the Plan's behavioral
health vendor shall be the lesser of the Non-Participating Provider's billed charges
or the average amount the behavioral health vendor pays its Participating
Providers for the same service(s).

For Emergency services, the Qut-of-Network Rate for claims processed by the
Plan shall be the Non-Participating Provider's billed charges. Contact the Plan
regarding the Out-of-Network Rate in such cases.

You are responsible for charges that exceed the Plan's Out-of-Network Rate for
Non-Participating Providers. This could result in You having to pay a significant
portion of Your claims. Balances above the Out-of-Network Rate do NOT apply
to Your [Deductible] [or] Out-of-Pocket Maximum. Please feel free to contact
the Plan regarding the Out-of-Network Rate in such cases.

1.70  “Partial Hospitalization”

Physician directed intensive or intermediate treatment for less than twenty-four
(24) hours, but more than four (4) hours in a day, in a licensed or certified facility
Or program.

1.71 “Participating Provider”

A Provider who has entered into a direct or indirect written agreement with the
Plan to provide Health Services to Members. The participation status of
Providers may change from time to time. '
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1.72

1.73

1.74

1.75

1.76

1.77

1.78

1.79

“Peer-Reviewed Medical Literature”

A scientific study which has been published in the English language (mostly
American) medical literature only after review by academic experts for structure
of study and validity of conclusions, prior to acceptance for publication. Peer-
Reviewed Medical Literature does not include publications or supplements to
publications that are sponsored to a significant extent by a pharmaceutical
manufacturing company, a device manufacturing company, or health vendor.

“Physician”

Any Doctor of Medicine, “M.D.”, or Doctor of Osteopathy, “D.0.”, who is duly
licensed and qualified under the law of the jurisdiction in which treatment is
received working within the scope of his/her licensed authority.

“Plan”

Coventry Health and Life Insurance Company.

“Post-Service Appeal”

An appeal for which an Adverse Benefit Determination has been rendered for a
service that has already been provided.

“Pre-Existing Medical Conditions”

A limitation or exclusion of benefits relating to any medical condition for which -
medical advice, diagnosis, care or treatment was recommended by, or received
from, a licensed Provider within the six (6)months immediately preceding the
Member’s Effective Date under the Agreement and extending for a period of not
more than twelve (12) months after the Effective Date or as to pregnancy existing
on the effective date of Coverage. Genetic information shall not be treated as a
preexisting condition in the absence of a diagnosis of the condition related to such
information.

Dependent children under the age of 19 are not subject to any Pre-Existing
Medical Conditions exclusions or limitations.
“Pre-Service Appeal”

An appeal for which an Adverse Benefit Determination has been rendered for a
service that has not yet been provided and requires Prior Authorization.

“Premium”

The monthly fee required from each Member in accordance with the terms of the
Agreement.

“Preventive Care Services”

Medical services (as defined by the United States Preventive Services Task Force
- with rating of "A" or "B", Advisory Committee on Immunization Practices of
the Centers for Disease Control and Prevention and comprehensive guidelines
supported by the Health Resources and Services Administration) provided to
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prevent or arrest the further manifestation of human illness or injury. These
services include, but may not be limited to:

e  Periodic health evaluations, including tests and diagnostic procedures in
connection with routine examinations;

e  Routine prenatal care;

. Well-child care; and

e  Adult and child immunizations.

Preventive Care Services does not include any service or benefit intended to treat
an existing illness, injury, or condition.

1.80 “Provider/Provider Network”

' A Physician, Hospital, SNF, Home Health Agency, hospice, pharmacy, podiatrist,
optometrist, chiropractor or other health care institution or practitioner, licensed,
certified or otherwise authorized pursuant to the law of the jurisdiction in which
care or treatment is received. Health care practitioners must be working within the
scope of their license/practice.

1.81 [“Qualified High Deductible Health Plan (“QHDHP*)”

A health plan with Deductible and out-of-pocket limits for individuals and
families that meets requirements under section 223 of the Internal Revenue Code.
The limits will be found in Your Schedule of Benefits (SOB).]

1.82 “Qualified Medical Child Support Order” (“QMCSO”)

A medical child support order, issued by a court of competent jurisdiction or
through an administrative process established under state law, which creates or
recognizes the existence of an Alternate Recipient's right to receive benefits for
which a Member is eligible under the Agreement in accordance with applicable
state and federal laws.

A “Medical Child Support Order” is any judgment, decree, or order (including
approval of a settlement agreement) which: (1) provides for child support with
respect to a Member's child under the Agreement or provides for health benefit
coverage to such child, is made pursuant to a State domestic relations law
(including community property law), and relates to benefits under the Benefits
Agreement; or (2) is made pursuant to a law relating to medical child support
described in Section 1908 of the Social Security Act.

Contact Member Services if You would like to see a complete copy of the
procedures for determining whether an order constitutes a QMCSO.

1.83 “Reconstructive Surgery”

Surgery which is incidental to an Injury, Illness or congenital anomaly when the
primary purpose is to restore normal physiological functioning of the involved
part of the body. (A congenital anomaly is a defective development or formation
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1.84

1.85

1.86

1.87

1.88

1.89

of a part of the body, when such defect is determined by the treating Physician to .
have been present at the time of birth.) For the purpose of Coverage under the
Plan, Reconstructive Surgery on the opposite breast to restore symmetry,
including Prosthetic Devices/implants or reduction mammoplasty, is included in
this definition.
“Rjder”

Any description of additional Covered Health Services attached to the Agreement.
Health Services provided by a Rider may be subject to payment of additional
Premiums. Riders are effective only when issued by the Plan and are subject to
all conditions, limitations and exclusions of the Agreement except for those that
are specifically amended.

“Schedule of Covered Services”

Description of Covered Services contained in the chart in Section 6.

“Semi-private Accommodations”

A room with two (2) or more beds in a Hospital. The difference in cost between
Semi-private Accommodations and private accommodations is Covered only
when private accommeodations are Medically Necessary or when Semi-private
Accommodations are not available and when an exception has been made by the
Medical Director in advance of the admission. Exceptions may or may not be
granted by the Plan.

“Service Area”

The geographic area served by the Plan.

“Skilled Nursing Facility (SNF)”

A facility which operates pursuant to the law, provides inpatient skilled nursing
care under the supervision of a duly licensed physician, rehabilitation services or
other related Health Services; and is certified by Medicare. The term “Skilled
Nursing Facility” does not include a convalescent nursing home, rest facility, or
facility for the aged which furnishes primarily Custodial Care, including training
in activities of daily living or for the care of drug addicts or alcoholics or a facility
primarily used for the care and treatment of mental diseases or disorders, or
custodial or educational care.

“Specialty Care Physician/Specialist”

A Physician who provides medical services to Members within the range of a
medical specialty.

1.90 “Subscriber”

An applicant who has elected the Plan’s Coverage for himself and any éligible
Dependents through submission of an Application/Change Form and for whom,
Premiums have been received by the Plan. :
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1.91 “Total Disability”

Complete inability of the Member to perform all of the substantial and material
duties of his or her regular gainful occupation, or complete inability of the
Member to engage in gainful employment or occupation for which he or she is or
becomes qualified by reason of education, training, or experience. For an
unemployed Dependent, Total Disability means complete inability of the Member
to engage in most of the normal activities of a person of like age and gender. The
disability, for Subscriber or Dependent, must require regular care and attendance
by a Physician who is someone other than an immediate family member.

1.92 “Urgent Care Appeal”

An Appeal that must be reviewed under an expedited Appeal process because the
application of non-Urgent Care Appeal time frames could seriously jeopardize:

o The life or health of the Member; or
e The Member’s ability to regain maximum function.

An Urgent Care Appeal also is an Appeal involving:
¢ Care that the treating Physician deems urgent in nature; or

e The treating Physician determines that a delay in the care would subject the
Member to severe pain that could not be adequately managed without the care
or treatment that is being requested.

1.93 “Urgent Care Services”

A condition that requires care which is an unexpected Illness or Injury that
requires prompt medical attention. Examples of Urgent Care conditions include
fractures, lacerations or severe abdominal pain. These conditions may also
constitute Emergencies in those situations that would lead a prudent layperson,
possessing an average knowledge of health and medicine, to believe immediate
medical care is required.

Urgent Care Services received while You are outside of the Service Area are
Covered when the requirements explained Section 7 of this COC are followed. If
these requirements are not followed Medically Necessary Urgent Care Services
will be Covered at the lower Out-of-Network level of benefits.

If possible, contact Your Physician prior to receiving services to ensure that the
Urgent Care Services will be Covered. However, failure fo notify Your Physician
will not result in denial of Coverage. The records of Your Urgent Care visit will
be reviewed against the criteria as defmed in Section 1.35 of this COC. If
Medically Necessary follow-up care related to the initial Urgent Care Service is
required, please contact Your Physician to be eligible for the In-Network level of
benefits.

If a condition requiring Urgent Care develops, a Member may go to the nearest
Urgent Care center or Physician's office. The Plan will provide Coverage at the
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In-Network benefit level for a condition requiring urgent care that occurs when
the Member is temporarily out of the Service Area under the following
conditions: '

e The Member's medical condition does not permit the Member's return
to the Service Area for treatment; and

e The reason for being outside the Service Area is for some purpose
other than the receipt of treatment for a medically related condition.

When this occurs, services will be Covered until the medical condition permits
travel or transport back to the Service Area. However, the Plan must be notified
by the Member of the treatment within forty-eight (48) hours, condition
permitting.

If you are a Member attending college outside of the Service Area, you are
required to return to the Service Area and obtain routine and follow-up care from
Participating Providers to be eligible for payment at the In-Network benefit level
for those Health Services.

1.94 “You or Your”
A Member Covered under this COC.
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2.1

2.2

SECTION 2
USING YOUR BENEFITS

Membership Identification (1D) Card

Every Member receives a membership ID card. Carry Your ID card with You at
all times, and present it whenever You receive Health Services. If Your 1D card is
missing, lost, or stolen, contact the Member Service Department at the telephone
number or web site listed in the Schedule of Important Numbers to obtain a
replacement. If Your Dependents are Covered, You will receive one or more
additional ID card(s). Enrolled Dependents are listed on ID cards. Your ID card is
needed so Providers will bill the Plan and not You for charges other than
Copayments, Coinsurance, and non-Covered Services. Each Member must show
his or her ID card every time Health Services are requested from Providers. The
ID card is needed for Providers to bill the Plan for charges other than Copayments,
Coinsurance, and non-Covered Services. If You do not show Your ID card, the
Providers have no way of knowing that You are part of the Plan, and You may
receive a bill for Health Services.

Possession and use of an ID card is not an entitlement to Coverage. Coverage is
subject to verification of eligibility and all the terms, conditions, limitations and
exclusions set out in the Agreement.

Health Services Rendered by Providers

Subject to the terms, conditions, exclusions and limitations of the Agreement, a
Member is entitled to Coverage for Health Services described in this COC and the
Schedule of Benefits if such services (a) are Medically Necessary and (b) are
provided by or under the direction of Your Provider and (c) Authorized in
advance on behalf of the Plan. (See Section 6, Covered Services, for information
on the services requiring Authorization.) The telephone number for prior
Authorization is stated in The Schedule Of Important Telephone Numbers And
Addresses, which is attached to this COC, and on the back of any Member's 1D
card. Please remember that as a Member of a PPO plan, you have the option of
receiving your Health Services on either an In-Network basis from Participating
Providers or on an Out-of-Network basis from Non-Participating Providers.
However, benefits for Health Services rendered by a Non-Participating Provider
will be paid at a lower level than those rendered by a Participating Provider. If
you consult an Out of Network Provider, the difference between the Plan’s Out of
Network Rate and the Provider’s billed charges does not apply to the Deductible.
Participating Providers are contractually obligated to file all claims for You.

With respect to transplants, subject to the terms, conditions, exclusions and
limitations of the Agreement, a Member is entitled to transplants as described
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Section 6 of this COC and the Schedule of Benefits if such transplants (a) are
Medically Necessary and (b) Authorized in advance on behalf of the Plan in
accordance with the Plan's transplantation guidelines. The telephone number for
prior Authorization is stated in The Schedule Of Important Telephone Numbers
And Addresses, which is attached to this COC, and on the back of any Member's
1D card.

In order to access Your In-Network Benefits You must select a Participating
Provider. It is Your responsibility to ensure that the Provider is Participating with
Your Plan. This is true for each Provider from whom You may receive Health
Services in the course of an entire treatment plan. For example, if You need
Health Services and want the highest level of Coverage, You must utilize a
Participating Physician. After the Participating Physician has examined You, he
or she may recommend that You see a particular specialist. That specialist may or
may not be a Participating Physician. If You accept the recommendation, and the
specialist is not a Participating Physician, then the Health Services You received
from the first Physician would be Covered at the (higher) In-Network Benefit
level, and the Health Services You received from the specialist would be Covered
at the (lower) Out-of-Network Benefit level. Additionally, Providers do not have
the authority to independently bind the Plan to Coverage for non-Covered medical
services.

In the event that specific Health Services cannot be provided by or through a
Participating Provider, You may be eligible for Coverage of Fligible Expenses at
the In-Network level for Medically Necessary Health Services obtained through
non-Participating Providers if Authorized in advance through the Plan. A
Member is entitled to benefits at the In-Network benefit level for Health Services
from a Non-Participating Provider only in the case of an Emergency or if a
particular Medically Necessary Health Service is not available from a
Participating Provider. When Health Services are not available from a
Participating Provider, the Plan shall make a referral to an appropriate Provider,
pursuant to a treatment plan approved by the Plan in consultation with Your
Physician, the Non-Participating Provider and the Member or the Member's
designee. The Member will incur no additional cost beyond what the Member
would otherwise pay for Health Services received from a Participating Provider.

Coverage for Health Services is subject to timely payment of the Premium
required for Coverage under the Plan and payment of the Copayment specified for
any service.

Prior Authorization

It is Your responsibility to ensure all Prior Authorizations have been obtained prior
to receiving services. Participating Providers are responsible for obtaining
Authorization from the Plan. Members are responsible for verifying that the
requested Health Services are Covered under their Plan, and that the required prior
Authorization has been granted before receiving the Health Services, when non-
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Participating Providers are utilized. A verbal Authorization will be confirmed by
written Authorization, facsimile transmission, or verbally by means of an
Authorization number. Prior Authorization is required for, but is not limited to the
following Health Services:

All Hospital admissions, including observations;

All admissions to SNF or inpatient specialty care programs such as
rehabilitation; hospice; Mental Health and Substance Abuse;

Surgical procedures at an outpatient or surgical center;

Outpatient Mental Health and Substance Abuse Services;
Pain management, including epidural, facet and trigger point injections;
Transplants (all phases)

Rehabilitation/therapy: cardiac, occupational, physical, pulmonary, speech;

The following outpatient diagnostics/services:

Bone mineral density (all types)

High level imaging, such as CT scans, MRI/MRA, PET and PET CT scans;
Cardiac nuclear scans and advanced cardiac imaging;

Hysteroscopy

Advanced radiation therapy such as brachytherapy, intense modulated
radiotherapy (IMRT), and Proton Beam treatment;

Chiropractic Services;

Chemotherapy (off label use only);

Clinical trials;

Dialysis;

Purchased DME over $250 and all rental equipment;
Experimental or investigational treatments/services;’
Genetic testing, and treatment for genetic disorders;
All pregnancy related services;

Ancillary services (including Home Health Care Services, home hospice care,
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2.5

non-Emergency ambulance transfer, Orthotics, and Prosthetics);
e Infertility Services;

o Injectable medications and in-home infusion therapy;
¢ Implants and related Health Services;

* Lesion removal in office or facility;

e Ilyperbaric treatment and;

e Sclerotherapy.

Please be aware the above is not an all inclusive list. See Section 6 or call
Member Services at the number listed in the Schedule of Important Phone
Numbers and Addresses for additional information.

Additional Health Services not Covered under the original Authorization will be
Covered only if a new Authorization is obtained. All Health Services identified in
this COC are subject to all of the terms, conditions, exclusions and limitations of

_ the Plan, even if the Participating Provider obtains an Authorization.

Please refer to Section 6 for a complete list of Health Services requiring Prior
Authorization.

Second Opinion Policy

A Member may seek a second medical opinion or consultation from other
Physicians at no additional cost to the Member beyond what he would otherwise
pay for an initial medical opinion or consultation. In the event that Member
chooses to seek a second medical opinion and the Plan does not employ or contract
with another Physician with the expertise necessary to provide a second medical
opinion, then the Plan will arrange for a referral to a Physician with the necessary
expertise to provide a second medical opinion. In such a case, the Member shall
obtain the second medical opinion at no greater cost than if the benefit were
obtained from a Participating Provider. The Member may also solicit a second
opinion from a Non-Participating Physician of his choice. In this case, the second
opinion visit will be Covered at the lower Out-of-Network level of benefits.
Second medical opinions or consultations will be subject to all of the terms,
conditions, exclusions and limitations of the Plan.

Authorization

Coverage for certain Health Services set forth in the Schedule of Benefits obtained
requires prior Authorization through the Plan. Members are responsible for
verifying that the requested Health Services are Covered under their Plan, and the
required prior Authorization has been granted before receiving the Health Services.
For all other care, You may make an appointment directly with the designated
Provider to obtain the Covered Services unless an Authorization is otherwise
required in the Schedule of Covered Services. To receive Coverage at the In-
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2.6

Network benefit level for Health Services from a Provider referred by Your
Physician, it is Your responsibility to confirm participation in the Plan.

The Plan will not retract an approved Authorization after the Health Service has
been provided unless:

e Such Authorization is based on a material misrepresentation or omission about
the treated person’s health condition or the cause of the health condition; or

o The health benefit plan terminates before the Health Service is provided; or

e The Member Coverage under the Plan terminates before the health care
services are provided.

Participating Providers do not have the authority to independently bind The Plan to
Coverage for medical services that are not Covered Services as described in this
COC or mandated by state law. Questions regarding Coverage for services or
Provider participation status should be directed to the Plan, not Your Participating
Provider. To verify Coverage of services or Provider participation status, please
contact Member Services.

Coverage for Pre-Existing Medical Conditions

Pre-existing Medical Conditions are those condition for which You received
medical advice, diagnosis, care, or treatment from an individual licensed or
similarly authorized to provide such services under applicable state law within the
six (6) month period prior to Your Effective Date. Pre-existing Medical
Conditions may affect Your Premium, may result in denial of Your application, or
the Plan may deny Coverage for them for a period of time after Your Effective
Date. If You are accepted for Coverage, Your Premium will be calculated to
include any Pre-existing Medical Condition that You disclosed on Your
Application/Change Form and such conditions will be Covered under the terms of
Your Agreement beginning on Your Effective Date. If you fail to disclose a Pre-
existing Medical Condition(s) on your Application/Change Form and You are
accepted for Coverage, the Plan may do one of the following:

1. For omissions determined to be fraud as explained in Section 5, the Plan
may:

e terminate Coverage for You and/or all of Your enrolled Dependents at
11:59 p.m. upon the date set forth in the notice of termination to the
Subscriber. Such termination may occur back to Your Effective Date;
or

e reevaluate Your medical history and revise Your Premium for
Coverage. Such change in premium rate may be enforced back to Your
Effective Date.

2. For omissions determined not to be fraud, the Plan may exclude Coverage
for products and services related to Your Pre-Existing Medical Condition
for a period not longer than twelve (12) months after Your Effective Date
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2.7

2.8

Copayments, Coinsurance, and Deductibles

You are responsible for paying Copayments, Coinsurance, and/or Deductible to
Providers at the time of service. You must pay Deductible amounts before
applicable benefits will be reimbursed to Providers on Your behalf. Specific
Copayments, Coinsurance amounts and Deductibles are listed in the Schedule of
Benefits.

A copayment may be either a defined dollar amount or a percentage of Eligible
Expenses. The total amount a Member pays in Copayments is subject to an
Annual Out of Pocket Maximum, as described in the Schedule of Benefits.

Out-of-Network Rates

Except for Emergency services;

The Out-of-Network Rate for claims processed by the Plan shall be the lesser of
the Non-Participating Provider's billed charges or the current Medicare fee
schedule as determined by the Plan for the services and supplies rendered. If
there is no corresponding Medicare rate for the particular service, the Out-of-
Network Rate will be determined by the Plan.

The Out-of-Network Rate for non-facility claims processed by the Plan's
behavioral health vendor shall be the lesser of the Non-Participating Provider's
billed charges or the curtent Medicare fee schedule as determined by the Plan for
the services and supplies rendered. If there is no corresponding Medicare rate for
the particular service, the Out-of-Network Rate will be determined by the Plan.

The Out-of-Network Rate for facility claims processed by the Plan's behavioral
health vendor shall be the lesser of the Non-Participating Provider's billed charges
or the average amount the behavioral health vendor pays its Partlclpatmg
Providers for the same service(s).

For Emergency services, the Out-of-Network Rate for claims processed by the
Plan shall be the Non-Participating Provider's billed charges.

You are responsible for charges that exceed the Plan's Out-of-Network Rate for
Non-Participating Providers. This could result in You having to pay a significant
portion of Your claims. Balances above the Out-of-Network Rate do NOT apply
to Your [Deductible] [or] Out-of-Pocket Maximum. Please feel free to contact
the Plan regarding the Out-of-Network Rate in such cases. :

WARNING, LIMITED BENEFITS WILL BE PAID WHEN NON-
PARTICIPATING PROVIDERS ARE UTILIZED. You should be aware that
when You utilize the services of a Non-Participating Provider for a Covered
Service, benefit payments to such Non-Participating Provider are not based on the
amount billed. The basis of Your benefit payment will be determined according to
Your insurance policy. YOU CAN EXPECT TO PAY MORE THAN THE
COINSURNACE AMOUNT DEFINED IN THE POLICY AFTER THE
PLAN HAS PAID ITS REQUIRED PORTION AS NON-PARTICIPATING
PROVIDERS MAY BILL MEMBERS FOR ANY AMOUNT UP TO THE
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BILLED CHARGE AFTER THE PLAN HAS PAID ITS PORTION OF THE
BILL. Participating Providers have agreed to accept discounted payments for
services with no additional billing to the Member other than Coinsurance and
Deductible amounts. Additionally, there may be occasions when You will be
required to pay the Non-Participatmg Provider directly for Covered Health
Services rendered. You may obtain further information about the Participating
status of Providers and information on out-of-pocket expenses by calling Member
Services at the number listed in the Schedule of Important Numbers.

The examples below illustrate how ONR works:

Assume Your Hospital Coinsurance is 20%, the Hospital bill is $5,000 (actual
charges), and the ONR for the Hospital is $3,000. In this example, the Plan would
not take into account $2,000 of the $5,000 Hospital bill, because it exceeds the
$3,000 ONR. The Plan would pay 80% of the $3,000 ONR, which is $2,400. You
would pay 20% of the $3,000 ONR, which is $600, PLUS the $2,000 of actual
charges that exceed the $3,000 ONR, for a total cost to You of §2,600. Please note
that any payments You make in excess of the ONR do not count towards Your
Deductible or Out of Pocket Maximum.

Assume Your Specialist visit Copayment is $50. The Specialist’s bill is $140
(actual charges) and the ONR for the Specialist is $80. In this example, The Plan
would not take into account $60 of the Specialist’s bill because it exceeds the $80
ONR. The Plan would pay $30 (the ONR minus Your Copayment amount). You
would pay the $50 Copayment PLUS the $60 of actual charges that exceed the $80
ONR, for a total cost to You of $110. Please note that any payments You make in
excess of the ONR do not count towards Your Deductible or Out of Pocket
Maximum.

Please see Your Schedule of Copayments for the Qut-of-Network Rates (ONR) for
Your plan.

By way of contrast, the examples below illustrate how In-Network Covered
Services would be paid:

Assume Your In-Network Hospital Coinsurance is 20%, the Hospital bill is $5,000
(actual charges), and the contracted rate for the Hospital is $3,000. In this example,
the Plan would not take into account $2,000 of the $5,000 Hospital bill, because it
exceeds the $3,000 contracted rate. The Plan would pay 80% of the $3,000
contracted rate, which is $2,400. You would pay 20% of the $3,000 contracted
rate, which is $600. The amount in excess of the contracted rate would not be Your
responsibility.

Assume Your Specialist visit Copayment is $50. The Specialist’s bill is’ $140
(actual charges) and the contracted rate for the Specialist is $80. In this example,
the Plan would not take into account $60 of the Specialist’s bill because it exceeds
the $80 contracted amount. The Plan would pay $30 (the contracted rate minus
Your Copayment amount). You would pay the $50 Copayment. The amount in
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2.9

excess of the contracted rate would not be Your responsibility.

Out-of-Pocket Maximum

The Individual Out-of-Pocket Maximum is a limit on the amount You must pay
out of Your pocket for specified Covered Services in a Contract Year. The
Family Out-of-Pocket Maximum is a limit on the amount Your family must pay
out of pocket for specified Covered Services in a Contract Year. The Family Out-
of-Pocket Maximum is comprised of the combined charges paid by You and Your
family.

Once the Qut-of-Pocket Maximum is met, Covered Services are paid without any
Copayment or Coinsurance for the remainder of the Contract Year.

2.10 [Maximum Lifetime Benefit

The Maximum Lifetime Benefit payable by the Plan per Member, 1f apphcable is
listed in the Schedule of Benefits.]

2.11 [Qualified High Deductible Health Plans

If You have a QIIDHP, be aware of the following:

o Pharmacy services apply to the medical Deductible. You must satisfy the
medical Deductible before benefits apply.  Once the Deductible is
reached, You may have Copayments and Coinsurance;

e The Deductible does not apply to Preventive Care Services. Benefits
apply before the Deductible is satisfied. You may have a Copayment or
Coinsurance;

o Copayments do not apply once the maximum out of pocket has been

- reached. _

Be sure you consult Your Schedule of Benefits for information regarding
Copayments, Coinsurance and Deductibles.

2.12 Participating Provider Terminations

The Plan or a Participating Provider may end his/her/its relationship with the
other. The Plan does not promise that any specific Participating Provider will be
available to render services to a Member. The Plan or a Participating Provider
may end its relationship with the other after having supplied proper notice under
applicable law. Upon the issuance or receipt of such a notice, the Plan will
provide a written notice within thirty-one (31) days to all Members who are
patients seen on a regular basis by the Participating Provider whose contract is
terminating.

Notwithstanding the above, if the continuation of care by a terminated
Participating Provider is Medically Necessary and in accordance with reasonable
medical prudence, including circumstances such as disability, pregnancy, or life-

AR_PPOCOCIND 09.23.10_CHL Approved

[xx/xx/xxxx ]
Page 30 of 103




threatening Illness, You may continue to be Covered for otherwise Covered
Services by that Provider if You are:

1. Under active treatment for a particular Injury or Illness. You will continue to
receive Covered benefits from the treating Provider for such Injury or [llness
for a period of one hundred twenty (120) days from the date of notice of
termination;

2. In the second trimester of a pregnancy to continue care with a treating
Provider until completion of postpartum care; :

3. Being treated at an inpatient facility. You will be allowed to remain at the
facility until You are discharged.

The provisions above shall apply only if the treating Provider or inpatient facility
agrees to continue to be bound by the terms, conditions and reimbursement rates
of the Provider’s agreement with the Plan,

During such period of continuation coverage, You shall not be liable to the
Provider for any amounts owed for medical care other than Copayments specified
under the terms of the Agreement.

2.13 How to Contact the Plan

Throughout this Agreement, You will find that the Plan encourages You to
contact the Plan for further information. Whenever You have a question or
concern regarding Covered Services or any required procedure, please contact the
Plan at the telephone number or web site on the back of Your ID card.

Telephone numbers and addresses to request review of denied claims, register
Complaints, place requests for prior Authorization, and submit claims are listed in
the Schedule of Important Telephone Numbers And Addresses included in this
Agreement.

2.14 Provider Hold Harmless

Participating Providers agree that in no event, including but not limited to
nonpayment by the Plan or intermediary, insolvency of the Plan or intermediary,
or breach of this Agreement, shall the Participating Provider bill, charge, collect a
deposit from, seck compensation, remuneration, or reimbursement from, or have
any recourse against a Member or a person, other than the Plan or intermediary,
acting on behalf of the Member for services provided pursuant to this Agreement.
This Agreement shall not prohibit the Provider from collecting Coinsurance,
Deductibles or Copayments, as specifically provided in the Schedule of Benefits,
or fees for non-Covered Services delivered on a fee-for-service basis to You. The
Provider Hold Harmless agreement shall not prohibit a Provider, and You from
agreeing to continue services solely at Your expense, as long as the Provider has
clearly informed You that the Plan may not cover or continue to cover a specific
service or services. Except as provided herein, this agreement does not prohibit
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the Provider from pursuing any available legal remedy, including but not limited
to, collecting from any insurance carrier providing Coverage to a Covered person.
Please be advised that the Provider “hold harmless” language does not apply to
Qut-of-Network (Non-Participating) Providers.

2.15 Plan Has Authority to Grant Coverage

Only Medically Necessary services are Covered under the Agreement. The fact
that a Physician or other Provider has performed or prescribed a procedure or
treatment, or the fact that it may be the only available treatment for an Injury,
Illness or substance abuse, or mental Illness does not mean that the procedure or
treatment is Covered under the Agreement. The Plan shall have the right, subject
to Your rights in this COC, to interpret the benefits of the COC and attached
Riders, and other terms, conditions, limitations and exclusions set out in the
Agreement in making factual determinations related to the Agreement, its
benefits, and Members; and in construing any disputed or ambiguous terms. In
accordance with all applicable law, the Plan reserves the right at any time, to
change, amend, interpret, modify, withdraw or add benefits to, or terminate this
Plan. The Enrolling Unit will be given the proper written notice upon any
termination or change in Coverage as required by applicable law. Any
termination of the Agreement must be in accordance with Section 5 of this COC.
The Plan may, in certain circumstances, cover services that would otherwise not
be Covered. The fact that the Plan does so in any particular case shall not in any
way be deemed to require it to do so in other similar cases.

2.16 Coverage for Services by Non-Participating Providers

If You wish to request that the Plan consider reimbursing You for Covered Health
Services provided by Non-Participating Providers, You must submit a Non-
Participating Provider claim form to the Plan. The Provider may agree to complete
and file the claim form for You. If not, You may obtain a Non-Participating claim
form from either the Provider or from the Member Services Department. If the
claim form is not furnished before the expiration of fifteen (15) days after You
receive notice of any claim under the policy, You shall be deemed to have
complied with the requirements of the policy as to proof of loss upon submitting,
within the time fixed in the policy for filing proof of loss, written proof covering
the occurrence, character, and extent of the loss for which claim is made. The Plan
requests that You file the Non-Participating Provider claim within ninety (90) days
from date of service. However, failure to file the claim within the ninety (90) day
period shall not invalidate or reduce the claim, if it was not reasonably possible to
provide notice or proof within the ninety (90) days provided such proof is
furnished as soon as reasonably possible and in no event, except in the absence of
legal capacity of the claimant, later than one (1) year from the time proof is
otherwise required. A claim will not be denied based upon the Member’s failure to
submit a claim within the ninety (90) day period unless the failure operates to
prejudice the rights of the Plan.
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3.1

SECTION 3
ENROLLMENT AND ELIGIBILITY

Eligibility

3.1.1

3.1.2

Subscriber Eligibility - To be eligible to be enrolled You must:

A. Meet all cligibility requirements set forth in this Certificate of
Coverage;

B. Be under the age of 65 and not eligible for Medicare;

Q

Be a resident of Arkansas residing in the Plan’s Service Area;

D. Meet the medical underwriting requirements as explained in
Section 3.4 below; and

E. Hold a checking or savings account at a banking institution and
agree to direct debit of Your premjum payment; and

F. Complete and submit to the Plan such applications or forms that the
Plan may reasonably request

Notification of Acceptance and Effective Date of Coverage. Once the
Plan receives a completed Application Form and approves the enrollment,
The Plan will send You a notification of acceptance notifying You that
Your application has been accepted for enrollment in CoventryOne. You
will not be enrolled in CoventryOne unless and until You receive such
notice. The notice of acceptance renders all terms and conditions of the
Contract binding on the Plan, the Subscriber and any accepted Dependent
Members. Your payment of the applicable Premium is considered to be
your acceptance of Coverage. Coverage shall become effective on the
Member Effective Date indicated in the notification of acceptance the Plan
sends to You. '

Dependent Eligibility - To be eligible to be enrolled under this
Agreement as a Dependent, an individual must:

A. Be under the age of 65, and not eligible for Medicare;

e Be the lawful spouse of the Subscriber or be a child of the Subscriber
or the Subscriber’s spouse including:

. Children up to the age of twenty-six (26) who are either the
birth children of the Subscriber or the Subscriber’s spouse or
legally adopted by or placed for adoption with the Subscriber
or Subscriber’s spouse; '

. Children under age twenty-six (26) for whom the Subscriber or
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the Subscriber’s spouse is required to provide health care
coverage pursuant to Qualified Medical Child Support Order;

. Children under age twenty-six (26) for whom the Subscriber
' or the Subscriber’s spouse is the court-appointed legal
guardian; and

. Children twenty-six (26) or older who are either the birth or
adopted children of the Subscriber or the Subscriber’s spouse,
arc mentally or physically incapable of earning a living and
who are chiefly dependent upon the Subscriber for support and
maintenance, provided that: the onset of such incapacity
occurred before age twenty-six (26), proof of such incapacity
is furnished to the Plan by the Subscriber upon enrollment of
the person as a Dependent child or at the onset of the
Dependent child’s incapacity prior to age twenty-six (26) and
annually thereafter.

B. Notwithstanding the above, a common law spouse qualifies as a
spouse under this Agreement only if his or her spousal status is
affirmed by a court of competent jurisdiction. A domestic partner
qualifies as a spouse under this Agreement only by an attached
Rider.

C. Meet the medical underwriting requirements as explained in
Section 3.4 below.

3.2 Persons Not Eligible to Enroll

321

322

A person who fails to meet the eligibility requirements specified in this
Agreement shall not be eligible to enroll or continue enroliment with the
Plan for Coverage under this Agreement.

A person whose Coverage under this Agreement was terminated due to a
violation of a material provision of this Agreement and non-payment of
premiums shall not be eligible to enroll with the Plan for Coverage under
this Agreement. ‘

3.3 Enrollment

3.3.1

Enrollment Due to New Dependent Eligibility. Subject to the
conditions set forth below, a Subscriber and his or her Dependents may
apply for Coverage if the Subscriber has acquired a Dependent through
marriage, birth, adoption or placement for adoption.

A, New Spouse Acquired Through Marriage. If You get married and
your new Spouse applies for Coverage, an Application Form must be
submitted to the Plan. The Application Form for Your new spouse is
subject to medical underwriting criteria. This means that if Your new
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3.7

spouse does not meet medical underwriting standards, his or her
application for Coverage will be declined. Please see Section 3.4 for
information on medical underwriting.

B. Special Enrollment for Newborns and Adopted Children.

Dependents shall be Covered under this Agreement as stipulated provided
that a child born to You is automatically Covered for the treatment of
Injury or lllness, including medically diagnosed congenital defects, birth
abnormalities, prematurity and routine nursery care. Application and
applicable Premiums to add the child as a Dependent must be furnished
within ninety (90) days from the date of birth. In the case of adoption, the
Dependent is Covered from the date of birth, if a petition for adoption is
filed within sixty (60) days from the date of birth. Any additional
applicable Premiums will apply.

3.3.2 Court Ordered Coverage. A court has ordered coverage be provided for
a spouse or minor child under a Covered employee’s health benefit plan

Medical Underwriting

Your eligibility and Premium rates for Coverage under the Agreement are based.
on health-related factors, but not including genetic testing. An evaluation of Your
medical history will determine the Plan’s approval of Your enrollment request
and Your final Premium rates for Coverage.

The Plan determines the approval of Your application based on review of Your
answers on Your Application Form’s medical questionnaire. If the Plan needs
minor clarification, You will be sent an additional questionnaire and asked that
You or Your Dependents complete the form. If detailed information is needed,
the Plan will request medical information from the Provider that You listed on
Your Application Form or on any additional information You provided. The Plan
will any pay fees associated with the procurement of medical records.

If additional information is requested and is not received within forty-five (45)
days, the application will be denied.

Notification of Change in Status.

A Subscriber must notify the Plan of any changes in status or the status of any
Dependent within thirty-one (31) days after the date of the qualifying event. This
notification must be submitted on a written Application/Change Form to the Plan.
Events qualifying as a change in status include, but are not limited to, changes in
address, employment, divorce, dependency status, Medicare eligibility or coverage
by another payer. The Plan should be notified within a reasonable time of the
death of any Member. :
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SECTION 4
EFFECTIVE DATES

4,1 Effective Dates

A. Notification of Acceptance and Effective Date of Coverage. Once the Plan
receives a completed Application Form and approves the enrollment, a
notification of acceptance will be sent to the Subscriber notifying the
Subscriber that the Plan has accepted the application for enrollment in
CoventryOne. The Subscriber and Dependents will not be enrolled in
CoventryOne unless and until the Subscriber has received such notice.
The notice of acceptance renders all terms and conditions of the Contract
binding on the Plan, the Subscriber and any accepted Dependent
Members. Your payment of the applicable Premium is considered to be
your acceptance of Coverage. Coverage shall become effective:

1. Tn the case of marriage, the first (1%) day of the first (1) calendar
month following the Plan’s approval; '

2. In the case of a Dependent's birth, the date of such birth;

Tn the case of a Dependent's adoption, the earlier of the date of the
final adoption decree or the date of placement in the home; or

4. In the case of a Qualified Medical Child Support Order, the later
of: '
(@) the first (1) day of the month following receipt of the
Application Form and approval for enrollment; or
(b)  the Coverage date specified in the order.

If no date is specified in the order, Coverage shall be effective the

later of:

(i)  the first (1) day of the month following receipt of the
Application Form and approval for enrollment; or

(ii)  the date the order is issued by the court.

4.2 Effective Date for Subscribers.

The Plan will notify You when Your application for enrollment in CoventryOne
has been accepted. You will not be enrolled in CoventryOre unless and until You
receive such notice. The Plan will generally approve or decline Your enrollment
request within thirty-one (31) days of the Plan’s receipt of Your completed
Application Form.

Once Your application has been accepted, Coverage shall become effective at
12:00 a.m. on the day specified in the Plan’s notice to You.
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43 Member Effective Date for Dependents.

Dependents who are special enrollees may apply for Coverage as noted in Section
3.3 above, and such Coverage shall be come effective as noted above and in the
notice of acceptance.

A child born to You is automatically Covered for the treatment of Injury or
Ilness, including medically diagnosed congenital defects, birth abnormalities,

 prematurity and routine nursery care. In the case of adoption, the Dependent is
Covered from the date of birth or the date of placement, if a petition for adoption
is filed within sixty (60) days from the date of birth or placement of the child.
Any additional applicable Premiums must be paid. Application and applicable
Premiums to add the child as Dependent must be furnished within ninety (90)
days. '
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5.1

52

Term

SECTION 5
TERMINATION AND RENEWAL

The term of Coverage under the Agreement shall be for one (I) year from the
Subscriber’s Effective Date, with subsequent annual renewals each Contract Year,
at the option of the Member, unless terminated as set forth in this Certificate of
Coverage.

Conditions for Termination of a Member's Coverage Under the Agreement

5.2.1

522

523

If Coverage is terminated due to non-payment of Premium, the Plan will
provide the Subscriber a grace period of thlrty-one (31) days for the
payment of any Premium due after the first (1%) Premium payment date.
The Coverage may be terminated at the end of the grace period and the
services terminated as of the end of the period Covered by the last
premium payment. If Covered Services have been rendered during the
grace period, Subscriber will be responsible for either the Premium due or
the value of services rendered, or claims for services may be denied by the
Plan.

The date specified by the Plan in written notice to the Member that all
Coverage will terminate because the Member knowingly provided the
Plan with false, material information in the written application, including,
but not limited to, information relating to another person's eligibility for
Coverage or status as a Dependent, or false, material information relating
to the Member's basis for obtaining Health Services or health status or that
of any Dependent. The Plan has the right to rescind Coverage back to the
imtial Effective Date when a Member performs an act or omission that
constitutes fraud or an intentional misrepresentation of material fact.
(Please note that no statement voids the Coverage or reduces the benefits
after the Coverage has been in force for two (2) years from its initial
Effective Date, unless the statement was material to the risk assumed and

" contained in a written application.) After this policy has been in force for a

period of two (2) years during the lifetime of the Member (excluding any
period during which the insured is disabled), it shall become incontestable
as to the statements contained in the application.

The validity of the policy shall not be contested, except for non-payment
of Premium, after it has been in force for two (2) years from its date of
issue and no statement made by any person covered under the policy shall
be used in contesting the validity of the policy during those two (2) years,
unless it is contained in a written instrument signed by the person making
such statement.
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5.2.4

525

5.2.6

5.2.7

5.2.8

The date specified by the Plan in written notice to the Member that
Coverage will terminate because the Member permitted the use of his or
her ID card by any unauthorized person or used another person's ID card.

The date a Member no longer lives in the Service Area. The Subscriber is
responsible for notifying the Plan of the Member's move from the Service
Area. Coverage will terminate on the date of such move, even if the

‘required notice is not provided to the Plan. This Section does not apply to

the Dependent child of the Subscriber, as children are not required to live
in the Service Area to be enrolled under the Agreement. However,
Dependent children who live outside of the Service Area and are enrolled
must still follow all the terms and conditions of the Agreement to be
Covered for Health Services, except as is otherwise required by federal
and state laws and regulations relating to complying with a QMCSO.
Members may contact the Plan to coordinate provision of this care as
listed in the Schedule Of Important Telephone Numbers And Addresses,
or on the back of the Member's ID card.

The date the Plan receives written notice from the Subscriber instructing
the Plan to terminate Coverage of the Subscriber or any Member or the
date requested in such notice, if later. If the Member receives Covered
Services after the termination of Coverage, the Plan may recover the
contracted charges for such Covered Services, plus its costs to recover
such charges, including attorneys' fees.

The date the Member ceases to be cligible as a Subscriber or Enrolled
Dependent, as determined by the Plan. A Member may cease to be
eligible if, for example, one of the following events occurs: death of the
Subscriber, divorce or legal separation from the Subscriber, or loss of
Eligibility by an Enrolled Dependent who is a child (due to reaching the
limiting age, marrying, or otherwise failing to meet the definition of
Dependent). A child who is a Member through a QMCSO, or court
ordered legal guardianship, eases to be eligible on the earliest of the
following: a) the date the order is no longer in effect; or b) the date the
child has immediate and comparable Coverage under another plan; or c)
the date the employee who was ordered to provide health care Coverage
ceases to be eligible for Coverage.

In the event of the death of the Member, the proceeds payable to the
Member or his/her estate under this policy shall include premiums paid for
Coverage for the Member for any period beyond the end of the policy
month in which the death occurred. Unearned premiums shall be paid in
Jump sum on a date no later than thirty (30) days after the proof of the
insured's death has been furnished to the Plan.

The date the Member enters active military service and terminates
Coverage. Coverage may continue at the option of the Member entering
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active military service, If the Member chooses to terminate Coverage,
upon notice to the company of termination, the pro rata unearned
Premiums shall be refunded. The Member will be given the opportunity to
return to the same Coverage.

5.3 Termination of Coverage For Members

You shall no Jonger meet eligibility requirements upon the occurrence of any one
of the following events, or upon the Effective Date of the termination notice
provided (if applicable) for such event:

e At least thirty-one (31) days notice of termination of Your Coverage if You
no longer meet the eligibility requirements set forth in this Agreement,
including, without limitation, living outside the Service Area for a period
longer than permitted under this Agreement.

e At least thirty-one (31) days notice of the termination of Your Coverage due
to the non-payment of Premiums or supplemental charges (Copayments)
required for Hospital or medical services;

e At least thirty-one (31) days written notice if You participate in fraudulent or
criminal behavior, including but not limited to:

Performing an act or omission that constitutes fraud or intentional
misrepresentation if material facts including using Your ID card to obtain
goods or services which are not prescribed or ordered for You or to which
You are otherwise not legally entitled. In this instance, Coverage for the
Subscriber and all Dependents will be terminated.

Allowing any other person to use Your ID card to obtain services. If a
Dependent allows any other person to use his or her ID card to obtain
services, the Coverage of the Dependent who allowed the misuse of the
card will be terminated. If the Subscriber allows any other person to use
his or her ID card to obtain services, the Coverage of the Subscriber and
his or her Dependents will be terminated.

Threatening or perpetrating violent acts against the Plan, a Provider, or an
employee of the Plan or a Provider. In this instance, Coverage for the
Subscriber and all Dependents will be terminated.

Knowingly misrepresenting or giving false information on any
application form which is material to a Member’s eligibility for Coverage,
status as a Dependent, basis for obtaining Health Services, or health status.

5.4 Effect of Termination.

¢ If Your Coverage under this Agreement is terminated under this Section and
other Coverage is not available, all rights to receive Covered Services shall
cease as of the date of termination.

e ID cards are the property of the Plan and, upon request, shall be returned to
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the Plan within thirty-one (31) days of the termination of Your Coverage. ID
cards are for purposes of identification only and do not guarantee eligibility to
receive Covered Services.

e Your Coverage cannot be terminated on the basis of the status of Your health
or the exercise of Your rights under the Plan’s Complaint and Grievance
procedures. The Plan may not terminate an Agreement solely for the purpose
of effecting the disenrollment of an individual Member for either of these
reasons.

55 Discontinuation of Coverage

If the Plan decides to discontinue this COC, You will receive a written notice of
discontinuation at least ninety (90) days before the date the Coverage will be
discontinued and You will be offered the opportunity, on a guaranteed issue basis,
to purchase for You any other coverage offered by the Plan. If the Plan elects to
discontinue offering all health insurance coverage in the individual market, You
will receive a written notice of discontinuation at least one hundred and eighty
(180) days before the date the Coverage will be discontinued
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SECTION 6
COVERED SERVICES

The Plan covers only those Health Services and supplies that are (1) deemed Medically
Necessary, (2) Authorized, if Authorization is required, and (3) not excluded under the
exclusions and limitations set forth in Section 8. Health Services are Covered at a
reduced or standard percentage under the Out-of-Network benefit outlined in the
Schedule of Benefits when Medically Necessary, provided by a Non-Participating
Provider, and not excluded as described in Section 7.

The following section, Schedule of Covered Services, provides the Health Services and
supplies Covered under this Agreement. The schedule is provided to assist You with
determining the level of coverage and Authorization procedures, limitations, and
exclusions that apply for Covered Services when determined to be Medically Necessary,
subject to the exclusions and limitations set forth in Section 8 and any Copayments,
Coinsurance ot Deductibles as outlined in Your Schedule of Benefits. All Prior
Authorizations and determinations referenced in the Schedule of Covered Services are
made by the Plan. If a service is Medically Necessary but not specifically listed and not
otherwise excluded, please contact the Plan to confirm whether the service is a Covered
Service.

The differences in Coverage between the In-Network and the Out-of-Network benefit
levels, including any Coinsurance, Copayment, or Deductible amount You are required to
pay for each Covered Health Service is stated in the Schedule of Benefits. The
Copayment amount You are required to pay for each Covered Health Service is stated in
the Schedule of Benefits. However, if a Member requires Emergency outpatient services
and supplies, the required Copayment for Emergency outpatient services and supplies
will not apply if Confinement occurs for the same condition within twenty-four (24)
hours.

The network of Participating Providers available to You under this Plan is listed in the
Provider Directory provided on the Plan website. The Provider Directory is given to
Members upon request, and is available on the Plan’s web site. It is therefore important
that You carefully review Your Provider Directory. Listing a particular Provider in the
Provider Directory is not a guarantee that the particular Provider will be participating at
the time You seek Health Services. You must verify the participation status of Providers
with the Plan before You obtain Health Services. -

Except where noted, these Health Services are Covered when rendered by either
Participating or Non-Participating Providers. Please remember that Health Services
rendered by Non-Participating Providers will be Covered at the lower Out-of-Network
level and Authorized if Authorization is required. -
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Please note that the Covered Services in the schedule below are subject to all applicable
Exclusions of this COC.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED

BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR
SUPPLY

CRITERIA AND COVERAGE
PROVIDED

AUTHORIZATION
REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS

Allergy

Covered Service for allergy testing, diagnosis,
treatment, allergy serum, and the administration of
injections. Coverage is provided for allergy services
and supplies ordered by and provided by or under

Prior Authorization may
be required.

Exclusions:

the direction of a Physician in the Provider's office.; Those non-Physician

allergy services or
associated expenses
relating to an allergic
condition including, but
not limited to,
installation of air filters,
air purifiers, or air
ventilation system
cleaning.

Ambulance

Coverage is provided for Emergency ambulance
transportation, when transport by other means is
not medically safe, by a licensed ambulance
service to the nearest Hospital where Emergency
Health Services can be rendered.

Prior Authorization
required unless
emergent in nature.

All air or ground
ambulance transfer
between facilities
requires Prior
Authorization.

Exclusions:

Ambulance
transportation due to the
absence of other
transportation on the
part of the Member is
excluded. Non-Medical
Emergency ambulance
services are excluded
regardless of who
requested the ambulance
service.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Blood and Blood Covered Service for administration, storage, and Exclusions:
Products processing of blood and blood products in

connection with Covered services.

Those services and
associated expenses
related to personal blood
storage, unless
associated with a
scheduted surgery.
Additionally, fetal cord
blood harvesting and
storage is not a Covered
Service.

Breast Reconstruction

Coverage is provided for breast Reconstructive
Surgery and prosthesis following a Medically
Necessary mastectomy. As required by the
Women’s Health and Cancer Rights Act
(“WHCRA™), if You elect breast reconstruction
after a Covered mastectomy, benefits will be
provided for augmentation and reduction of the
affected breast, augmentation or reduction on the
opposite breast to restore symmetry, prosthesis,
and treatment of physical complications at all
stages of the mastectomy, including lymphedema.
This also includes nipple reconstruction. In lieu of
surgery, Coverage is provided for external '
Prosthetic Devices.

Prior Authorization
required.

Exclusions:

Reduction or
augmentation
mammoplasties
unrelated to a Medically
Necessary mastectomy.

There is no Coverage
for surgery performed
for removal of breast
implants that were
originally implanted
solely for cosmetic
purposes.

Cardiac Rehabilitation
Therapy

Covered Service, but limited to treatment for
therapy conditions that in the judgment of Your
Physician and the Medical Director are subject to
significant improvement of Your condition through
relatively short-term therapy.

Prior Authorization
required.
Limitations:

Limited to 36 Phase II
visits in a 12-week
period.

Exclusions:

Phase III (maintenance
phase) Cardiac
Rehabilitation.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR
SUPPLY

CRITERIA AND COVERAGE
PROVIDED

AUTHORIZATION
REQUIREMENTS,
'LIMITATIONS,
AND EXCLUSIONS

Chemotherapy and
Radiation therapy

Standard chemotherapy and radiation therapy, for
the treatment of cancer.

Prior Authorization may
be required.

Exclusions: -

Experimental or
Investigational or non-
standard chemotherapy
or radiation therapy. .

Child Health
Supervision Services

Coverage is provided for the periodic review of a
child’s physical and emotional status by a
Physician or pursuant to a Physician’s supervision.
A review shall include a history, complete physical
examination, development assessment, anticipatory
guidance, appropriate immunizations and
laboratory tests consistent with prevailing
standards, including testing for lead poisoning for
children under the age of six (6). Periodic reviews
are Covered (up to 20 visits) from the date of birth
through the age of eighteen (18) years at the
following intervals: birth, two weeks, two month,
four months, six months, nine months, twelve
months, fifteen months, eighteen months, two
vears, yeatly after age two years until age six (6),
and every two years after age six(6) up to age
eighteen (18).

Coverage is also provided for the treatment of
autism spectrum disorders for Members under
twelve (12) years of age.

Chiropractic Services

Medically Necessary and clinically appropriate
Chiropractic therapy is Covered.

Prior Authorization is
required.

Limitations:

The therapy rendered
must be within the
Chiropractor’s lawful
scope of practice.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED |
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Clinical Trials Coverage for routine paﬁent care costs related to Limitations:

AR_PPOCOCIND_09.

phase I, II, TII or IV clinical trials is limited to
cancer treatment. The treatment shall be provided
in a clinical trial that either:

e Involves a drug that is exempt, under federal
regulations, from new drug application; or

o Is approved by the following:
1. One of the national institutes of health;

2. The Food and Drug Administration (FDA)
in the form of an investigational new drug
application;

3. The Veteran’s Administration or Defense
Department.

Routine patient care costs are those costs
associated with the provision of health care
services including services that are:

1. Typically provided absent a clinical trial;

2. Required solely for the provision of the
drug, medical device or service;

3. Required for the clinically appropriate
monitoring of the drug, medical device, or
service;

4. Provided for the prevention of
complication arising from the provision of
the drug, medical device, or service; and

Needed for the reasonable and necessary care
arising from the provision of the drug, medical
device, or service including the complications.

p3.10_ CHL Af

Prior Authorization will
be required by the Plan.

Coverage is based on
the commercial benefit
at the time the Member
is enrolled in a clinical
study at a participating
medical center. Should
a patient choose to
enroll in a study ata
non-participating center,
Coverage will be limited
to the level that would
be incurred at the
nearest participating
center in the Member’s
Service Area. Any case
that can be safely
delegated to
Participating Physicians,
in the event that the
Meinber is receiving
care by a Non-

'participating Provider,

will be required to
receive the In-Network
benefit.

Exclusions:

The cost of any non-
health care services that
a member may require
in conjunction with the
clinical trial (¢.g.
transportation, lodging,
custodial care) and the
administrative costs
associated with
managing the clinical
trial.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Clinical Trials (cont) Coverage is excluded

for any clinical trials
treatiment of cancer that
are not sanctioned by
the listed organizations.

Coverage for the cost of
investigational drug(s) is
excluded.

Coverage is also
excluded for services
not Covered under the
Member’s policy for
non-investigational
treatment (e.g. cosmetic
surgery, custodial care)
or costs in conjunction
with the clinical trial
(e.g. transportation,
lodging, custodial care).

Colorectal Cancer
Screening

Coverage is provided for a colorectal cancer
screening for Members who are fifty (50) years of
age and older, Members who are at high risk for
colorectal cancer according to the American
Cancer Society colorectal cancer screening
guidelines, and Members experiencing symptoms
of colorectal cancer as determined by their
Physician.

Screening shall include:

1. An annual fecal occult blood test; OR
2. An annual fecal iininunochemical test in
conjection with a flexible siginoidoscopy
every five (5) years; OR
3. A double-contrast barium enema every five
(5) years; OR
A colonoscopy every ten (10) years.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Contraceptive Devices | The insertion and removal of contraceptive
implants & TUD’s are covered. Contraceptive
supplies and devices obtained at a pharmacy are
determined by the applicable pharmacy Rider.
Cosmetic, Plastic and Services are limited to the surgical correction of Prior Authorization
Related Reconstructive | congenital birth defects or the effects of disease or | required.
Surgery Injury, which cause anatomical functional

impairment, when such surgery is reasonably

expected to correct the functional impairment. For

purposes of this Agreement, psychological or
emotjonal conditions do not constitute Medical
Necessity.

Dental Services

Coverage benefit limited to the Emergency
treatment as a result of trauma resulting in fracture
of jaw or laceration of mouth, tongue, or gums.

Services are Covered for the removal of tumors

and cysts of the jaws, lips, cheeks, tongue, roof and
floor of the mouth, and removal of bony growths of
the jaw, soft and hard palate and Medically
Necessary reconstructive surgery of the jaw for
repair of traumatic injury.

Separate of, and in addition to, the accident-related
dental services described above, there shall also be
Coverage for the administration of general
anesthesia and Hospital charges for dental care
provided to the following Memnbers when
Authorized in advance by the Plan and,

(1) A child under the age seven (7),

(2) A person with a diagnosed serious mental
or physical condition; or

3) A person with a significant behavioral
problem.

Limited benefit. Prior
Authorization required.

Exclusions:

Not a Covered Service
for the care, treatment,
filling, removal,
replacement, repair, or
artificial restoration of
the teeth (either natural
or artificial), root canal,
surgery for impacted
teeth, surgery involving
structures directly
supporting the teeth,
dental implants or
orthodontia.

Removal of teeth due to
an Injury, prior to
radiation or for
radionecrosis is also not
a Covered Service.

General anesthesia and
facility charges do not
apply to treatment of
temporomandibular
joint disorders.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR
SUPPLY

CRITERIA AND COVERAGE
PROVIDED

AUTHORIZATION
REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS

Dental Services (cont.)

Those dental services
provided by a Doctor of
Dental Surgery,
“D.D.S.,” a Doctor of
Medical Dentistry
“D.M.D.” or a Physician
licensed to perform
dental related oral
surgical procedures
(including services for
overbite or underbite,)
whether the services are
considered to be
medical or dental in
nature except as
provided in this section.
Dental x-rays, supplies
and appliances
(including occlusal
splints and orthodontia).

Removal of dentiginous
cysts, mandibular tori
and odontiod cysts are
excluded as they are
dental in origin.

Dermatological
Services

Covered Service when necessary to remove a skin
lesion that interferes with normal body functions or
is suspected to be malignant.

Prior Authorization may
be required.

Exclusions:

The removal or
destruction of skin tags
is not Covered. Benign
pigmented nevi,
sebaceous cysts and
seborrheic keratosis that
cause no functional
impaument are not
Covered.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED

BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION

SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,

AND EXCLUSIONS

Dialysis Covered Service for hemodialysis and peritoneal
services provided by outpatient or inpatient
facilities or at home. For home dialysis, equipment,
supplies, and maintenance will be a Covered
Service.

Diabetic Supplies Coverage includes Plan approved glucose meters Prior Authorization
(including those for the legally blind), insulin required for insulin
pumps, infusion devices and appurtenances thereto | pens, pumps, cartridges,
and self-management traming (including medical extended education
nutrition counseling) used in connection with the classes, and glucose
treatment of Type I, Type 1l and gestational meters,
diabetes. Limitations:

Coverage also includes diabetes self-management Di N
. . . . isposable insulin
training as Medically Necessary provided by an . :
appropriately licensed health care professional syringes, glucose strips,
) and lancets are Covered
under a Pharmacy Rider
(if purchased).
Durable Medical Covered Service when determined to be necessary | Prior Authorization may
Equipment (DME) and reasonable for the treatment of an Illness or be required.

Injury, or to improve the functioning of a

malformed body part, and when all of the gggtl;d::;%ﬁg?gﬁ?gﬁg
following circumstances apply: fhe Membgr
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED

BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Durable Medical (1) It can withstand repeated use; Exclusions:
](Fg:llf;nent (DME) (2) It is primarily and customarily used to Durable Medical

serve a medical purpose;

(3) It is generally not useful to a person in
the absence of Iliness or Injury;

(4) It is appropriate for use in the home; and

(5) Member is compliant with its use as prescribed
by the treating Physician.

There is Coverage for the initial rental and
purchase of Durable Medical Equipment when
Authorized in advance by the Plan, obtained from a
vendor or Provider selected or approved by the
Plan, and ordered by or provided by or under the
direction of a Provider for use outside a Hospital or
SNF. Coverage is provided for Durable Medical
Equipment that meets the minimum specifications
that are Medically Necessary.

Coverage includes, but is not limited to the
following: standard wheelchairs; standard
Hospital-type beds; Plan approved glucose meters;
continuous passive motion devices after surgery;
initial placement of elastic garments; oxygen and
the rental of equipment for the administration of
oxygen; mechanical equipment necessary for the
treatment of chronic or acute respiratory failure
(ventilators and respirators).

Coverage will be provided for replacement of
Durable Medical Equipment which has become
non-functional and non-repairable due to normal,
routine wear and tear, medical necessity, or
documented growth of a child. Modification costs
necessitated by change in the Member's medical
condition and considered by the Plan to be
Medically Necessary, are Covered.

Equipment that does not
serve a medical purpose
or cannot be vsed in a
Member’s home,
equipment that is
generally not useful to a
person without Illness,
Injury or diseases.

The purchase or rental
of supplies of common
household use such as
exercise equipment, air
purifiers, central or unit
air conditioners,
allergenic pillows or
mattresses and beds.

Over-the-counter
devices and/or supplies
(such as ACE wraps,
disposable medical
supplies, elastic
supports, finger splints,
Jobst and TEDS
stockings, and soft
cervical collars).

Advanced versions of
devices are not Covered.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Durable Medical Those repairs,
Equipment (DME) replacement, or
(cont.) maintenance costs for

any otherwise Covered
DME except as
provided as a Covered
service; maintenance
due to normal wear and
tear of items owned by
the Member; personal
comfort items, including
air conditioners,
humidifiers and
dehumidifiers, even
though prescribed by a
Physician, unless
defined as Covered
Services. This exclusion
also applies to
disposable medical
supplies, including but
not limjted to, feeding
bags, and feeding

syringes.

However, modification
or replacement costs
necessitated by change
in the Member's medical
condition and
considered by the Plan
to be Medically
Necessary, are Covered
if the original equipment
was Covered.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Emergency Services Covered Service as set forth in Section 1.35 and While Emergency

7.1 below.

The Plan definition of “Emergency Services” is
found in the definition section.

Services and supplies furnished or required to
screen and stabilize an Emergency medical
condition provided on an outpatient basis at either
a Hospital or an Alternate Facility are Covered.
An additional Copayment will not apply if a
recurrent Emergency Room visit occurs for the
same condition within twenty-four (24) hours.

Services do not require
Prior Authorization
from or notification to
the Plan, You should
notify Your Physician
within 48 hours of the
onset of the Emergency
or the next business day
or as soon as physically
able.

Limitations:

If You are sent to
Surgery from the ER
and the facility bills as
QOutpatient Surgery,
Your Outpatient Surgery
Copayment or
Coinsurance may apply.
Please refer to Your
Schedule of Benefits.

Eyeglasses and
Corrective Lenses

Not a Covered Service, except when necessary for
the first pair of select eyeglasses or corrective
lenses following cataract surgery performed while
You are enrolled with the Plan. Coverage is
provided for one (1) annual eye examination per
Member for the purpose of determining vision loss
or disease (including refraction) provided by the
Plan’s designated vision provider.

Limitations:

Coverage at the in-
network benefit level is
available only when
services are provided by
the Plan’s designated
vision provider.

Exclusions:

Those charges incurred
in connection with the
provision or fitting of
eyeglasses or contact
lenses, except for initial
placement immediately
after cataract surgery.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Genetic Counseling Covered Services include counseling and routine Prior Authorization

genetic tests performed by the Plan’s reference lab | required.
when a Member has delivered or suspected to

deliver an infant with suspected genetic Exclusions:
abnormalities. Not covered to diagnose
multiple fetuses.
Genomics Genomics are Covered only by Prescription Rider | Limitations:
for the FDA indication and approved dosing. Covered only by
Prescription Rider.
Must be Prior
Authorized by the Plan.
Gynecological Coverage is provided for one annual self-referred | Exclusions:

Examinations well-woman examination for each female Member,
including services, supplies and related tests by an
obstetrician, gynecologist or
obstetrician/gynecologist.

Peripheral bone mass
measurement testing is-
not Covered. .

Diagnosis, including bone mass measurement,
treatment and appropriate management for
osteoporosis is provided when determined to be
Medically Necessary by a physician. Bone mass
measurement is cover testing is Covered only for
spine or pelvic testing.

Coverage is provided for an annual chlamydia
screening for Members the age of twenty-nine (29)

and younger.

Health Education Covered Service includes mstructions on achieving | Health education does
and maintaining physical and mental health, and not require Prior
preventing Illness and Injury. Authorization by the

Plan when provided in
the Physician’s office.

Hearing Screenings One (1) annual hearing screening per Member for This benefit will be
determining hearing loss is Covered. Medically subject to the same
Necessary treatment for hearing loss is also durational limits, dollar
Covered. Hearing aids are Covered up to an limits, Copayment,

'| amount as specified in Your Schedule of Benefits. | Deductible, and
Comsurance as other
Covered services.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED

BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR
SUPPLY

CRITERIA AND COVERAGE
PROVIDED

AUTHORIZATION
REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS

Home Health Care
Services

Covered Service when all of the following
requirements are met:

(1) The service is ordered by a Physician;

(2) Services required are of a type which can only
be performed by a licensed nurse, physical
therapist, speech therapist, or occupational
therapist;

(3) The services are a substitute or alternative to
Hospitalization;

(4) Part-time intermittent services are required,

(5) A treatment plan has been established and
periodically reviewed by the ordering
Physician;

(6) The services are Authorized by the Plan; and

(7) The agency rendering services is Medicare
certified and licensed by the State of location;
and

(8) The Member is homebound.

Prior Authorization
required.

Hospice

Coverage is provided for hospice care rendered by
a Provider for treatment of a terminally ill Member
when Authorized by Your Physician. Skilled care
through a hospice program includes supportive
care involving the evaluation of the emotional,
social and environmental circumstances related to
or resulting from the Illness, and guidance and
assistance during the Illness for the purpose of
preparing the Member and the Member’s family
for imminent death when the Member has a
prognosis of six (6) months or less to live.

Prior Authorization
required.

AR_PPOCOCIND 09.23.10_CHL

Approved

| [x/xx/xxxx ]
‘Page 56 of 103




COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Immunizations Immunizations are Covered for children pursuant | Prior Authorization
to the Plan’s criteria, which uses national standards | required for
(approved by the Advisory Committee on immunizations other
Immunization Practices, the American Academy of | than routine childhood
Pediatrics, the American Academy of Family immunizations (e.g.,
Physicians, and the Guide to Clinical Preventative | Lyme Disease).
Services, Report of the United States Preventative
Services Task Force) to establish eligibility -
guidelines. Adult immunizations are Covered as
per guidelines of the Center for Disease Control
(CDC) and the U.S. Taskforce of Preventive
Guidelines. This program is fully compliant with
the minimum Coverage requirements of State law.
Please refer to the Member Handbook for further
information on Covered immunizations
Immunizations for children shall be exempt from
any Copayment, Coinsurance, Deductible or dollar
limitation.
Implants and Related Implant devices and related implantation Health Prior Authorization

Health Services

Services including penile implants (unless
prescribed to treat impotence which is
psychological in origin), implants for the purpose
of contraception, and implants for the delivery of
Prescription Medication when provided by or
under the direction of Your Physician, in
accordance with the Plan's guidelines and approved
in advance by the Plan, are Covered.

required.
Limitations: -

Penile implants are
limited to one (1) per
Lifetime.

Exclusions:

There is no Coverage
for either dental, breast,
cochlear (including
services related to
cochlear implants), or
nanometric implants. -

This list also includes,
but is not limited to,
VNS (vagal nerve
stimulator) implants.

Covered implants,
except when
necessitated due to a
change in the Member's
medical condition.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Infertility Medically Necessary diagnostic studies which are | Prior Authorization
related to Infertility are Covered once per Lifetime. | required.
Members may self-refer to any obstetrician, Limitations:
gynecologist or obstetrician/gynecologist for _—
Covered services. [Benefit is limited to
Coverage for in vitro fertilization when: $15,000 per Lifetime ]
1. The Member’s occytes are fertilized with Exclusions:
the spouse’s sperm; and Therapeutic services and
2. The Member and the Member’s spouse have Ef; tment related to
- s . ertility are not
a history of unexplained infertility of at least
two (2) years duration; or Covered except by an
g attached Rider to the
3. The infertility is associated with Agreement.
endometriosis, exposure in utero to
Diethylstilbestrol (DES), blockage of or
removal of one of both fallopian tubes not a
result of voluntary sterilization, or abnormal
male factors contributing to the infertility;
and
4. Member has been unable to obtaim a
successful pregnancy through less costly
infertility treatment.
Injectable Medications | Medically Necessary imjectable medications are Prior Authorization

Covered when FDA-approved and medically
appropriate, subject to limitation by pre-
Authorization and substitute Coverage by
therapeutically interchangeable drugs, according to
clinical guidelines used by the Plan.

For Coverage of medications that are self-
injectable, please sec “Self-Injectable Medications™
in this Section.

required.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Inpatient Hospital Care | Coverage includes: general nursing care; use of Prior Authorization

operating room, surgical and anesthesia services
and supplies; blood and blood products; ordinary
casts, splints and dressings; all drugs and oxygen
used in Hospital; laboratory and X-ray
examinations; electrocardiograms; Semi-private
Accommodations, Intensive Care Unit, and
Coronary Care Unit.

Consistent with the Plan’s utilization management
policy, all acute care Hospital admissions and
continued stays are reviewed for Medical Necessity
during the inpatient stay.

Coverage is dependent on the establishment of
Medical Necessity for the care. If the Hospital stay
or portion thereof is determined not to be
Medically Necessary, Your Provider will be
notified that Coverage will cease.

Certain Health Services rendered during a
Member’s Confinement are subject to separate
benefit restrictions and/or Copayments as described
in the Schedule of Benefits and Schedule of
Exclusions.

required unless
Emergency admission.

Exclusions:

Except where the Plan
has given specific
Authorization, You
must be admitted to a
Participating Hospital
and be under the care of
a Participating Provider
to be eligible to receive
In-Network level of
benefits for non-
Emergency Covered
Services.

Those personal comfort
and convenience items
or services such as
television, telephone,
barber or beauty service,
guest service and similar
incidental services and
supplies.

Additional elective, not
Medically Necessary
surgical procedures are
not Covered. '

Laboratory Services

Covered Service.

You may have a
Copayment,
Coinsurance and
Deductible depending
on Your benefits.
Please refer to Your

Schedule of Benefits.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Mastectomy Medically Necessary mastectomies are Covered. If | Prior Authorization

a Member elects breast reconstruction following a
Medically Necessary mastectomy, the following
benefits are also Covered:

¢ Reconstruction of the affected breast;

o  Surgery and reconstruction of the other breast
to produce a symmetrical appearance;

¢ Prostheses; and

¢ Treatment of physical complications at all
stages of the mastectomy, including
lymphedemas.

required.

[Limitations:
[Two (2) Mastectomy

bras per calendar
year/Contract Year.]

[Surgery to establish
symmetry must occur
within five (5) years of
the date the
reconstructive surgery
was performed.]]
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR
SUPPLY

CRITERIA AND COVERAGE
PROVIDED

AUTHORIZATION
REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS

Medical Complications

Complications arising from Medically Necessary
surgery regardless of the membership status at the
time of surgery.

Complications of pregnancy will be Covered.

Prior Authorization
Required.

Exclusions:

If complications
occurred when You did
not follow the course of
treatment prescribed by
Your Provider, although
the requested service
may be Medically
Necessary, or if the
complication is from a
non-Covered Service,
the requested service
will not be Covered,
including, but not
limited to,
complications as a result
of a clinical trial or
experimental procedure.

Medical Services in a
Physician's Office

Coverage is provided for services and supplies
ordered and provided by or under the direction of
Your Physician in the Physician's office, including
preventive medical care such as well-baby care,

routine physical examinations, and Immunizations.

Certain Health Services provided in a Physician's
office are subject to separate benefit restrictions
and/or Copayments as described elsewhere in this
COC or in the Schedule of Benefits.

Mental Health

Covered with an attached Rider only.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR
SUPPLY

CRITERIA AND COVERAGE
PROVIDED

AUTHORIZATION
REQUIREMENTS,
LIMITATIONS,

AND EXCLUSIONS

Newborn Care

The Covered Services for eligible newbormn
children shall consist of Coverage for Injury or
Illness, including Medically Necessary care or
treatment of medically diagnosed congenital
defects, birth abnormalities, or prematurity, and
transportation costs of the newborn to and from the
nearest facility that is appropriately staffed and
equipped to treat the newborn's condition.

Coverage is provided for all newborns to be tested
or screened for phenylketonuria (PKU),
hypothyroidism, galactosemia, sickle cell anemia
and all other disorders of metabolism for which
screening is performed by or for the State of
Arkansas.

Coverage is also provided for newborn hearing
screening examinations, any necessary re-
screening, audiological assessment and any
requisite follow-up.

Prior Authorization is
required for non-
emergency Or non-
urgent transportation to
another facility.

Nutritional Counseling

Covered Service when: (1) provided by a
Registered Dietician or a Physician and (2) in
connection with diabetes, coronary artery discase
and hyperlipidemia. '

Oral Surgery and Coverage includes only Authorized oral surgical Prior Authorization
Diseases of the Mouth | services limited to the reduction or manipulation of | required.
fractures of facial bones; excision of lesions of the .
. . . Exclusions:
mandible, mouth, lip, or tongue; incision of —_—
accessory sinuses, mouth, salivary glands, or ducts; | Removal of dentiginous
reconstruction or repair of the mouth or lip cysts, mandibular tori
necessary to correct anatomical functional and odontoid cysts are
impairment caused by congenital defect. excluded as they are
Coverage is provided for diseases of the mouth, dental in origin.
O . Removal of teeth as a
unless the condition is due to dental disease or of N~
- complication of
dental origin. . ..
radionecrosis is not a
Covered benefit.
Outpatient Diagnostic | Coverage includes services and supplies for Prior Authorization may
Tests and Therapeutic | prescheduled diagnostic tests and therapeutic be required.
Treatments treatments provided under the direction of Your

Physician at a Hospital or Alternate Facility.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Outpatient Surgery Coverage is provided for services and supplies for | Prior Authorization

Emergent, Prior Authorized, and prescheduled
outpatient surgery provided under the direction of
Your Physician at a Hospital or Alternate Facility.

required.

Pelvic Examinations
and Pap Smears

Coverage is provided for a self-referred pelvic
examination and cervical screening for
asymptomatic women, in accordance with the
American Cancer Society guidelines.

Phenylketonuria (PKU)
or any other Amino
and Organic Acid
Inherited Disease Food

Coverage is provided for medical foods and Jow
protein modified food products for treatment of a
Member diagnosed with PKU, galactosemia,
organic acidemias and disorders of amino acid
metabolism if}

1. The products are medically necessary and
prescribed and administered under the
direction of a licensed Physician; and

2. The cost of the food and food products for a
Member exceeds the income tax credit of
$2.400.

Prior Authorization
required.

Podiatry

AR_PPOCOCIND 09.23.10_CHL

Covered Service when determined to be Medically
Necessary.

Covered Service for regular foot exams if You
have diabetes, or when otherwise determined to be
Medically Necessary.

Prior Authorization may
be required.

Exclusions:

Foot care in connection
with clipping nails or
treating corns, calluses,
flat feet, fallen arches or
chronic foot strain.
Medical or surgical
treatment of
onychomycosis (nail

| fungus). Shoe inserts

or Orthotics are also
excluded.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR
SUPPLY

CRITERIA AND COVERAGE
PROVIDED

AUTHORIZATION
REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS

Preventive, Diagnostic
and Treatment Services

Office visits to a Your Physician for Covered
Services and includes:

» Preventive care, including well-baby care
and periodic check-ups according to the
preventive care guidelines adopted by the
Plan. The Plan’s guidelines are available
in your Member Handbook, on the Plan’s
website or fron Meimnber Services upon
request.

o Diagnosis and treatment of Hlness or
Injury.
» Consultations with Specialists.

e Laboratory tests

Prostate Specific Antigen (PSA) test, and digital
rectal examinations, for the early detection of
prostate cancer for men aged fifty (50) and over
and other men if a Physician determines that early
detection for prostate cancer is medically
necessary.

A baseline mammogram will be covered for
women between thirty-five (35) and forty (40),
every one (1) to two (2) years, or more frequently
based on the recommendation of the woman’s
physician, for women between forty (40) and forty-
nine (49), and yearly age fifty (50) and older.
Mammograms will be Covered more frequently
upon the recommendations of the woman’s
Physician.

Diagnosis, including bone mass measurement,,
treatment and appropriate management for
osteoporosis is provided when determined to be
Medically Necessary by a physician.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Prostate Screening Coverage is provided for a prostate-specific

antigen (PSA) exam and digital rectal exam for the
early detection of prostate cancer for men aged
fifty (50) and over and other men if a Physician
determines that early detection for prostate cancer
is Medically Necessary.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Prosthetic and Orthotic | Coverage is provided for the initial purchase of Prior Authorization
Devices Orthotic Appliances and Prosthetic Devices required.

following the onset or initial diagnosis of the
condition for which the device is required. These
services must be Authorized in advance by the Plan
and obtained for use outside a Hospital or a SNF.
Coverage is provided for Orthotic Appliances,
splints and braces, including necessary adjustments
to shoes to accommodate braces (dental braces are
excluded). Coverage is provided for Prosthetic
Devices, including but not limited to, purchase of
artificial limbs, breasts, and eyes, which meet the
minimum requirements or specifications which are
Medically Necessary for treatment, limited to the
basic functional device which will restore the lost
body function or part. For Prosthetic Device
placements requiring a temporary and then a
permanent placement only one (1} device will be
Covered. Shoe inserts or Orthotics will be Covered
only if the Member has diabetes to prevent
complications associated with diabetes OR the
Orthotic is needed for a shoe that is part of a brace.

Coverage will be provided for replacement of
Prosthetic Devices, which become non-functional
and non-repairable due to normal, routine wear and
tear, Medical Necessity or documented growth of a
child. Modification costs necessitated by change in
the Member's medical condition and considered by
the Plan to be Medically Necessary, are Covered.

If You require refitting
and a replacement due
to structural change in
anatomy, the
replacement must be
Prior Authorized.

Exclusions:

No Coverage is
provided for repair, or
duplicates nor is
Coverage provided for
Health Services related
to any repair. Over the
counter braces, splints
and Orthotics are not
Covered. Advanced
versions of devices are
not Covered.

Orthopedic shoes are
not Covered. Cranial
helmets are not
Covered, unless the
congenital defect of the
skull adversely effects
normal brain, auditory,
visual or central nervous
system development.
Shoe inserts are not
Covered unless the
Member has diabetes
with demonstrated
peripheral neuropathy or
the insert is needed fora
shoe that is part of a

brace.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Prosthetic and Orthotic | Orthotics and Prosthetics will be replaced yearly
Devices {cont) for documented growth in a child requiring
replacement, but not for changes due to obesity.
Eye Prosthetics will be Covered for replacement
every five (5) years with exceptions allowed when
documentation supports Medical Necessity for
more frequent replacement. Polishing and
resurfacing is Covered on a yearly basis.
Pulmonary Covered Service, but limited to treatment for Prior Authorization
Rehabilitation Therapy | conditions that in the judgment of Your Provider | required.
and the Medical Director are subject to significant Limitations:
improvement of Your condition through relatively | = ——
short-term therapy. Limited to one treatment
program up to a
maximum of 36 visits.
Radiology Covered Service. Prior Authorization is
required for CAT scans,
MRIs, and PET scans.
Reconstructive Surgery | Covered Service for Medically Necessary: Prior Authorization
o Surgery which is incidental to an Injury, Illness required.
or congenital anomaly when the primary
purpose is to restore normal physiological
functioning of the involved part of the body; or
»  Surgery that substantially improves functioning
of any malformed body part.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Rehabilitation Services | Coverage is provided for short-term inpatient or Prior Authorization
and Supplies outpatient (whichever is Medically Necessary) required.
rehabilitation services which are expected to result .
Exclusions:

in significant functional improvement within sixty
(60) days of the Member's condition, limited to
physical therapy, occupational therapy, and speech
therapy.

Rehabilitation services include physical therapy,
occupational therapy, and speech therapy. See
Your Schedule of Benefits for limitations.
Outpatient rehabilitation services must be
provided under the direction of Your Physician
and Authorized in advance by the Plan. Coverage
includes services, supplies, and related Physician
and facility charges.

1. Rehabilitative
services provided
for long-term,
Chronic Medical
Conditions.

2. Rehabilitative
services whose
primary goal is to
maintain Your
current level of
function, as opposed
to improving Y our
functional status.

3. Rehabilitative
services whose
primary goal is to
return Youto a
specific occupation
or job, such as
work-hardening or
work-conditioning
programs.

4. Tducational or
vocational therapy,
schools or services
designed to retrain
You for
employment.

5. Rehabilitative
services whose
purpose is to treat or
improve a
developmental or a
learning disability
or delay, mental
retardation, cerebral
palsy, or congenital
anomalies.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED

BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR
SUPPLY

CRITERIA AND COVERAGE
PROVIDED

AUTHORIZATION
REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS

Rehabilitation Services 6.

and Supplies (cont.)

Rehabilitation
services that are
experimental or
have not been
shown to be
clinically effective
for the medical
condition being
treated.

Alternative
rehabilitation
services (e.g.,
massage therapy).
Fees or costs
associated with
services that are
primarily exercise.
Examples include,
but are not limited
to, membership fees
for health clubs,
fitness centers,
weight loss centers
or clinics, or homne
exercise equipment.

Health Services for
the diagnosis and
treatment of chronic
brain Injury,
including
augmentative
comimunication
devices,
developmental
delay, mental
retardation or
cerebral palsy are
not Covered.

Second Opinion

Covered Service.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR
SUPPLY

CRITERIA AND COVERAGE
PROVIDED

AUTHORIZATION
REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS

Services'P'rovided to
Residents of Long-term
Care Facilities

If the Member is a resident of a long-term care
facility licensed by Arkansas or a continuing care
retirement community, such Member has the
option of receiving the services Covered by this
provision in the long-term care facility that serves
as the Member’s primary residence if the following
conditions apply:

o The facility is willing and able to provide the
Covered Service to the Member;

» The facility and its Providers meet the requisite
licensing and training standards required under
Arkansas law;

e  The facility is certified through Medicare; and

» The facility and its Providers agree to abide by
the terms and conditions of the Plan’s contracts
with similar Providers, abide by patient
protection standards and requirements imposed
by state and federal law, and meet the quality
standards of the Plan for similar Providers.

The services Covered under this provision include,
but are not limited to, skilled nursing care,
rehabilitative and other therapy services, and post-
acute care, as needed.

The Plan may utilize Participating Providers to
deliver the services Covered under this provision in
the Member’s resident facility.

Prior Authorization
required.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED

BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Skilled Nursing Coverage is provided for Confinement (on a Semi- | Prior Authorization
Facility Services private Accommodations basis) and medical required.
services and supplies provided under the direction Limitations:
of a Your Physician in a Skilled Nursing Facility. _
Health Services rendered in a Skilled Nursing Coverage in a Skilled
Facility are Covered only for the care and Nursing Facility is
treatment of an Injury or Illness which cannot be subject to a calendar
safely provided in an outpatient setting, as year/Contract Year

determined by the Plan.

limitation and medical
necessity, as specified in
the Schedule of
Benefits. Certain Health
Services {(e.g. lab, X-ray,
physical therapy, etc.)
rendered during a
Member's Confinement
are subject to separate
benefit restrictions
and/or Copayments
described elsewhere in
this COC or in the
Schedule of Benefits.

Surgical Services

Surgical services and other related medical care
ordered by and provided by or under the direction
of a Your Physician in a Hospital, Participating
SNF or Alternate Facility are Covered.

Prior Authorization
required. For oral
surgery services, see
Dental.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED

BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Transplants Services and supplies for certain transplants are A separate authorization

Covered at the In-Network benefit level when
ordered by a Designated Transplant Network
Physician, provided at or arranged by a Designated
Transplant Network Facility and Authorized in
advance by the Plan in accordance with the Plan’s
transplantation guidelines. The Member will be
notified as to the appropriate Designated
Transplant Network Facility and Designated
Transplant Network Physician during the
Authorization process.

Coverage shall include the treatment of breast
cancer by autologous bone marrow transplants or
stem cell transplants when performed pursuant to
nationally accepted peer review protocols utilized
by breast cancer treatment centers experienced in
autologous bone marrow transplants or stem cell
transplants.

Coverage for human leukocyte antigen (HLA)
testing for bone marrow transplantation is included
once per Lifetime. [Reimbursement shall be no
greater than seventy-five ($75) dollars and the
Member must sign an informed consent which
authorizes the results of the test to be used for
participation in the National Marrow Donor
Program.]

is required for each
phase of the transplant.

There is no Coverage
under the Plan’s
guidelines for
transplantation Health
Services for the donor
under this Plan if the
recipient is not a
Member.

However, if the
recipient is a Member,
then Health Services
and supplies necessary
for harvesting for a
Covered transplant will
be Covered. Coverage
for immunosuppressant
drugs will be provided
under the Member’s
pharmacy Rider (if
purchased).

Exclusions:

[Bone marrow and stem
cell Transplants unless
Covered by a .
Supplementat Rider.]

Any transplant service
deemed Experimental or
Investigational will not
be Covered.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR
SUPPLY

CRITERIA AND COVERAGE
PROVIDED

AUTHORIZATION
REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS

Urgent Care Services

Coverage is provided for Urgent Care Services
provided at an Alternate Facility such as an urgent
care center or after hours facility.

Well Child Care,
Including Physician
Hospital Visits for
Newborns

Physician Hospital visits for eligible newborn
babies are Covered up to thirty-one (31) days after
birth. See Newborn Care in this section. Also
included are periodic reviews of a child’s physical
and emotional status by or under the supervision of
Your Provider. Newborns, infants, and children
become eligible for these reviews pursuant to the
Plan's criteria, which is based on national
standards, as defined by the Guide to Clinical
Preventative Services, Report of the United States
Preventative Services Task Force. See
*Immunizations” in this section for information
about child immunizations.
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7.1

7.2

7.3

SECTION 7 _
OUT OF THE SERVICE AREA

Confinement in non-Participating Hospital or Hospital Out of Service Area

If the Member is Confined to a Hospital, that Member is required to contact the
Plan by calling the number listed either in the Schedule Of Important Telephone
Numbers And Addresses, or on the back of the Member's ID card, or arrange for
another person to contact the Plan within forty-eight (48) hours from the time the
Member seeks treatment for the condition, or as soon as it is reasonably possible.
Contact the Plan for information about the Plan's guidelines on transplantation
Health Services. You may request a listing of Coventry Transplant Network
Facilities from the Member Services Department. This listing may be amended
from time to time.

Basic Health Services Rendered Out of Service Area

For purposes of this section, “Basic Health Services” shall mean those services that
could reasonably have been foreseen prior to a Member's departure from the
Service Area. If the Member receives Basic Health Services out of the Service
Area including, but not limited to, maternity services, immunizations,
hemodialysis, and scheduled laboratory tests, such Basic Health Services will be
Covered at the lower OQut-of-Network benefit level. In addition, if a Member
travels outside of the Service Area for the purpose of obtaining medical services,
those services will not be Covered at the In-Network Benefit Level, unless such
service was Authorized in advance by the Plan.

Emergency for Out of Service Area

When an Emergency occurs outside the Service Area, a Member should seek
medical attention immediately from a Hospital, Physician’s office or other
Emergency facility. The Plan will provide Coverage at the In-Network benefit
level for an Emergency that occurs when the Member is temporarily out of the
Service Area under the following conditions:

» The Member’s medical condition does not permit the Member’s return to the
Service Area for treatment; and

e The reason for being outside the Service Area is for some purpose other than
the receipt of treatment for a non-Authorized, medical condition.

When this occurs, services will be Covered until the medical condition permits
travel or transport back to the Service Area. The Member must notify the Plan
within forty-eight (48) hours of the onset of the Emergency, or within a reasonable
period as dictated by the circumstances. At the request of the Plan, You must make
available full details of the Emergency Health Services received. Services
provided by an Emergency facility for non-Medical Emergencies are not Covered.
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A Member may be transported from outside the Service Area to the Service Area
or from a Hospital not affiliated with the Plan to a Participating Provider for
continued medical management of an Emergency condition. If the non-
Participating Hospital determines that the Member is stabilized, the Hospital and
Medical Director (or Medical Director’s designee) may confer regarding a
decision to transfer the Member to a Participating facility. Air or ground
ambulance transportation to return a Member to a Participatmg Provider is
Covered when Authorized by the Plan. If You remain in a non-Participating
facility after the Plan has made the appropriate arrangements for transfer to a
Participating facility, services rendered by Non-Participating Providers or in non-
Participating facilities will not be Covered at the In-Network level of benefits

IF MEDICALLY NECESSARY FOLLOW-UP CARE RELATED TO THE
INITIAL MEDICAL EMERGENCY IS REQUIRED, PLEASE CONTACT
YOUR PHYSICIAN. YOU MUST OBTAIN PRIOR AUTHORIZATION
TO BE ELIGIBLE FOR THE IN-NETWORK LEVEL OF BENEFITS
Follow-up care for Medical Emergency services must be provided, Authorized or
referred by Your Physician in conjunction with the Plan. Follow-up care is
defined as Medical Necessary treatment related to and rendered within, seventy-
two (72) hours of the initial Emergency.

The Plan does not cover at the In-Network benefit level, services and supplies
required for treatment which You reasonably could have foreseen prior to Your
departure from the Service Area.
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SECTION 8
EXCLUSIONS AND LIMITATIONS

The following items are excluded from Coverage both In-Network and Out-of-

Network:

y

2)

3)

4

)

6)

7

8)

9

Any service or supply that is not Medically Necessary;

Any service or supply that is not a Covered service or that is directly or
indirectly a result of receiving a non-Covered Service;

Any service or supply for which You have no financial liability or that was
provided at no charge; those Health Services for which the Member has no
legal obligation to pay or for which a charge would not ordinarily be made in
the absence of Coverage under the Agreement;

Procedures and treatments that the Plan determines to be Experimental or.
Investigational as defined in Section 1.36;

Court-ordered services or services that are a condition of probation or parole;

Those Health Services otherwise Covered under the Agreement related to a
specific condition when a Member has refused to comply with, or has
terminated the scheduled service or treatment against the advice of a Your
Provider or the Mental Health/Substance Abuse Designee;

Those Health Services otherwise Covered under the Agreement, but rendered
after the date individual Coverage under the Agreement terminates, including
Health Services for medical conditions arising prior to the date individual
Coverage under the Agreement terminates; and

Those Health Services rendered outside the scope of a Participating or Non-
Participating Provider's license, rendered by a Provider with the same legal
residence as a Member, or rendered by a person who is a member of a
Member's family, including spouse, brother, sister, parent, step-parent, child
or step-child.

Health Services for Dependents of a Dependent are excluded éxcept if (a)

-included specifically by as set forth in Section 3.1 “Dependent Eligibility™.

AR_PPOCOCIND 09.23.10_ CHL Approved

[o/XX/XKXX ]
Page 76 of 103



10) Any medical service that is directly or indirectly the result of receiving a
Non-Covered Service, procedure, Prescription Drug, medicine, equipment, or
supply including any associated complications, is excluded from Coverage.

Specifically excluded services include, but are not limited to, the following:

1) Abortion- Elective Abortion;

2) Acupuncture - Those acupuncture services and associated expenses which
include, but are not limited to, the treatment of certain painful conditions or
for anesthesia purposes;

3) Allergy Services - Those non-Physician allergy services or associated
expenses relating to an allergic condition including, but not limited to,
installation of air filters, air purifiers, or air ventilation system cleaning;

4) Alternative Therapies Alternative - therapies, including, but not limited to,
recreational, educational, music or sleep therapies and any related diagnostic
testing, massage

5) Ambulance Service - Ambulance transportation due to the absence of other
transportation on the part of the Member is excluded. Non Medical
Emergency ambulance services are excluded regardless of who requested the
services;

6) Augmentative Communication Devices, including but not limited to devices
utilizing word processing software and voice recognition software;

7) Autopsy - Those services and associated expenses related to the performance
of autopsies to the extent that payment for such services is, by law, covered
by any governmental agency as a primary plan;

8) Behavior modification - Those behavioral or educational disorder services
and associated expenses related to confirmation of diagnosis, progress,
staging or treatment of behavioral (conduct) problems, ADD, Oppositional
Defiant Disorder, learning disabilities, developmental delays, mental
retardation, anoxic birth injuries, birth defects, cerebral Injury, non-acute
head injuries, or cerebral palsy;

9) Biofeedback;

10) Blood Storage - Those services and associated expenses related to personal
blood storage, unless associated with a scheduled surgery. Additionally, fetal
cord blood harvesting and storage is not a Covered service;

11) Braces and supports needed for athletic participation or employment;
12) Care rendered to You by a relative;

13) Charges resulting from Your failure to appropriately cancel a scheduled
appointment;

14) Christian Science Practitioners - Christian Science Practitioners’ services are
excluded with the exception of the Medicare certified Religious Non Medical
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Health Care Institutions (RNHCIs) Services. The services and supplies
provided by a naturopath are also excluded; :

15) Cochlear Implants and related services;

16) Cosmetic Services and Surgery - Those Health Services, associated expenses,
or complications resulting from Cosmetic Surgery are not Covered. Cosmetic
procedures include, but are not limited to, pharmacological regimens, plastic
surgery, blepharoplasty, and non-Medically Necessary dermatological
procedures and Reconstructive Surgery. Cosmetic procedures are those
procedures that improve physical appearance, but do not correct or matenally
improve a patho-physiological function and are not Medically Necessary
except when the procedure is needed for prompt repair of accidental Injury or
significantly improve the function of a congenital anomaly. Breast
reconstruction following a Medically Necessary mastectomy is not
considered Cosmetic and is a Covered Service;

17) Counseling Services and treatment related to religious counseling,
marital/relationship counseling, vocationa! or employment counseling, and
sex therapy are not Covered Services;

18) Custodial Care, domiciliary care, private duty nursing, respite care or rest
care. This includes care that assists Members in the activities of daily living
like walking, getting in and out of bed, bathing, dressing, feeding and using
the toilet; preparation of special diets and supervision of medication that is
usually self-administered. Custodial Care also includes any health-related
services that do not seek to cure, are provided during periods when the
medical condition of the patient is not changing or that do not require
continued administration by trained medical personnel;

19)Dental Services - Those dental services provided by a Doctor of Dental
Surgery, “D.D.S.,” a Doctor of Medical Dentistry “D.M.D.” or a Physician
licensed to perform dental related oral surgical procedures (including
services for overbite or underbite,) whether the services are considered to be
medical or dental in nature except as provided in Section 6 “Covered
Services” of this COC. Dental x-rays, supplies and appliances (including
occlusal splints and orthodontia  The diagnosis and treatment for
temporomandibular joint disease (TMJ) and craniomandibular joint disease is
not Covered unless by an attached Rider. Removal of dentiginous cysts,
mandibular tori and odontiod cysts are excluded as they are dental in origin;

20)Dental Surgery and Implants - Dental implants are excluded. Removal of
dentiginous cysts, mandibular tori, and odontoid cysts are excluded as they
are dental in origin. Removal of teeth as a complication of radionecrosis or
to prevent systemic infection is not a Covered Service;

21)Durable Medical Equipment (“DME”), Repairs or Replacement - Those
repairs or replacement costs for any otherwise Covered DME; maintenance
due to normal wear and tear of items owned by the Member; personal
comfort items including, but not limited to air conditioners, humidifiers and
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dehumidifiers, bathtub assistive devices, wheelchair lifts; athletic equipment.
There is also no Coverage for the equipment, device, or appliance if the
Member is non-compliant with its’ use as prescribed by the Member’s
Physician.

22) Educational Services - Those services for remedial education including, but
not limited to, evaluation or treatment of leaming disabilities, minimal brain
dysfunction, cerebral palsy, mental retardation, developmental and learning
disorders and behavioral {raining;

23) Equipment or services for use in altering air quality or temperature;

24)Educational testing or psychological testing, unless part of a ftreatment
program for Covered services;

25)Elective or Voluntary - EnhancementElective or voluntary enhancement
procedures, services, and medications (growth hormone and testosterone),
including, but not limited to: weight loss, hair growth, sexual performance,
athletic performance, Cosmetic purposes, anti-aging, mental performance,
salabrasion, chemosurgery, laser surgery or other skin abrasion procedures
associated with the removal of scars, tattoos, or actinic changes. In addition,
service performed for the treatment of acne, even when the medical or
surgical treatment has been provided by the Plan for the condition resulting
in the scar, are not Covered;

26)Eligible Expenses - Any otherwise Eligible Expenses that exceed the
maximum allowance or benefit limit;

27)Enteral Feeding Food Supplement - The cost of outpatient enteral tube
feedings or formula and supplies except when used for Phenylketonuria
(PKU) or any other amino and organic acid inherited disease is not Covered,
except as defined as a Covered Service;

28) Examinations- Those physical, psychiatric or psychological examinations or
testing, vaccinations, immunizations or treatments when such services are for
purposes of obtaining, maintaining or otherwise relating to carcer, camp,
sports, education, travel, employment, insurance, marriage or adoption. Also
excluded are services relating to judicial or administrative proceedings or
orders or which are conducted for purposes of medical research or to obtain
or maintain a license of any type;

29) Experimental Services - Those Health Services, associated expenses, or
complications resulting from1 Experimental, Investigational, controversial, or
unproven Services, treatments, devices and phanmacological regimens,
including, but not limited to methadone treatment. The fact that an
Experimental, Investigational or unproven Service, treatment, device or
pharmacological regimen is the only available treatment for a particular
condition will not result in Coverage if the procedure is considered to be
Experimental, Investigational or unproven in the treatment of that particular
condition. Also excluded are those Health Services and associated expenses
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for clinical trials that are not deemed to be automatically qualified to receive
Medicare coverage except as applicable to state law;

30) Exercise equipment;

31) Eye Glasses and Contact Lenses - Those charges incuired in connection with
the provision or fitting of eye glasses or contact lenses, except for initial
placement immediately after cataract surgery;

32) Eye Services - Those Health Services and associated expenses for orthoptics,
eye exercises, blepharoplasty, radial keratotomy, LASIK and other refractive
eye surgery;

33) Food or food supplements;

34) Foot Care - Foot care in connection with corns, calluses, flat feet, fallen
arches or chronic foot strain.  Medical or surgical treatment of
onychomycosis (nail fungus). Nail debridement and clipping (except diabetic
members) is also excluded;

35) Growth Hormone — Growth hormone therapy for any condition, except in
children less than 18 years of age which have been appropriately diagnosed
to have a documented growth hormone deficiency. However, this exclusion .
does not apply to growth hormone therapy for the treatment of Turner’s
Syndrome or to HIV wasting syndrome;

36)Hair analysis, wigs, and hair transplants — Those services related to the
analysis of hair unless used as a diagnostic tool to determine poisoning. Also
excluded are hairstyling, wigs, hairpieces and hair prostheses;

37) Health and Athletic Club Membership Equipment — Any cost of enrollment
in a health, athletic or similar club is not Covered,;

38) Hearing Services and Supplies Those services and associated expenses for
cochlear implants, hearing therapy and any related diagnostic hearing tests
except as provided in Section 6 (Covered Services) or attached Rider;

39) Home services to help meet personal, family, or domestic needs;

40)Household Equipment and Fixtures- Purchase or rental of household
equipment, such as, but not limited to, fitness equipment, air purifiers, central
or unit air conditioners, humidifiers, dehumidifiers, water purifiers, hypo-
allergenic pillows, power assist chairs, mattresses or waterbeds and
electronic communication devices;

41) Hypnotherapy is not Covered;

42) Implant — Health Services and associated expenses for implants are excluded,
except as specifically stated in Section 6 “Covered Services” of this COC.
There is no Coverage for repair or replacement for any otherwise Covered
implant and Health Services related to repair or replacement, except when
necessitated due to a change in Member’s inedical condition. Penile implants
for the treatment of impotence having a psychological origin are not
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Covered. Dental implants are not Covered;
43) Immunizations for travel or employment;

44) Infertility Services - Those Health Services and associated expenses for the
treatment of Infertility including, but not limited to, artificial insemination,
ICSI (intracytoplasmic sperm injection), or in vivo fertilization, gamete
intrafallopian transfer (GIFT) procedures, zygote intrafallopian transfer
(ZIFT) procedures, embryo transport, reversal of voluntary sterilization,
surrogate parenting, selective reduction, cryo preservation, travel costs, donor
eggs or semen and related costs including collection and preparation, non-
Medically Necessary amniocentesis, and any Infertility treatment deemed
Experimental or Investigational. Additionally, pharmaceutical agents used
for the purpose of treating Infertility are not Covered, unless Covered by a
Rider;

45)Lesions — The removal or destruction of skin tags are not Covered. Benign
pigmented nevi, sebaceous cysts and seborrheic keratosis that cause no
functional impairment;

46) Maintenance Therapy - There is no Coverage for Maintenance Therapy;

47) Matemity care, including term, premature labor and delivery, cesarean
sections, abortions, and prenatal and postnatal services. Complications of
pregnancy however are covered.

48) Medical Record Costs

49) Medical Complications - Complications arising directly or indirectly from a
non-Covered Service;

50) Military Health Services — Those Health Services for treatment of military
service-related disabilities when the Member is legally entitled to other
Coverage and for which facilities are reasonably available to the Member; or
those Health Services for any otherwise Eligible Employee or Dependent
who is on active military duty except as required by the Uniformed Services
Employment and Reemployment Rights Act; or Health Services received as a
result of war or any act of war, whether declared or undeclared or caused
during service in the armed forces of any country; '

51)Miscellaneous Service Charges - Telephone consultations, charges for
failure to keep a scheduled appointment or any late payment charge;

52) Nanometrics — There is no Coverage for Nanometrics implants;

53)No legal obligation to pay - Services are excluded for Injuries and Illnesses
for which the Plan has no legal obligation to pay (e.g., free clinics, free
government programs, court-ordered care, expenses for which a voluntary
contribution is requested) or for that portion of any charge which would not
be made but for the availability of benefits from the Plan, or for work-related
injuries and Illness. Health Services and supplies furnished under, or as part
of a study, grant, or research program are excluded;
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54) Non-Prescription Drugs — Over-the-counter drugs and medications incidental
to outpatient care and Urgent Care Scrvices are excluded. Take home drugs
and medications resulting from an Emergency visit or Hospital stay are
Covered,;

55) Nutritional-based Therapy — Nutritional-based therapies except for treatment
of phenylketonuria (PKU) and for nutritional deficiencies due to short bowel
syndrome and HIV. Oral supplements and/or enteral feedings, either by
mouth or by tube, are also excluded;

56) Obesity Services - Those Health Services and associated expenses for
procedures intended primarily for the treatment of obesity and morbid
obesity including, but not limited to, gastric bypasses, gastric balloons,
stomach stapling, jejunal bypasses, wiring of the jaw, removal of excess skin,
including pannus, and Health Services of a similar nature are not Covered.
Health Services and associated expenses for weight loss programs, nutritional
supplements, appetite suppressants, and supplies of a similar nature are not
Covered;

57) Occupational Injury- Those Health Services and associated expenses related
to the treatment of an Occupational Injury or Illness for which the Member is
cligible to reccive treatment under any Workers' Compensation or
Occupational disease laws or benefit plans; :

58) Oral Surgery Supplies — Those supplies required as part of an orthodontic
treatment program, required for correction of an occlusal defect,
encompassing orthoganathic or prognathic surgical procedures, or removal of
symptomatic bony impacted teeth;

59) Orthodontia and related services;

60) Orthotic Appliances and Prosthetic Devices and Repairs — No Coverage is
provided for repair, or duplicates nor is Coverage provided for Health
Services related to any repair. Over the counter braces, splints and Orthotics
are not Covered. Advanced versions of devices are not Covered. Orthopedic
shoes are not Covered. Cranial helmets are not Covered, unless the
congenital defect of the skull adversely effects normal brain, auditory, visual
or central nervous system development. Shoe inserts are not Covered unless
the Member has diabetes with demonstrated peripheral neuropathy or the
insert is needed for a shoe that is part of a brace;

61) Other Coverage Services — Those Health Services for which other Coverage
is required by federal, state, or local law to be purchased or provided through
other arrangements, including, but not limited to, Coverage required by
workers’ compensation, no-fault automobile insurance or other similar
legislation; '

62) Over-the-counter supplies such as ACE wraps, elastic supports, finger
splints, Orthotics, and braces;
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63) Personal Comfort - Those personal comfort and convenience items or
services such as television, telephone, barber or beauty service, guest service
and similar incidental services and supplies;

64) Physical, Psychiatric, or Psychological Examinations or Testing, Etc.

. Those physical, psychiatric, neuropsychological, or psychological
examinations or testing, or vaccinations, immunizations, or treatments and
associated expenses, when such services are for purposes of obtaining,
maintaining or otherwise related to education, employment, insurance, travel,
marriage or adoption, senile dementia and Alzheimer's, or relating to judicial
or administrative proceeds or orders, or which are conducted for purposes of
medical research, or to obtain or maintain a license or official document of

any type;
65) Pre-existing Medical Conditions are excluded as described in Section 2.
66) Prescription Medication

e Those prescription medications for outpatient treatment, except as
Covered under a Prescription Rider to the Agreement. Specifically
excluded from Coverage are:

e Non-prescription contraceptive devices (e.g., condoms, spermicidal
agents); :

e Any outpatient prescription drug which is to be administered, in whole
or in part, while a Member is in a Hospital, medical office or other
health care facility;

e Compounded prescriptions whose ingredients do not require a
prescription;

e  Cost for packaging required for drugs dispensed in nursing homes;

o  Dietary supplements, appetite suppressants, and other drugs used to treat
obesity or assist in weight reduction; '

e Drugs and products for smoking cessation (e.g., Nicorette gum and
smoking cessation skin patches);

s  Drugs and products used for Cosmetic purposes;
e  Drugs and products used for fertility;

e Drugs and products used to enhance athletic performance including
testosterone gel, and growth hormones;

e  Drugs used primarily for hair restoration;
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e Experimental products, or drugs prescribed for Experimental
indications, including those labeled “Caution — Limited by Federal Law
to Investigational Use”; -

e Injectable and self-injectable medications, except those designated by
the Plan;

e  Over-the-counter (OTC) products not requiring a prescription to be
dispensed (e.g., aspirin, antacids, herbal products, oxygen, medicated
soaps, food supplements, and bandages);

e Tegend drugs for which there is a non-Prescription Drug alternative
(e.g., OTCO);

e  Prescription Drugs related to a non-Covered Service;
e  Products not approved by the FDA, medications with no FDA approved
indications;

e Vitamins and minerals (both OTC and legend), except legend prenatal
vitamins for pregnant or nursing females, liquid or chewable legend
pediatric vitamins for children;

e  Prescription Medications taken for travel;
e Replacement prescriptions resulting from loss or theft;

e  Any non-FDA approved medication usage, including, but not limited to
medical condition, dosage, age limitations, or route of administration;

67)Private Duty Nursing - Private duty nursing services, nursing care on a full-
time basis in Your home, or home health aides;

68) Private inpatient room, unless Medically Necessary or if a Semi-private room
is unavailable; ‘

69) Radial keratotomy, LASIK, and blepharoplasty;

70)Reduction or Augmentation Mammoplasty - Reduction or augmentation
mammoplasty is excluded unless associated with Reconstructive Surgery
following a Medically Necessary mastectomy. Breast reduction for male
physiologic gynecomastia is also excluded;

71) Rehabilitative Services — Maintenance therapy and those rehabilitative
services and associated expenses which are not short-term rehabilitative

services;
72) Robotics;
73) Sex Transformation Services — Health Services and associated expenses for
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sex transformation operations regardless of any diagnosis of gender role
disorientation or psychosexual orientation, including any treatment or studies
related to sex transformation. Also excluded is hormonal support for sex
transformation;

74) Sexual Dysfunction — Self-administered prescription medication and penile
prostheses for the treatment of sexual dysfunction, including erectile
dysfunction, impotence and anorgasmy;

75) Skin Abrasion, Etc. - Salabrasion, chemosurgery, laser surgery or other such
skin abrasion procedures associated with the removal of scars, tattoos, actinic
changes and/or which are performed as a treatment for acne even when the
medical or surgical treatment has been provided by the Plan for the condition
resulting in the scar;

76) Skin tags;

77)Smoking Cessation Those services and supplies for smoking cessation
programs and treatment of nicotine addiction;

78) Speech Therapy - Health Services for the diagnosis and treatment of chronic
brain Injury, including augmentative communication devices, developmental
delay, mental retardation or cerebral palsy are not Covered, except as
provided in Section 6 (Covered Services) or attached Rider ;

79) Sports Related Services — Those services or devices used specifically as
safety items or to affect performance primarily in sports-related activities,
and all expenses related to physical conditioning programs such as athletic
training, body-building, exercise, fitness, flexibility, and diversion or general
motivation; personal trainers; braces and Orthotics (including protective
braces and devices);

80) Sterilization Services — Those Health Services and associated expenses
related to voluntary sterilizations and the reversal of voluntary sterilizations;

81) Surgery performed solely to address psychological or emotional factors;

82) Surrogate motherhood services and supplies, including, but not limited to, all
services and supplies relating to the conception and pregnancy of a Member
acting as a surrogate mother;

83) Syringes - Disposable syringes (except for insulin syringes);

84) Third Party Liability - Services for which a third party has liability are
excluded, including services Covered by federal, state, and other laws, except
as they may apply to federal and state medical assistance programs;

85) Transplant Organ Removal — Those Health Services and associated expenses
for removal of an organ for the purposes or transplantation from a donor who
is not a Member unless the recipient is a Member and the donor’s medical
Coverage excludes reimbursement for organ harvesting. Also excluded are
Health Services and associated expenses for transplants involving mechanical
or animal organs;
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86) Transplant services, screcning tests, and any related conditions or
complications related to organ donation when a Member is donating organ or
tissue to a non-Covered individual;

87) Travel Expenses - Travel or transportation expenses, except ambulance
service as specifically described in this Plan, even though prescribed by a
Participating Provider, except as specified in Section 6;

88) Treatment for disorders relating to learning, motor skills, communication,
and pervasive developmental conditions such as, cerebral palsy and ADD;

89) Vericose Veins;

90) Vision Aids, Associated ServicesExpenses incurred for eyeglasses, lenses or
frames; fitting of lenses or frames; orthoptics or vision training;
biomicroscopy; field charting or aniseikonia investigation; devices to correct
vision; LASIK, radial keratotomy low vision aids and services or other
refractive surgery; any service or material not provided by the Plan’s
Designated Vision Provider, except as provided in a Vision Rider;

92) Vision care and optometry services, except as provided in Section 6;
93) Vocational therapy;

94) War related Illness, Injury, services or care for military services-connected
disabilities and conditions for which You are legally entitled to Veteran’s
Administration services and for which facilities are reasonably accessible to
You;

95) Health Services resulting from war or an act of war;
96) Work hardening prograimns;

97) Workers' Compensation Health Services - Payment for services or supplies
for an Illness or Injury eligible for, or Covered by, any Federal, State or local
Government Workers’ Compensation Act, Occupational Disease law or other
legislation of similar purpose, unless the employer is not required by law to
provide such coverage;

The following limitations apply:

98) Any services, Hospital, professional or otherwise that are not performed by a
Participating Provider will be covered at the Out-of-Network benefit level.
This limitation shall not apply for Medical Emergencies or Urgent Care
Services rendered at an urgent care center or after hour’s facility. In the
event that specific Health Services cannot be provided by or through a
Participating Provider, You may be eligible for Coverage of Eligible
Expenses at the In-Network level for Medically Necessary Health Services
obtained through non-Participating Providers if Authorized in advance
through the Plan.

99) Benefits will be reduced as follows when a Member does not participate in
our Utilization Management Program:
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If a Member elects not to request Prior Authorization and Continued Stay
Review for inpatient Hospital services or fails to act within the required time
limits, a $1,000 penalty will be assessed. Any penalty is not applicable to the
Out of-Pocket Maximum.

If other services which require Prior Authorization as stipulated in Section
2.3 are performed without a Prior Authorization, Coverage of those Covered
Services will be reduced by 20%, subject to any applicable Deductible and
Coinsurance. Any payment due to a reduction of benefits does not apply to
the Out-of-Pocket Maximum. Any Deductible will be applied prior to a
reduction in benefits.
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9.1

9.2

SECTION 9
CLAIMS AND REIMBURSEMENT

Participating Provider Expenses

Participating Providers are responsible for submitting a claim form for Eligible
Expenses for each Health Service and may not bill Members for Health Services
except for applicable Copayments, Coinsurance, Annual Deductibles, and non-
Covered Services. In the event a Member is billed by a Participating Provider for
Covered Eligible Expenses, the Member should contact the Plan at the telephone
number listed on the Schedule of Important Numbers in this Certificate and on the
back of Your identification card.

Notice of Claim.

For services received from Non-Participating Providers that are Covered under the
Policy, and for services Covered as at the Out-of-Network benefit level, claims for
reimbursement must be submitted in accordance with the procedure set forth m
this Section 9.

Written notice must be given to the Plan within twenty (20) days after the
occurrence or commencement of any loss covered under the Policy. Failure to give
notice within such time shall not invalidate nor reduce any claim if it shall be
shown not to have been reasonably possible to give such notice and that notice was
given as soon as reasonably possible.

The Plan shall furnish to the person-making claim, or to the policyholder for
delivery to such person, such forms as are usually furnished by it for filing proof of
loss. If such forms are not furnished before the expiration of fifteen (15) days after
the Plan received notice of any claim under the policy, the person making such
claims shall be deemed to have complied with the requirements of the policy as to
proof of loss upon submitting, within the time fixed in the policy for filing proof of
loss, written proof covering the occurrence, character and extent of the loss for
which claim is made.

Written proof of loss (i.e. cancelled check, credit card statement) and a completed
claim form must be submitted to the Plan within ninety (90) days of the date of the
loss. The claim form itself may qualify as proof of loss if the bill has not been paid
prior to the filing of the claim. Failure to furnish such proof within the ninety (90)
days shall not invalidate nor reduce any claim if it was not reasonably possible to
furnish such proof within the ninety (90) days, provided such proof is furnished as
soon as is reasonably possible and in no event, except in the absence of legal
capacity of the claimant, later than one (1) year from the time proof is otherwise
required.
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9.3

9.4

All benefits payable under the policy shall be payable not more than thirty (30)
days after receipt of proof that is subject to due proof of loss, and that subject to
that proof of loss, all benefits payable under the certificate shall be paid as soon as
possible after receipt of such proof.

Section Timing

The Plan may accept a late claim if extenuating circumstances prevent the Member
from making a claim during the ninety (90) day period. Each Member shall file
with the Plan all pertinent information concerning himself or herself as the Plan
may require and in the manner and form as the Plan specifies. The Member shall
not have any rights or be entitled to benefits unless he or she files the required
information. Each Member claiming benefits under the Plan shall supply written
proof that Eligible Expenses were incurred or that the benefit is Covered under the
Plan. Examples of acceptable proof of loss include a copy of a cancelled check, or
a credit card statement. Claim forms may be obtained from the Plan by calling the
telephone number listed on the back of Your identification card. If the Plan
determines that a Member has not incurred a Covered expense or that the benefit is
not Covered under the Plan or if the Member fails to furnish the requested proof,
no reimbursement shall be made to the Member.

In the event of a question or dispute concerning Coverage for Health Services, the
Plan may reasonably require that a Member be examined at the Plan’s expense by
a Physician designated by the Plan during the pendency of a claim and to make an
autopsy in the case of death where it is not forbidden by law.

No action at law or in equity shall be brought to recover on the policy prior to the
expiration of sixty (60) days after proof of loss has been filed and no action shall
be brought at all unless brought within three (3) years from the expiration of the
time within which proof of loss is required by the Policy.

Reinstatement

In the event that the Plan terminates Your Coverage due to non-payment of
Premiums, You may apply for reinstatement within sixty (60) days of termination,
but You and any of Your Eligible Dependents will be subject to Medical
Underwriting. A new evaluation of Your (and Your Dependents’) medical history
will determine the Plan’s approval of Your reinstatement enrollment request and
Your final Premium rates for Coverage.

The Plan will notify You when Your application for reinstatement has been
accepted. Your enrollment has not been reinstated unless and until You receive
such notice. Such acceptance renders all terms and conditions of the Contract
binding on the Plan, the Subscriber and any Dependent Members. Coverage shall
become effective upon payment of applicable Premiums. Pre-existing Condition
Exclusions may apply as explained in Section 1.76.
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9.5

The reinstated policy shall cover only loss resulting from such accidental injury as
may be sustained after the date of reinstatement and loss due to such sickness as
may begin more that ten (10) days after such date. In all other respects the insured
and insurer shall have the same rights thereunder as they had under the policy
immediately before the due date of the defaulted Premium, subject to any
provisions endorsed hereon or attached hereto in connection with the
reinstatement. Any Premium accepted in connection with a reinstatement shall be
applied to a period for which Premium has not been previously paid, but not to any
period more than sixty (60) days prior to the date or reinstatement.

Payment to Public Entities

Any benefits payable hereunder to an insured Member shall be payable with or
without assignment from the insured to a public Hospital or clinic for services or
supplies provided to the insured if a proper claim is submitted by the public
Hospital or clinic. Payment to the public Hospital or clinic shall discharge the Plan
from any and all obligations and liability to the Member to the extent of the
benefits paid. In the event the Plan has already made payment on such charges to
the insured prior to receipt of the claim from the public Hospital or clinic, the Plan
will not be required to pay the claim to the public Hospital or clinic again.

All other benefits of the policy shall be payable to the person insured.
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SECTION 10
RESOLVING COMPLAINTS AND GRIEVANCES PROCEDURES

10.1 Complaints and Inquiries

10.1.1 Investigation Upon Receipt of a Complaint or Inquiry by Telephone: If
You have a Complaint or Inquiry, You may submit it by telephone. (See
the attached Schedule of Important Telephone Numbers and Addresses.)
When this is done, the Member Services representative will make every
effort to resolve the issue within one (1) working day. In some cases,
however, it may take as long as fifteen (15) working days or more from
the date of the call for resolution.

10.1.2 Written Inquiries: You may submit a written Inquiry to the Member
Services Department. (See the attached Schedule of Important Telephone
Numbers and Addresses.) You will be sent an acknowledgement letter
within three (3) working days of the original receipt of the Inquiry. When
this is done, you will receive resolution of the Inquiry within thirty (30)
calendar days.

10.1.3 Written Complaints: You may submit a Complaint in writing to the
Member Services Department. (See the attached Schedule of Important
Telephone Numbers and Addresses.) You will be sent an
acknowledgement letter within ten (10) working days of the original
receipt of the Complaint. The investigation of the Complaint will be
completed within twenty (20) working days of original receipt of the
Complaint unless you receive notice from the Plan that additional time is
required. Within five (5) working days after the completion of the
investigation, You and Your Authorized Representative will be notified of
the resolution of the Complaint.

10.2 Appeals

10.2.1 Notice of Appeal: If You wish to submit a Medical Necessity or
Administrative Appeal, You should contact Member Services in writing.
If You prefer, You may also request information by contacting Member
Services by telephone. (See the attached Schedule of Important
Telephone Numbers and Addresses.) However, a formal Appeal must be
submitted in writing and must include the following information:

s - Member name;
e Provider name;

¢ Date(s) of service;
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s Member’s and/or Member’s Authorized Representative’s mailing
address;

o Clear indication of the remedy or corrective action being sought and
~ an explanation of why the Plan should “reverse” the Adverse Benefit
Determination;

» Copy of documentation to support the reversal of decision, e.g.
Emergency details, date, time, symptoms, why the Member did not
contact the PCP, etc.; and

e In cases where the Member’s Authorized Representative is appealing
on behalf of the member, a completed Member Designated Release of
Information form, which can be obtained by calling the Member
Services Department

Requesting information by telephone does not constitute filing an Appeal.

If you need a notice in a non-English version, please contact the Member
Services Department.

10.2.2

10.2.3

10.2.4

Pre-Service Appeal Review: A pre-service Appeal may be requested by
You or Your Authorized Representative but must be submitted in writing
within 180 days of an Adverse Benefit Determination.

Within fifteen (15) calendar days after the receipt of the Medical

Necessity Appeal, the Plan will notify You and Your Authorized

Representative in writing of the Plan's decision.

Within thirty (30) calendar days after the receipt of an Administrative
Appeal, the Plan will notify You and Your Authorized Representative in
writing of the Plan's decision.

Post-Service Appeal Review: A Post-Service Appeal may be requested by
You or Your Authorized Representative but must be submitted in writing
within 180 days of an Adverse Benefit Determination.

Within thirty (30) calendar days after the receipt of the Medical Necessity
Appeal, the Plan will notify You and Your Authorized Representative in
writing of the Plan's decision.

Within sixty (60) calendar days after the receipt of an Administrative
Appeal, the Plan will notify You and Your Authorized Representative in
writing of the Plan's decision.

Urgent Care Appeal Review: An Urgent Care Appeal may be requested by
You or Your Authorized Representative but must be submitted in writing
within 180 days of an Adverse Benefit Determination.  For Appeals
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10.2.5

satisfying the definition of an Urgent Care Appeal you may request an
expedited Appeal of a Plan decision verbally or in writing. Within a
reasonable period of time not to exceed seventy-two (72) hours of
receiving a valid request for an Urgent Care Appeal, the Plan will verbally
notify You of its decision. The Plan will then send a written confirmation
of its decision within seventy-two (72) hours.

External Review: If You or Your Authorized Representative are not
satisfied with the decision of the Plan and have exhausted the internal
appeal process, You or Your Authorized Representative may request an
external review in writing or via electronic media within sixty (60) days
after receipt of the Plan’s decision. The Independent Review Organization
assigned will be chosen from a list compiled and maintained by the
Arkansas Insurance Department.

10.2.5.1 Within five (5) business days after receipt of the request for an

external review, You or Your Authorized Representative and
treating Physician will be notified in writing whether the request is
complete and if the request has been accepted for external review.

o If the request is not complete, the notice will include the
information needed to make the request complete. The
additional information must be submitted within seven (7)
business days following receipt of the notice.

10.2.5.2 Within forty-five (45) calendar days after receipt of the request for

an external review, the Independent Review Organization shall
provide written notice of its decision to uphold, reverse, or
partially uphold or reverse the Adverse Benefit Determination to
You or Your Authorized Representative, treating Physician and the
Plan.

¢ Ifthe Independent Review Organization has overturned any
portion or all of the Adverse Benefit Determination, the
Plan shall immediately approve the Coverage that was the
subject of the Adverse Benefit Determination.

e You or Your Authorized Representative may request an
expedited external review. Within seventy-two (72) hours
of the request, the Independent Review Organization will
make a decision to uphold or reverse the Adverse Benefit
Determination and notify You or Your Authorized
Representative, the treating Physician and the Plan. [The
Independent Review Organization must provide written
confirmation of the decision with forty-eight (48) hours
after notice of the decision.]

10.2.5.3 .An expedited external review may not be provided for Adverse
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Benefit Determinations involving a Retrospective Review.

10.2.5.4 Except in the case of a request for an expedited external review, at
the time of filing a request for an external review, You or Your
Authorized Representative shall submit to the Independent Review
Organization a filing fee of $25 along with the information and
documentation to be used by the Independent Review Organization
conducting the external review.

10.2.5.5 At any time during the external review process and upon receipt of
additional information, the Plan may reconsider its Adverse
Benefit Determination.

e The external review process will be terminated; and

e The Plan will immediately notify You or Your Authorized
Representative, treating Physician and the Independent
Review Organization of its decision.

10.2.6 Department of Insurance: The Member, Member’s Authorized
Representative, or a Physician acting on behalf of a Member has the right
to contact the Department of Insurance at any time in this process. The
Department may be contacted at the number listed in the Schedule of
Important Numbers. -
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SECTION 11
CONFIDENTIALITY OF YOUR HEALTH INFORMATION

11.1 Privacy Information

The Plan needs information about You to manage Your benefits. We collect your
information from many sources and keeping your information safe is one of our
most important jobs. We make sure that only people who need to use Your
information have access to it. We may use and share Your information for:

e Treatment
e Payment
o Health care operations

These uses are covered under state and federal laws. Our policies will reflect the
most protective laws that apply to You.

Here are some other ways that we may use or share Your personal information:

e To help providers and other health plans in Your treatment, payment and
health care operations.

e To give out information if required by law.

e To other businesses who work for us.

e To tell you about treatment options or health related services.
o To help the sponsor of Your health plan serve You.

e To people You have said may receive Your information.

e To those having a relationship that gives them the right to act on Your
behalf.

o To researchers who take all required steps to protect Your privaby.

Other times, we may need to get your permission to use or share Your
health information. :

11.2 Notice of Privacy Practices

As one of our members, You have certain rights. More information is in the
Plan’s Notice of Privacy Practices, which You should read. These rights, with
some limits, include:

e Asking for restrictions .
» Asking for confidential communications

e Asking to see and get copies of Your information
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o Asking for corrections to Your information
o Asking for a report of how we may have shared Your information

e Sending a complaint or receiving more information
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12.1

12.2

12.3

12.4

12.5

12.6

SECTION 12
GENERAL PROVISIONS

Applicability

The provisions of this Agreement shall apply equally to the Subscriber and
Dependents and all benefits and privileges made available to You shall be
available to Your Dependents.

Governing Law

This Plan is delivered and governed by the laws of the State of Arkansas.

Limitation of Action

Members are encouraged to exhaust the Plan Complaint and Grievance Procedure
prior to pursuing legal action, (in a court or other government tribunal) as this is
the most expeditious and cost-cffective method of resolving Member concerns.

Nontransferable

No person other than You is entitled to receive health care service Coverage or
other benefits to be furnished by the Plan under this Agreement. Such right to
health care service Coverage or other benefits is not transferable.

Relationship Among Parties Affected by Agreement

The relationship between the Plan and Participating Providers is that of
independent contractors. Participating Providers are mot agents or employees of
the Plan, nor is the Plan or any employee of the Plan an employee or agent of
Participating Providers. Participating Providers shall maintain the provider-patient
relationship with You and are solely responsible to You for all Participating
Provider services.

You are nota agent or representatives of the Plan, and neither shall be liable for
any acts or omissions of the Plan for the performance of services under this
Agreement.

Contractual Relationships

The Plan agrees to provide Coverage for Health Services to Members, subject to
the terms, conditions, exclusions and limitations of the Agreement. This COC is
issued on the basis of the Subscriber's enrollment in the Plans payment to the Plan
of the required Premium. The Plan has the right to increase Premium rates,
provided the Member if is the Member is given thirty-one (31) days advance
written notice.
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12.7

12.8

12.9

Reservations and Alternatives

The Plan reserve the right to contract with other corporations, associations,
partnerships, or individuals for the furnishing and rendering of any of the services
or benefits described herein. The identity of the service providers and the nature
of the services provided may be changed from time to time and without prior
notice to or approval by Enrolling Units or Members. You must cooperate with
those persons or entities in the performance of their responsibilities.

Severability

In the event that any provision of this Agreement is held to be invalid or
unenforceable for any reason, the invalidity or unenforceability of that provision
shall not affect the remainder of this Agreement, which shall continue in full force
and effect in accordance with its remaining terms.

Valid Amendment

No change in this Agreement shall be valid unless approved by an Officer of the
Plan, and evidenced by endorsement on this Agreement and/or by Amendment to
this Agreement. Such Amendments will be incorporated into this COC.
Amendments to the COC are effective upon thirty-one (31) days written notice to
the Member. No change will be made to the COC unless made by an Amendment
or a Rider that is issued by the Plan. No agent has authority to change the COC or
to waive any of its provisions. Copayment changes shall be made only on the
anniversary date of Your COC unless by mutual agreement of the Plan and the
Enrolling Unit

12.10 Waiver

The failure of the Plan or You to enforce any provision of this Agreement shall not
be deemed or construed to be a waiver of the enforceability of such provision.
Similarly, the failure to enforce any remedy arising from a default under the terms
of this Agreement shall not be deemed or construed to be a waiver of such default.

12.11 Enfire Agreement

This Agreement, including the endorsements and attached papers, shall constitute
the entire Agreement between the parties. All statements, in the absence of fraud,
pertaining to Coverage under this Agreement that are made by You shall be
deemed representations, but not warranties. No such statement shall void or
reduce under the Agreement or be used in defense of a legal action unless it is
contained in a written instrument. Finally, no such statements, except fraudulent
statements, made by the applicant in the application for such policy shall be used
to void the policy or to deny a claim for loss incurred commencing after the
expiration of such two (2) year period. After this policy has been in force for a
period of two (2) years during the lifetime of the Member (excluding any period
during which the insured is disabled), it shall become incontestable as to the
statements contained in the application.
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Notwithstanding the Schedule of Benefits in this Plan, the Plan may provide
different benefits to different Enrolling Units or individuals, as determined by the
Plan and applicable Enrolling Units or individuals. Such differences in benefits
shall be allowed only as the result of a written Amendment to the Agreement or a
writien Rider or similar document, approved by the Plan. The Enrolling Unit will
notify those Members affected by such different benefits.

12.12 Participation in Policies of The Plan

Any Member who wishes to participate in matters of the Plan's policies and
operations may do so by submitting suggestions, in writing, to Member Services at
the address on the attached Schedule of Important Telephone Numbers and
Addresses. The Member Advisory Committee will investigate the viability and
appropriateness of the suggestion and recommend approval or disapproval to the
Plan's policymaking body, pursuant to Arkansas law.

12.13 Records

The Member shall furnish the Plan with all medical information and proofs of
previous coverage that the Plan may reasonably require with regard to any matters
pertaining to this COC in the event the Plan is unable to obtain this information
directly from the Provider or insurer.

By accepting Coverage under the COC, each Member, including Enrolled
Dependents, whether or not such Enrolled Dependents have signed the application
of the Subscriber, authorizes and directs any person or institution that has provided
services to the Member, to furnish the Plan or any of the Plan' s designees at any
reasonable time, upon its request, relevant information and records or copies of
records relating to the services provided to the Member. The Plan agrees that such
information and records will be considered confidential. Upon the Member’s
consent, the Plan and any of the Plan's designees shall have the right to release, and
secondarily release any and all records concerning Health Services which are
necessary to implement and administer the terms of the COC or for appropriate
medical review or quality assessment.

12.14 Examination of Members and Autopsy

Physical Examinations and Autopsy: The insurer at its own expense shall have the
right and opportunity to examine the person of the insured when and as often as it
may reasonably require during the pendency of a claim hereunder and to make an
autopsy in case of death where it is not forbidden by law.

12.15 Clerical Error

Clerical error shall not deprive any individual of Coverage under the COC or
create a right to additional benefits. '

12.16 Notice
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Written notice given by the Plan to all affected Subscribers and their Enrolled
Dependents in the administration of Coverage under the COC.

12.17 Workers' Compensation

The Coverage provided under the COC does not substitute for and does not affect
any requirements for Coverage by Workers' Compensation Insurance.

12.18 Conformity with Statutes

Any provision of the COC which, on its Effective Date, is in conflict with the
requirements of statutes or regulations of the jurisdiction in which it is delivered, is
hereby amended to conform to the minimum requirements of such statutes and
regulations.

12.19 Non-Discrimination

In compliance with state and federal law, the Plan shall not discriminate on the
basis of age, color, disability, gender, marital status, national origin, religion,
sexual preference, or public assistance status.

12.20 Provisions Relating to Medicaid Eligibility

Payment for benefits will be made in accordance with assignment of rights made
by or on behalf of a Member, as required by a State plan for medical assistance
approved under title XIX of the Social Security Act. To the extent that payment
has been made under such State plan in any case in which the Plan has a legal
liability under the Plan to make payment for such Health Services, the Plan will
pay for such Health Services in accordance with any State law, provided that the
State has acquired such rights to payment.

The fact that a person is eligible for or provided medical assistance under a State
plan for medical assistance approved under Title XIX of the Social Security Act
shall not be taken into account in enrolling such person, or in determining or
making benefit payments under the Plan.

12.21 Policies and Procedures

The Plan may adopt policies, procedures, rules and interpretations to promote
orderly and efficient administration of this Agreement.

12.22 Discretionary Authority

The Plan has the discretionary authority to interpret the Agreement in order to
make eligibility and benefit determinations. The Plan also has the discretionary
authority to make factual determinations as to whether any individual is entitled to
receive any benefits under this Agreement. In no way shall this section limit any
Member’s rights as set forth in the Resolving Complaints and Grievances section or
any rights permitted under law.

12.23 Value Added Services
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From time to time the Plan may offer to provide Members access to discounts on
health care related goods or services. While the Plan has arranged for access to
these goods, services and/or third party prov1der discounts, the third party service
providers are liable to the Members for the provision of such goods and/or services.
The Plan is not responsible for the provision of such goods and/or services nor is it
liable for the failure of the provision of the same. Further, the Plan is not liable to
the Members for the negligent provision of such goods and/or services by third
party service providers. These discounts are subject to modification or
discontinuance without notice.
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SECTION 13
UTILIZATION REVIEW POLICY AND PROCEDURES

13.1 Utilization Review Circumstances

Utilization review is performed under the following circumstances:

Prospective or Pre-Service Review - Conducting utilization review for the
purpose of Prior Authorization is called Prospective or Pre-Service Review.
Services include, but are not limited to, elective inpatient admission and
outpatient surgeries that require Prior Authorization.

Concurrent Care Review - Review that occurs at the time care is rendered.
When You are Hospitalized or Confined to a SNF, concurrent review is
conducted on site or by telephone with the utilization review department at
each facility.

Retrospective or Post-Service Review - Retrospective or Post-Service review
is utilization review that takes place for medical services that have not been
Authorized by the Plan, after the services have been provided. For example,
Emergency Room visits are reviewed after they occur.

Toll Free Telephone Number - The toll free telephone number of the utilization
review department is listed in the Plan’s Schedule of Important Telephone
Numbers and Addresses. Voice messages recorded regarding Utilization Review
will be returned within two (2) working days.

13.2 Timing Of Utilization Review Decisions

The time-frame for making utilization review decisions is as follows:

e Prospective or Pre-Service Review —

1. Notification of a determination shall be verbally by mail or within two
(2) business days [(twenty-four (24) hours for Urgent Care)] of the
receipt of the request and receipt of all information necessary to
complete the review.

2. A determination as to the necessity or appropriateness of an admission,
service, or procedure shall be reviewed by a physician or determined
in accordance with standards or guidelines approved by a physician.

3. In the case of an Adverse Benefit Determination, the notice of Adverse
Benefit Determination must include the principal reason for the
determination and the procedures to initiate an appeal.

e Concurrent Care Review —

1. Notification of a determination shall be verbally by mail or within two
(2) business days [(twenty-four (24) hours for Urgent Care)] of the
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receipt of the request and receipt of all information necessary to
complete the review.

2. A determination as to the necessity or appropriateness of an admission,
service, or procedure shall be reviewed by a physician or determined
in accordance with standards or guidelines approved by a physician.

3. Inthe case of an Adverse Benefit Determination, the notice of Adverse
Benefit Determination must include the principal reason for the
determination and the procedures to initiate an appeal.

» Retrospective or Post-Service Review —

1. Notification of a determination shall be verbally by mail or within two
(2) business days of the receipt of the request and receipt of all
information necessary to complete the review.

2. A determination as to the necessity or appropriateness of an admission,
service, or procedure shall be reviewed by a physician or determined
in accordance with standards or guidelines approved by a physician.

3. Inthe case of an Adverse Benefit Determination, the notice of Adverse
Benefit Determination must include the principal reason for the
determination and the procedures to initiate an appeal.

13.3 Reconsideration

You have the right to request reconsideration of any adverse determination
involving a Prospective or Pre-Service Review as well as any Concurrent Care
Review determination. In the case of a Prospective or Concurrent Care Review
determination, the attending Physician shall have the right to appeal that
determination over the telephone on an expedited basis, if he/she believes that the
determination warrants immediate Appeal.

A decision shall occur within forty-eight (48) hours of the date the reconsideration
ijs filed and the receipt of all information necessary to complete the
reconsideration.

13.4 Right To Appeal

If the reconsideration process does not resolve the difference of opinion, the
Adverse Benefit Determination may be appealed by You or Your Provider on
Your behalf though the standard appeal process. Please see the Complaint and
Grievance Procedure Section for the time frames for such Appeals.
Reconsideration is not a prerequisite to any Appeal.
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Schedule of Benefits

This Schedule is part of Your COC but does not replace it. Many words are defined
elsewhere in the COC, and other limitations or exclusions may be listed in other sections of
Your COC. Reading this Schedule by itself could give You an inaccurate impression of the
terms of Your Coverage. This Schedule must be read with the rest of Your COC. [This is a
QHDHP. Please see Section 2.11 for additional information regarding Your benefits.]
Coinsurance amounts are a percentage of the Plan’s Out of Network Rate (ONR). Prior
Authorization may be required for some services. Please refer to Your COC for further
details or contact Member Services at the phone number listed in the “Schedule of Important
Numbers and Addresses” section of Your COC or on the back of Your ID card.

Member Responsibility

In-Network

Out-of-Network

Annual Deductible

Total amount a Member is required to
pay each [calendar] [Contract] Year
before he or she is eligible for certain
Health Services. The Annual
Deductible need only be met once per
Member per [calendar] [Contract] Year.

[Pharmacy Services are included in the
Deductible.]

In some cases, In-Network Deductible
will not apply.

Individual
[$0-$15,000]

[Family
[$0-$45,000]]

Individual
[$0-$45,000]

[Family
[$0-$90,000]]

Annual Out-of-Pocket Maximum

[Copayments,] [Annual Deductible,]
[and] [Coinsurance] apply to the Out-of-
Pocket Maximum

[Pharmacy Services are included in the
Annual Out-of-Pocket Maximum.]

Individual
[$0-$25,000]

[Family
[$0-$75,000]]

Individual
[$0-$50,000]

[Family
[$0-$150,000]]

[Maximum Annual Benefit

Combined total of all benefits each
[calendar][Contract] Year.

Individual
[$10,000-unlimited]

Individual
[$10,000-unlimited]

[Family [Family
[$10,000-unlimited]] [$10,000-unlimited]]]
Maximum Lifetime Benefit Unlimited Unlimited
Combined total of all benefits.
Physician Office - Preventive Care $0 For Primary Care

Services [$0-$250 Copay

YOU ARE RESPONSIBLE FOR AMOUNTS IN EXCESS OF OUT-OF-NETWORK RATES (ONR) IN
ADDITION TO APPLICABLE COPAYMENT, COINSURANCE AND DEDUCTIBLES.
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[Preventative services for adults and
children (PCP& Specialist) includes A
and B Services recommended by the US
Preventative Services Task Force.]
Services include routine health
assessment, well-child care, child health
supervision services, childhood
immunizations, hearing test, annual self-
referred gynecological examination,
mammogram and pap smear.

[Maximum benefit is an In-Network
and Out-of-Network combined limit.]

per visit] [or] [then] [O-
50% [of ONR]
Coinsurance [per visit]]
[after Deductible] [4-
unlimited visits]
For Specialty Care
Services [$0-$250 Copay
per visit] [or][then] [O-
50% [of ONR]
Coinsurance [per visit]]
[after Deductible]

Physician Office — Medical Services
Services include diagnosis, consultation
and treatment, diagnostic tests and
radiology services, immunizations and
injections, surgery, allergy tests and
treatment.

For Primary Care
Services [$0-$250 Copay
per visit] [or][then[ [O-
50% Coinsurance [per
visit]] [after Deductible]
For Specialty Care
Services [$0-$250 Copay
per visit] [or][then[ [O-
50% Coinsurance [per
visit]] [after Deductible]

For Primary Care
Services [$0-$250 Copay
per visit] [or] [then] [O-
50% [of ONR]
Coinsurance [per visit]]
[after Deductible] For
Specialty Care Services
[$0-$250 Copay per visit]
[or][then[ [0-50% [of
ONR] Coinsurance [per
visit]] [after Deductible]

Chiropractic Office Visits
Services include treatment that is
Medically Necessary, clinically
appropriate, and within the
chiropractor’s scope of practice.

[Visit limitation is an In-Network and
Out-of-Network combined limit.]

[$0-$250 Copay per visit]
[or] [then] [0-50%
Coinsurance [per visit]]
[after Deductible] [10-
unlimited visits]

[$0-$250 Copay per visit]
[or] [then] [0-50% [of
ONR] Coinsurance [per
visit]] [after Deductible]
[10-unlimited visits]

Emergency Room Services
Coverage is provided for worldwide
Emergency Health Services as defined
in section [1.35] of the COC.

[$0-$500 Copay per visit]
[or] [then] [0-50%
Coinsurance [per visit]]
([Copay; Coinsurance]
waived if the patient is
admitted) [after
Deductible]

[$0-$500 Copay per visit]
[or] [then] [0-50% [of
ONR] Coinsurance per
visit] ([Copay;
Coinsurance] waived if
the patient is admitted)
[after Deductible]

Emergency Ambulance Services
Coverage is provided for Emergencies
as defined in Sections [1.35] and 6 of the

[$0-$500 Copay per
occurrence] [or] [then] [0-
50% Coinsurance [per

[$0-$500 Copay per
occurrence] [or] [then] [0-
50% [of ONR]

YOU ARE RESPONSIBLE FOR AMOUNTS IN EXCESS OF OUT-OF-NETWORK RATES (ONR) IN
ADDITION TO APPLICABLE COPAYMENT, COINSURANCE AND DEDUCTIBLES.
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COC.

[visit]] [after Deductible]

Coinsurance [per visit]]
[after Deductible]

Urgent Care Services

Urgent Care Services at Alternate
Facilities both in and out of the Service
Area are Covered.

[$0-$500 Copay per visit]
[or] [then] [0-50%
Coinsurance [per visit]]
[after Deductible]

[$0-$500 Copay per visit]
[or] [then] [0-50% [of
ONR] Coinsurance [per
visit]] [after Deductible]

Outpatient Services and Diagnostic
Procedures and Tests

Coverage includes diagnostic procedures
and tests, including but not limited to lab
and radiology, not performed in the
Physician’s office. Certain procedures
and tests are considered surgery,
including but not limited to colonoscopy
and endoscopy. Refer to the Outpatient
Surgery section.

[$0-$500 Copay per visit]
[or] [then] [0-50%
Coinsurance [per visit]]
[after Deductible] [0-20%
penalty for failure to

precertify]

[$0-$500 Copay per visit]
[or] [then] [0-50% [of
ONR] Coinsurance [per
visit]] [after Deductible]
[0-20% penalty for failure
to precertify]

Outpatient Surgery

Benefits are provided for Covered
Services rendered at an outpatient
Hospital and may include an overnight
observation stay. Certain procedures and
tests are considered surgery, including
but not limited to colonoscopy and
endoscopy.

[$0-$500 Copay per visit]
[or] [then] [0-50%
Coinsurance [per visit]]
[up to a maximum of $0-
$2000] [per [calendar]
[[Contract] Year] [after
Deductible] [0-20%
penalty for failure to

precertify]

[$0-$500 Copay per visit]
[or] [then] [0-50% [of
ONR] Coinsurance [per
visit]] [up to a maximum
of $0-$2000] [per
[calendar][Contract]
Year] [after Deductible]
[0-20% penalty for failure
to precertify]

[Outpatient Surgery Freestanding
Facility

Benefits are provided for Covered
Services rendered at a Freestanding
surgery center.

[$0-$500 Copay per visit]
[or] [then] [0-50%
Coinsurance [per visit]]
[up to a maximum of $0-
$2000] [per
[calendar][Contract]
Year] [after Deductible]
[0-20% penalty for failure
to precertify]

[$0-$500 Copay per visit]
[or] [then] [0-50% [of
ONR] Coinsurance [per
visit]] [up to a maximum
of $0-$2000] [[per
[calendar][Contract]
Year] [after Deductible]
[0-20% penalty for failure
to precertify]]

[High Technology Diagnostic Services,
Tests, and Procedures

Including, but not limited to: MRI,
MRA, CT Scans, Thallium Scans,
Nuclear Stress Tests, PET Scans,
Echocardiograms, Ultrasounds

[$0-$500 Copay per visit]
[or] [then] [0-50%
Coinsurance [per visit]]
[up to a maximum of $0-
$2000] [per
[calendar][Contract]
Year] [after Deductible]
[0-20% penalty for failure
to precertify]

[$0-$500 Copay per visit]
[or] [then] [0-50% [of
ONR] Coinsurance [per
visit]] [up to a maximum
of $0-$2000] [per
[calendar][Contract]
Year] [after Deductible]
[0-20% penalty for failure
to precertify]]

YOU ARE RESPONSIBLE FOR AMOUNTS IN EXCESS OF OUT-OF-NETWORK RATES (ONR) IN
ADDITION TO APPLICABLE COPAYMENT, COINSURANCE AND DEDUCTIBLES.
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[Injectables

Includes Injectable medications, allergy
and therapeutic injections and
chemotherapy. There may be more than
one Copayment/Coinsurance charged by
the same Provider on the same day.]

[[$0-$500 Copay] [or]
[then] [0-50%
Coinsurance] [up to a
maximum of $0-$500]
per injection with the
exception of
immunizations [after
Deductible]]

[[$0-$500 Copay]
[or] [then] [0-50% [of
ONR] Coinsurance] [up
to a maximum of $0-
$500] per injection with
the exception of
immunizations [after
Deductible]]

[Self-Injectable Medications
Medications considered by the Plan to
be Self-Injectable Medications are
Covered only under a Pharmacy Rider,
if purchased.]

[Not Covered under the
medical policy.]

[Not Covered under the
medical policy.]

Inpatient Hospital Services

Coverage is provided for Medically
Necessary Physician and surgeon
services, Semi-private room, operating
rooms and related facilities, intensive
and coronary care units, laboratory, x-
rays, radiology services and procedures,
medications and biologicals, anesthesia,
special duty nursing as prescribed, short-
term rehabilitation services, nursing
care, meals and special diets.

[$0-$1000 Copay]
[or][then] [0-50%
Coinsurance] [per
admission; per day] [up to
a maximum of $0-$2000]
[per [calendar][Contract]
Year] [after Deductible]
[$0-$1000 penalty for
failure to precertify]

[$0-$1000 Copay]
[or][then] [0-50% [of
ONR] Coinsurance] [per
admission; per day] [up to
a maximum of $0-$2000]
[per [calendar] [Contract]
Year] [after Deductible]
[$0-$1000 penalty for
failure to precertify]

Transplant Services

Services and supplies for certain
transplants are Covered. [Please see
Your COC for further details.]

Donor screening testing is limited to
four (4) donors. This is a combined
In-Network and Out-of-Network
limit.

[$0-$1000 Copay]
[or][then] [0-50%
Coinsurance] [per
admission; per day] [up to
a maximum of $0-$2000]
[per [calendar] [Contract]
Year] [after Deductible]
[$0-$1000 penalty for
failure to precertify]

[$0-$1000 Copay]
[or][then] [0-50%
Coinsurance] [per
admission; per day] [up to
a maximum of $0-$2000]
[per [calendar] [Contract]
Year] [after Deductible]
[$0-$1000 penalty for
failure to precertify]

Skilled Nursing Facility
[Coverage is provided when approved
by the Plan.]

[Coverage is provided in lieu of an
inpatient Hospital admission when
approved by the Plan.]

[Coverage is provided on a Semi-private
basis.]

[$0-$1000 Copay]
[or][then] [0-50%
Coinsurance] [per
admission; per day] [up to
a maximum of $0-$2000]
[per [calendar] [Contract]
Year] Limited to [0-150]
days per [[calendar]
[Contract] Year] [after
Deductible] [$0-$1000
penalty for failure to

[$0-$1000 Copay]
[or][then] [0-50% [of
ONR] Coinsurance] [per
admission; per day] [up to
a maximum of $0-$2000]
[per [calendar] [Contract]
Year] Limited to [0-150]
days per [[calendar]
[Contract] Year] [after
Deductible] [$0-$1000
penalty for failure to

YOU ARE RESPONSIBLE FOR AMOUNTS IN EXCESS OF OUT-OF-NETWORK RATES (ONR) IN
ADDITION TO APPLICABLE COPAYMENT, COINSURANCE AND DEDUCTIBLES.
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[Maximum benefit is an In-Network and
Out-of-Network combined limit.]

precertify]

precertify]

Home Health Care

Coverage is provided when services are
rendered by licensed Providers and
Authorized in advance by the Plan.

[Maximum benefit is an In-Network and
Out-of-Network combined limit.]

[$0-$500 Copay per visit]
[or] [then] [0-50%
Coinsurance per
[visit][day]] [Limited to
20-50 [visits][days] per
[calendar] [Contract]
Year][after Deductible]
[0-20% penalty for failure
to precertify]

[$0-$500 Copay per visit]
[or] [then] [0-50% [of
ONR] Coinsurance per
[visit][day]] [Limited to
20-50 [visits][days] per
[calendar] [Contract]
Year] [after Deductible]
[0-20% penalty for failure
to precertify]

Hospice

Coverage is provided when services are
rendered by licensed Providers and
Authorized in advance by the Plan.

[Maximum benefit is an In-Network and
Out-of-Network combined limit.]

[$0-$500 Copay per visit]
[or] [then] [0-50%
Coinsurance [per

[visit][day]] [Limited to
20-50 [visits][days] per
[calendar] [Contract]

Year][ [after Deductible]

[0-20% penalty for failure

to precertify]

[$0-$500 Copay per visit]
[or] [then] [0-50% [of
ONR] Coinsurance [per
[visit][day]] [Limited to
20-50 [visits][days] per
[calendar] [Contract]
Year] [after Deductible]
[0-20% penalty for failure
to precertify]

Durable Medical Equipment (DME),
Orthotics and Prosthetics

Coverage is provided when services are
rendered by [licensed] Providers and

[0-50% Coinsurance [of
Covered expenses]] [after
Deductible] [0-20%
penalty for failure to

[0-50% [of ONR]
Coinsurance [of Covered
expenses]] [after
Deductible] [0-20%

Authorized in advance by the Plan. precertify] penalty for failure to
precertify]

[Maximum benefit is an In-Network and

Out-of-Network combined limit.]

[Eyeglasses and Contacts 100% of Covered [0-50% Coinsurance [of

Coverage is provided for the first pair of
eyeglasses or corrective lenses following
cataract surgery

[Maximum benefit is an In-Network and
Out-of-Network combined limit.]

eyewear up to [$50-$500]

Covered expenses]] [after
Deductible]]

[Hearing Aids
Coverage is provided for hearing aids.

[Maximum benefit is an In-Network and
Out-of-Network combined limit.]

[$0-$500 Copay per
hearing aid] [or] [then]
[0-50% Coinsurance [per
hearing aid]] [limited to a
benefit maximum of
$250-$5000] [after
Deductible]

[$0-$500 Copay per
hearing aid] [or] [then]
[0-50% [of ONR]
Coinsurance [per hearing
aid]] [limited to a benefit
maximum of $250-
$5000] [after
Deductible]]

Physical, Occupational, and Speech
Therapy

[$0-$500 Copay per visit]
[or] [then] [0-50%

[$0-$500 Copay per visit]
[or] [then] [0-50% [of

YOU ARE RESPONSIBLE FOR AMOUNTS IN EXCESS OF OUT-OF-NETWORK RATES (ONR) IN
ADDITION TO APPLICABLE COPAYMENT, COINSURANCE AND DEDUCTIBLES.
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Coverage is provided for Medically
Necessary inpatient or outpatient
physical, occupational, and speech
therapy when [rendered by licensed
Providers and] Authorized in advance by
the Plan.

[Maximum benefit is an In-Network and
Out-of-Network combined limit.]

Coinsurance [per
[visit][day]] [after
Deductible] [0-20%
penalty for failure to
precertify]
[Physical therapy: 20-
unlimited visits]
[Occupational therapy:
20-unlimited visits]
[Speech therapy: 20-
unlimited visits]
[10-60 combined visits]
[Limited to 12-unlimited
visits per
[Contract][calendar]
Year]

ONR] Coinsurance [per
[visit][day]] [after
Deductible] [0-20%
penalty for failure to
precertify]
[Physical therapy: 20-
unlimited visits]
[Occupational therapy:
20-unlimited visits]
[Speech therapy: 20-
unlimited visits]
[10-60 combined visits
[Limited to 12-unlimited
visits per
[Contract][calendar]
Year]

YOU ARE RESPONSIBLE FOR AMOUNTS IN EXCESS OF OUT-OF-NETWORK RATES (ONR) IN
ADDITION TO APPLICABLE COPAYMENT, COINSURANCE AND DEDUCTIBLES.
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Underwritten by Coventry Health and Life Insurance| [CoventryOne]
Company Received Date:

5 Coventry

[Health Plan Name] [Special State or Association Name]

Application for Health Coverage

Important: Please print clearly in BLACK ink as instructed in each section. Initial and date corrections
[;correction fluid is not permitted]. Read and sign the [Acknowledgements] Section.

[Submit completed Application for
Health Coverage to:

<Plan> address/fax]

Check all that apply:
[ New Application [(1 Add a Dependent] [(J Guarantee Issue] [ Plan Benefits Increase] [d Child-Only Application (under 18 years old)]

[P| an Choice choose one (1) plan only. [If other individuals applying for coverage wish to apply for different plans, a separate Application must
be used.]

[Plan Category] [Plan Category] [Plan Category] - [QHDHP Plans]
O [Plan name] O [Plan name] O [Plan name] - O [Plan name]
O [Plan name] O [Plan name] O [Plan name] - O [Plan name]
O [Plan name] O [Plan name] O [Plan name] - O [Plan name]
O [Plan name] O [Plan name] O [Plan name] - O [Plan name]
O [Plan name] O [Plan name] O [Plan name] - O [Plan name]
O [Plan name] O [Plan name] O [Plan name] - O [Plan name]
O [Plan name] O [Plan name] O [Plan name] - O [Plan name]
O [Plan name] O [Plan name] O [Other plan name - O [Plan name]

[Maternity benefits for this plan begin twelve (12) months from the effective date of the policy.]

.[If you have selected a <CoventryOne> Qualified High-Deductible Health Plan (QHDHP), you are eligible to open a Health Savings Account (HSA)
“through our HSA trustee, [Health Equity], upon approval. [Through [HealthEquity], [you will be subject to an account activation fee of [$1 - $30] and
. [monthly account maintenance fees of [$1 - $10] may apply]].

[Optional Rider[s] The below rider(s] [is/are] optional. Please note that additional premium may apply.]

O [TMJ Treatment — Applicant elects to provide coverage for Medically Necessary treatment related to musculoskeletal disorders affecting any bone
or joint in the face, neck, or head, including temporomandibular joint disorder (TMJ) and craniomandibular disorder (CMD). (AR Code 23-79-150).
Additional premium may apply.]

Requested Effective Date: [ Day of <CoventryOne> Approval OR [O__ / /20 ] OR[[1stor 15t] day of 20

Requested Effective Date must be after, but no MORE than sixty days past the signature date of the Application. Requested Effective Date is not
guaranteed.

Amount quoted for Requested Effective Date: $ [Month [O Individual O Family]

[Note: The amount quoted is an estimated cost of the selected health plan, which is subject to change based on medical history, the underwriting
process, and, if any, other relevant factors.]

Prim ary Ap P licant Information please provide information on the Primary Applicant. If applying for Child-Only coverage,
please fill in the parent or legal guardian’s information below.

Last name First name MI Primary phone number
C )
Home address City State | ZIP County
Mailing address (If different from address above) City State | ZIP Best time and phone number to
receive a call regarding this
Application, if necessary:

E-mail address (if we may correspond with you via E- 01 [Check here to consent to receiving your [policy] O Morning O Afternoon

mai) and other pertinent documents by email only] 0 Evening LI Anytime (8am-8pm)
Relationship (if Child-Only Application) [Occupation / Title] ) )
1of8

[Agent] Name:
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[CoventryOne Underwritten by Coventry Health and Life Insurance Co.; Administered by Coventry Health Care of Tennessee]

Applicant and Dependent Information
General Information List all individuals applying for health coverage in this section. For a Child-Only Application, begin listing child(ren) on

Line 3 with the youngest child listed first. If you need more space, attach a separate sheet of paper with the details in the same format as the box
_below. Sign and date any attachments.

Tobacco U.S. residency

Full Name Social Security Birthdate |Gender| Height | Weight use in past 12 for past [6
(Last, First, MI) Number([!] (mm/ddlyyyy) (M or F)| (ft.in.) (Ibs.) montﬁs'?[z] months / 2
) years]?[?]

Primary Applicant (blank if Child-Only)
OYes ONo | OYes ONo

Spouse (blank if Child-Only) OYes ONo | OYes ONo

Home address (if different from Primary Applicant)

Dependent Child or Child-Only O Yes ONo | OYes ONo

Home address (if different from Primary Applicant)

Additional Child OYes OONo | OYes CONo

Home address (if different from Primary Applicant)

Additional Child OYes OONo | OYes OONo

Home address (if different from Primary Applicant)

Additional Child

OYes ONo | OYes ONo

Home address (if different from Primary Applicant)

[tNot required in <State>]. [2 ‘Tobacco use’ constitutes use of tobacco or tobacco cessation products in the past twelve (12) months. 3 ‘U.S. residency’
refers to the designated individual living [legally] in the United States for the past [6 months/2 years].

1 Prior Insurance Coverage

Has any individual applying for coverage had any health insurance coverage in the past 2 years?
If “Yes,” list names, start and end dates below. O Yes O No

2 [Pre-Existing Condition Credit]
[Does any individual applying for coverage have proof of prior creditable coverage without a break in coverage of 63 days
or more and would like to use it to credit any pre-existing condition limitation? O O
If “Yes,” you must include a copy of the [creditable coverage document(s) / Certificate of Creditable Coverage]. [You may be subject Yes LINo
to a pre-existing condition exclusion until <Coventry> receives these documents.] |

3 [HIPAA Guarantee Issue Coverage]

[If you have answered “Yes” to the above Pre-Existing Condition Credit question, you may be HIPAA eligible and may have the right to
obtain certain individual health policies on a guaranteed issue basis and without application of any pre-existing condition exclusions or
limitations. You must meet the following criteria:

¢ You must have had coverage for at least 18 months without a break in coverage of 63 days or more;

e Your most recent coverage, other than coverage under a short-term health insurance policy, must have been under a group health plan,
governmental plan, church plan or other health insurance coverage offered in connection with any such plan;

e Your coverage must not have been terminated because of fraud or failure to pay premiums;

¢ You must have exhausted COBRA continuation coverage or continuation under a similar state provision;

e You must not be eligible for a group health plan or Medicare and you must not have any other health insurance coverage.

O Yes, | meet the above criteria and am applying for Guarantee Issue coverage.

[NOTE: If not all individuals applying for coverage meet the HIPAA requirements, those who are not HIPAA eligible must complete a separate
Application for Health Coverage which will be reviewed through the regular underwriting process.]]

. . 20f8
Primary Applicant Name: [Agent] Name:
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[CoventryOne Underwritten by Coventry Health and Life Insurance Co.; Administered by Coventry Health Care of Tennessee]

Medical Information The Medical Details section requires your careful attention to each question. It is important that you answer
the questions. Your agent should not answer the questions. If you fail to provide truthful or accurate health history information you may lose
your coverage or other penalties may apply. You may want to consult a physician if you have questions regarding the information requested
below.

Answer questions on behalf of all individuals applying for coverage. Each individual applying for coverage needs to provide his or her own medical
history. Only provide a family member's medical history if the family member is also applying for coverage on this Application. A person applying for
coverage does not need to provide any genetic information (including genetic testing, genetic counseling, or genetic education).

Check “Yes” or “No,” and provide additional information in the [Medical Details] section when necessary.

1 Physical Exam
Has any individual applying for coverage had a physical or wellness exam within the past [6 months / 2 years]? O Yes O No
If “Yes,” provide details in the [Medical Details] section on page [5].
2 Pregnancy
Is any individual applying for coverage currently pregnant, expecting a child with anyone, an expectant or surrogate O Yes O No
parent, or in the process of adopting a child?
3 Transplants
Has any individual applying for coverage been a candidate or recipient of an organ or bone marrow transplant? O Yes O No
If “Yes,” provide details in the [Medical Details] section on page [5].
4 HIV/ARC/AIDS
Has any individual applying for coverage ever tested positive for Human Immunodeficiency Virus (HIV) or been
diagnosed as having AIDS Related Complex / Conditions (ARC), Acquired Immunodeficiency Syndrome (AIDS) or any O Yes O No
other medical condition / disorder derived from such infection or immunodeficiency?

Check all that apply. In the past [2/5/10] years, has any individual applying for coverage experienced or been experiencing any persistent pain or
symptoms, had symptoms of, been treated or tested for, been advised to have treatment or testing for, been hospitalized for, had surgery for, taken

medication for, or been advised that they have or may have had any of the following? If nothing in a category applies, select the “None” box. Provide
details for all checked items (including “Other”) in the [Medical Details] section on page [5].

Primary Applicant Name:

[Agent] Name:

5 Cancer/ Cyst/ Tumor
O Carcinoma, sarcoma, leukemia, lymphoma, myeloma, O Cyst, growth, lump, mass, tumor or polyp [ None
central nervous system cancers or carcinoma in situ O Other
6 Respiratory System
O Allergies or asthma O Sleep apnea O None
O Emphysema or chronic lung disease (COPD) O Other
7 Cardiovascular and Circulatory System
O Hypertension or high blood pressure O Irregular heartbeat, heart murmur, or mitral valve prolapse
O Deep Venous Thrombosis or phlebitis O Heart attack, chest pain or angina O None
O Varicose veins, blood clot or aneurysm O Other
8 Digestive System
O Chronic abdominal pain, ulcer, acid reflux or hiatal hernia O Liver condition or hepatitis A
O Diverticulitis, diverticulosis, hemorrhoids, or hernia O Cirrhosis, fatty liver or hepatitis B or C I None
O Disorder of the esophagus, stomach, colon, rectum, O Surgical treatment for obesity, gastric bypass or banding
intestine, bowel, gallbladder or pancreas O Other
9 Emotional or Mental Health
O Anxiety or depression O Obsessive Compulsive Disorder, schizophrenia
O Attention Deficit Disorder or Attention Deficit Hyperactivity O Eating disorder 0 None
Disorder O Therapy or counseling
O Bipolar disorder O Other
30f8
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[CoventryOne Underwritten by Coventry Health and Life Insurance Co.; Administered by Coventry Health Care of Tennessee]

10 Muscular or Skeletal System

O Bursitis, tendonitis or gout
O Disorder of the back, neck or spine
O Connective tissue disorder, systemic lupus, rheumatoid

O Temporomandibular joint disorder (TMJ)
O Fractures or broken bones
O Prosthetic limbs or devices, or internal fixations (pins,

arthritis plates, screws) O None
O Fibromyalgia O Any chiropractic treatments
O Disorder of the knee, shoulder, hip or other joint O Other
O Osteoarthritis, osteoporosis or osteopenia
11 Skin
O Acne or rosacea O Abnormal or cancerous moles, melanoma OnN
O Eczema or psoriasis O Other one
12 Eyes/Ears/Nose / Throat
O Disease or injury of eye [ Deviated septum or sinus infection
O Cataracts or glaucoma O Disorder of the throat, tonsils or adenoids OonN
O Ear disorder, ear infections or tubes in ears O Other one
O Hearing loss or cochlear implant
13 Kidney or Urinary Tract
[ Bladder or urinary tract infection or disorder O Kidney or bladder stones OonN
O Kidney infection or disorder O Other one
14 Female Reproductive System
O Disorder of the breast or abnormal mammogram O Infertility or complications of pregnancy
O Saline breast implants O Menopausal disorder
O Silicone breast implants O Menstrual disorder O None
O Abnormal Pap smear O Cervical, ovarian, uterine or vaginal disorder
O Endometriosis, uterine fibroids or uterine prolapse O Other
15 Male Reproductive System
O Infertility O Prostate disorder, elevated PSA, Prostatitis OonN
[ Penile or testicular disorder O Other one
16 Sexually Transmitted Diseases
O Chlamydia O Human Papilloma Virus (HPV)
O Genital warts O Gonorrhea or syphilis O None
O Genital herpes O Other
17 Blood / Adrenal / Endocrine / Pituitary / Thyroid
O Anemia O Endocrine, adrenal, or pituitary disorder
O Diabetes O Weight disorder O None
O Elevated blood sugar O Thyroid disorder
[ Elevated cholesterol or triglycerides O Other
18 Brain or Nervous System
O Concussion or head injury O Stroke, Transient Ischemic Attack (TIA) or paralysis
O Migraines or chronic headaches O Mulitple sclerosis O None
O Convulsions, seizures, epilepsy, fainting, tics or tremors O Other
19 Congenital or Development
O Cleft palate or cleft lip O Mental retardation, autism, or Down’s Syndrome aonN
O Developmental disorder or delay O Other one
20 Alcohol / Drug
O Alcohol abuse, dependency or alcoholism O A citation or conviction for driving under the influence of
O Drug / substance abuse or dependency alcohol or any drug / substance O None
O Other
21 Other Conditions
In the past [2/5/10] years, has any individual applying for coverage experienced or been experiencing any persistent pain or
symptoms, had symptoms of, been treated or tested for, been advised to have treatment or testing for, been hospitalized
for, had surgery for, taken medication for, or been advised that they have or may have had any other condition(s) not O Yes O No

listed on this Application?

If “Yes,” provide details in the [Medical Details] Section on page [5].

Primary Applicant Name:

4 0f 8
[Agent] Name:
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[CoventryOne Underwritten by Coventry Health and Life Insurance Co.; Administered by Coventry Health Care of Tennessee]

Medical Details Please provide COMPLETE details for all questions with a “Yes” answer or a checked box in the [Medical Information]
section. Provide the question number you are referencing in the first column. If you need more space, attach a separate sheet of paper with the details
in the same format as the box below. Sign and date any attachments.

M @R elE] Explain Nature of lliness / Condition (include results of e e

Remaining or Ongoing

Q# | Applying for Coverage Symptoms or Treatment

(Last, First, MI)

Onset | Recovery

any physical exam) (mmiyy) | (mmiyy)

Treating Physician’s Name Address Phone Number
Treating Physician’s Name Address Phone Number
Treating Physician's Name Address Phone Number
Treating Physician’s Name Address Phone Number
Treating Physician’s Name Address Phone Number
Treating Physician’s Name Address Phone Number

Medications Please provide COMPLETE details for all medications (prescription or over-the-counter) currently being taken or that have
been taken by (including samples), or were prescribed or recommended for, any individual applying for coverage in the past [12 / 24] months. If you
need more space, attach a separate sheet of paper with the details in the same format as the box below. Sign and date any attachments.

Name of Individual Applying Date Date Dosage and Condition / Reason

Frequency for taking

for Coverage Started | Discontinued Medication Name
(Last, First, MI) (mmlyy) (mmlyy)

. . 50f8
Primary Applicant Name: [Agent] Name:
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[CoventryOne Underwritten by Coventry Health and Life Insurance Co.; Administered by Coventry Health Care of Tennessee]

Acknowledgements

[By signing this Application form, I, the Applicant, including any undersigned Spouse and Dependents, agree to the following statements:

o | understand that all individuals applying for health coverage listed on this Application are subject to medical underwriting review [unless applying
for Guarantee Issue coverage]. | understand that the selling agent (if applicable) has no authority to promise coverage to the applicant or any
individual applying for coverage, or to modify Coventry's underwriting criteria or terms of coverage.

o | understand that the information that | provide on this Application will be used to determine whether [Coventry] accepts my Application and so
provides me with a policy of health coverage for which I'm applying [including Guarantee Issue coverage]. | attest that my Application responses
are complete and accurate to the best of my knowledge.

¢ | understand that if any material information is omitted or misrepresented from any section of the Application, coverage may be refused,
terminated, or rescinded, at Coventry’s sole discretion. In the event that coverage is rescinded, the policy will be voided back to the original
effective date and [all premium payments will be refunded]. Coventry shall not be financially liable for any health care services rendered prior to
the rescission.

o | agree to notify Coventry in writing if | or any individual applying for health coverage receives any new diagnosis, treatment, or health service, or if
any of the answers or statements provided on this Application change between the date this Application is signed and the effective date or
approval date of coverage, whichever is later. My failure to provide Coventry with this updated health information may result in a denial or
rescission of coverage.

o | understand that if any individual applying for coverage is declined for coverage, that individual may not re-apply for CoventryOne coverage for six
(6) months from date of signature.

o | understand that this Application is valid for sixty (60) days from the earliest date of signature in the Acknowledgements section.

[Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information
in an application for insurance may be guilty of a crime and may be subject to fines and confinement in prison.]

DO NOT cancel your existing insurance coverage until an offer of coverage has been extended by Coventry in writing. Please retain a
copy of this application for your records.]

Primary Applicant’s Signature Date Spouse’s Signature (if applying for coverage)  Date

Dependent Signature! Date Dependent Signature! Date

The below signatures must be completed if this is a Child-Only Application or if any child applying for health coverage (under the
age of 18) has a Custodial Parent? that is not the Primary Applicant or Spouse of the Primary Applicant.

Parent/Legal Guardian Signature Print Name Relationship to individual applying for coverage Date

Custodial Parent Signature? Print Name Name of child(ren) to whom this applies Date

1 Dependent Signature is required for individuals applying for coverage ages 18 and over
2 The ‘Custodial Parent’ is the person with physical or legal custody of a child under 18 years of age.

: FOR [AGENT] USE ONLY

- [[Agent] Certification: | am not aware of any other information which may have a bearing on the insurability of anyone to be covered and have not altered
: any responses recorded on this Application or any supplement to it. | have not advised any individual applying for coverage to withhold any information :
- regarding the answers to the questions and have advised the individuals applying for coverage to review the Application and the answers recorded to confirm -
- completeness and accuracy. | further attest that all my answers recorded in this application are correct, complete, and wholly true to the best of my :
: knowledge and belief]

[Agent name] [Agent ID#] [Agent E-mail]
[Agency name] [Agent / Agency phone] [Name of General Agent]
[Payee (who is paid commissions) [Payee Tax ID#]
O Agent O Agency O General Agent
: [Agent Signature Date]
Primary Applicant Name: [Agent] Name:

CHARK 00012-1 DOI Approved 03/02/2010




[CoventryOne Underwritten by Coventry Health and Life Insurance Co.; Administered by Coventry Health Care of Tennessee]

Premium Payment

Premium Payment Options Choose ONE payment option. You must then complete the applicable sections regarding your account information.

[Initial payment by EFT, then:] [Initial payment by credit card, then:] [Initial payment by check, then:]

O [Monthly EFT [(no administrative fee)]] O [Monthly EFT [(subject to [one time] O [Monthly EFT [(subject to [one time]
Administrative Fee of [$1-$10] per Administrative Fee of [$5 per person]])]
person]])]

O [Monthly credit card draw [(subject to O [Monthly credit card draw [(Subject to O [Monthly credit card draw [(subject to
Administrative Fee of [$1-$10] per person Administrative Fee of [$1-$10] per person Administrative Fee of [$1-$10] per person
per month]])] per month]])] per month]])]

O [Monthly billing [(subject to Administrative O [Monthly billing [(subject to Administrative O [Monthly billing [(subject to Administrative
Fee of [$1-$10] per person per month]])] Fee of [$1-$10] per person per month]])] Fee of [$1-$10] per person per month]])]

[Payroll Deduction Program This program allows your premium to be deducted directly from your paycheck, post-taxes. Other details apply. To

choose this option, you MUST submit a separate <CoventryOne>Payroll Deduction Authorization Form with your Application.]

O [NEW Payroll Deduction Program (PDP)] | O [EXISTING Payroll Deduction Program (PDP)

PDP number: PDP name:

EFT (Electronic Funds Transfer) Information [Complete this section if you have chosen to pay by EFT. When choosing EFT, your monthly
premium will be withdrawn automatically from the bank account listed on the [10t] day (or the next business day if a weekend/holiday) of the

month for which premium is due. If the effective date is anything other than the 1t of the month, the initial premium will be prorated based on your
effective date. ]

O Checking Account | Name of account holder 9-digit routing number Account number

O Savings Account ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Name of bank / savings institution Relationship of account holder to Primary Applicant
O Self O Spouse O Other
Account holder address City State ZIP

[Credit Card Information [Complete this section if you have chosen to pay by credit card. If the effective date is anything other than the 15t of the

month, the initial premium will be prorated based on your effective date.]]
O [VISA] [Name of card holder (exactly as on card)] [Card number] [Exp. date [Verification

[1]
O [MasterCard] (mmiyyyy)] codetd]

[Card billing address] [City] [State] [ZIP]

[Monthly Billing Information [If you choose Monthly Billing, your bill will be sent to the Mailing Address you supplied in the [Primary Applicant

Information] section on page [1]. [At this time, we are unable to bill you at an alternate address.]]
[t The Verification Code for your Visa or MasterCard is a 3-digit code printed near the signature strip on the back of your card.]

[Important Note: [[CoventryOne] is not an employer-sponsored group health plan.] If your banking information is from a business account, or you
are submitting a check drawn from a business account, you must contact [your agent] to complete a [CoventryOne Payroll Deduction Authorization
Form].]

By signing this Premium Payment section, you are agreeing to the following statements:

e You understand that it is your responsibility to notify <Plan> at [<insert #>] should your payment information change at any time while you
continue to hold a <CoventryOne> policy.

¢ You understand that if premium payment is returned unpaid, a fee will be assessed in the amount of [$20.00]. You authorize <Plan> to collect
the premium payment due between the [5t anf 15t of the month, including any unpaid fee amount. Failure to remit the first payment rescinds
the policy.

¢ You understand that providing this payment information does not guarantee approval or coverage.

¢ Upon approval and acceptance of this Application, you authorize < PLAN > to initiate automatic withdrawal and / or a hilling cycle of applicable
premium payments from your provided account or billing information. [Depending on your effective date, your first automatic withdrawal may
include up to, but not in excess of, two times your monthly premium amount.]

Account / Card Holder Signature: Date:

. . 70f8
Primary Applicant Name: [Agent] Name:
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[CoventryOne Underwritten by Coventry Health and Life Insurance Co.; Administered by Coventry Health Care of Tennessee]

Authorization of Release of Information

[I, the Applicant, for myself and any of my Dependents who are under the age of 18 and who are applying for coverage hereunder, hereby make the
following authorizations:

| authorize any physician, medical professional, hospital, clinic, pharmacy, pharmacy benefits manager or other pharmacy related services
organization, health plan, insurance company, claims administrator, employer, governmental agency or other person or firm, to disclose to <PLAN>
or its authorized representatives, my (or my Dependents’) personal information, including copies of records concerning physical or mental illness,
advice, diagnosis, prognosis, prescription information, care or treatment provided to me, including without limitation, information relating to
autoimmune deficiency syndrome (AIDS), human immunodeficiency virus (HIV), or the use of drugs or alcohol. | also authorize the release of
information relating to mental illiness.

In addition, | authorize <PLAN> to review and research its own records for information. | understand my authorization is voluntary and that such
information will be used by <PLAN> for the purpose of evaluating my Application for health insurance. Further, | understand that my authorization is
required for <PLAN> to consider my Application and to determine whether or not an offer of coverage will be made. No action will be taken on my
Application without my signed authorization. | understand information obtained with my authorization may be re-disclosed by <PLAN> as permitted
or required by law and may no longer be protected by the federal privacy laws. | understand that | or any authorized representative will receive a
copy of this authorization upon request.

| authorize <PLAN> to use or disclose the information | provide in this Application (or that the <PLAN> has or receives from third parties) for
purposes of administering my health insurance benefits. This authorization is valid from the date signed until revoked by me in writing (which | may
do at any time) or such shorter period required by law. Any revocation will not affect the activities of <PLAN> prior to the date such revocation is
received by <PLAN>.]

[ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR
KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE MAY BE GUILTY OF A CRIME AND MAY BE
SUBJECT TO FINES AND CONFINEMENT IN PRISON.]

Primary Applicant’s Signature Date Spouse’s Signature (If applying for coverage) Date

Dependent Signature* Date Dependent Signature* Date
*Required age 18 and over.

The below signature must be completed if this is a Child-Only Application.

Parent/Legal Guardian Signature Print Name Relationship to child applying for coverage Date

. . 80of8
Primary Applicant Name: [Agent] Name:
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The CoventryOne Family of Brands i eted Ch
[:DVEI'ItI'Y . CoveniryOne « AltiusOne « HealthAmericaOne Submit your com.p eted Change

T Request Form to:
[Underwritten by [Coventry Health and Life Insurance Co.]] FAX: 877-815-8747

h Address: ATTN: Plan Changes
Chan g € Req uest Form CoventryOne Individual Underwriting
Important: Please print clearly in BLACK ink. Refer to your contract for eligibility requirements. P.O. Box 61440, TecPort Drive
Please keep a copy of this form for your records. Harrisburg, PA 17106-1440

Check all that apply (up to three (3) changes are permitted per form):
O Contact Information / Name Change [ Newborn Addition 1 Remove / Move Dependents O Decrease Benefits / Cancel Coverage [ Other

Primary Member Information This section is required for all requested changes and must reflect the information on your ID card.

Last name First name MI Member ID number Primary phone

() -

Address / Name Change Complete this section for changes in name, phone number, E-Mail, home address or mailing address.

Member name change (indicate both previous and new name) New phone number New E-mail address

New home address (Street, City, State, ZIP) New mailing address (Street, City, State, ZIP)

Newborn Addition Complete this section to add a newborn or newly adopted child to your coverage. Requests must be received within 31 days
(60 days in lowa) of the date of birth or a new Application must be submitted and will be subject to medical underwriting.

Last name First name MI Gender  |Birthdate (mm/dd/yyyy) Social Security Number
M F

Remove / Move Dependents Complete this section for changes to current dependents.

Requested Effective

Change requested (select ONE only) Date of Change
(mm/ddlyyyy) (mmiddiyyyy)

Full name . , i
(Luast aFirst M) Social Security Number Birthdate

[0 Move to own policy
0 Move to a new policy with other dependents
O Remove from policy; discontinue coverage

O Move to own policy
O Move to a new policy with other dependents
O Remove from policy; discontinue coverage

O Move to own policy
0 Move to a new policy with other dependents
0 Remove from policy; discontinue coverage

Decrease Benefits or Cancel Coverage A request for a reduction in benefits or cancellation of coverage must be submitted by the end of
the month prior to the requested effective date of change. Retroactive benefit reductions and terminations are not permitted. Benefit plan changes
affect all covered members. Decreasing your benefits does not change your renewal date, at which time your rates will be recalculated.

O Decrease my benefits. Requested Effective Date O Cancel my coverage. Requested date of cancellation
Change plan to: Reason for cancellation:

Other Explain other requested changes in the space below. Note that certain changes require submission of a new Application for Health Coverage.
These changes include addition of a spouse, an increase in benefit level and addition of a new dependent after 31 days of birth or adoption. Changes
to banking information should be submitted on a new Banking Information Form.

Any person who knowingly and with intent to injure, defraud or deceive any insurer files a statement of claim or an
application containing any false, incomplete or misleading information may be guilty of a felony of the third

d&;ree.

Primary Applicant’s Signature Date Spouse’s Sighature Date

Dependent Applicant Signature** Date Dependent Applicant Signature** Date
**Required age 18 and over.

GSATN-AR-MS Change Request Form 092010
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SERFF Tracking Number: FLHI-126828949 Arkansas
Filing Company: Coventry Health and Life Insurance Co. Sate Tracking Number: 46882
Company Tracking Number:
TOI: H16! Individual Health - Major Medical H161.005A Individual - Preferred Provider
(PPO)
Product Name: AR IND COC, SOB and Application Filing PPACA
Project Name/Number: /
Supporting Document Schedules
Item Status: Status
Date:
Satisfied - Item: Flesch Certification Approved-Closed 10/06/2010
Comments:
Attachment:
AR IND Flesch Readabiliity Certification.pdf
Iltem Status: Status
Date:
Satisfied - Item: Application Approved-Closed 10/06/2010
Comments:
This was submitted on Form Schedule tab for approval.
Attachment:
AR Application for Health Coverage.pdf
Iltem Status: Status
Date:
Bypassed - Item: Health - Actuarial Justification Approved-Closed 10/06/2010
Bypass Reason: The forms do not require a new rate filing. Changes fall within the benefit relativity ranges on file
with your department on November 30, 2007.
Comments:
Iltem Status: Status
Date:
Satisfied - Iltem: Outline of Coverage Approved-Closed 10/06/2010
Comments:
Attachment:
Outline of Coverage.pdf
Item Status: Status
Date:

PDF Pipeline for SERFF Tracking Number FLHI-126828949 Generated 10/06/2010 01:17 PM



SERFF Tracking Number: FLHI-126828949 Sate: Arkansas

Filing Company: Coventry Health and Life Insurance Co. Sate Tracking Number: 46882

Company Tracking Number:

TOI: H16! Individual Health - Major Medical Sub-TOI: H161.005A Individual - Preferred Provider
(PPO)

Product Name: AR IND COC, SOB and Application Filing PPACA

Project Name/Number: /

Satisfied - Item: PPACA Uniform Compliance Approved-Closed 10/06/2010

Summary
Comments:
Attachment:

AR PPACA Compliance Summary.pdf

Iltem Status: Status
Date:
Satisfied - Iltem: Statement of Variability Approved-Closed 10/06/2010

Comments:

In the Schedule of Benefits, we have bracketed text. Text will be either included or excluded based on plan design.
Certain benefits have numeric values in a range. Only values within the range will be used. It will be based on plan
design. The Certificate of Coverage has bracketed text. Text will be either included or excluded based on plan design.
The Application for Health Coverage and the Change Request Form have bracketed text. Text will be either included or
excluded and certain brackets list what will be in that bracket. Example [Plan Name] we will insert the plan name into
the document. On the Change Request Form at the top, we will use AR for groups that are sitused in Arkansas.

PDF Pipeline for SERFF Tracking Number FLHI-126828949 Generated 10/06/2010 01:17 PM



COVENTRY HEALTH AND LIFE INSURANCE COMPANY
2751 Centerville Road, Suite 400
Wilmington, Delaware 19808-1627

FLESCH READING EASE TEST

This is o certify that the form(s) listed below are in compliance with readability
requirements pursuant to Arkansas Code Stat. 23-80-206 and have a readability score
of forty (40) or higher.

The Flesch Test was applied to each form in its entirety, except that any of the following
language may have been redacted: name and address of insurer, name or title of policy,
table of contents, captions, subcaptions, policy language which was drafted to conform
to any applicable law or regulation, any medical terminology or defined terms in the
policy.

FORM NUMBER(S)

AR_PPOCQOCIND_09.23.2010_CHL - Certificate of Coverage

CHARK 00012-1 - Application for Health Coverage (was combined with Certificate of
Coverage to determine Flesch score)

GSATN-AR-MS Change Request Form 092010 - Change Request Form

Tt

ecretary

DATE: September 22, 2010




Underwritten by Coventry Health and Life Insurance| [CoventryOne]
Company Received Date:

5 Coventry

[Health Plan Name] [Special State or Association Name]

Application for Health Coverage

Important: Please print clearly in BLACK ink as instructed in each section. Initial and date corrections
[;correction fluid is not permitted]. Read and sign the [Acknowledgements] Section.

[Submit completed Application for
Health Coverage to:

<Plan> address/fax]

Check all that apply:
[ New Application [(1 Add a Dependent] [(J Guarantee Issue] [ Plan Benefits Increase] [d Child-Only Application (under 18 years old)]

[P| an Choice choose one (1) plan only. [If other individuals applying for coverage wish to apply for different plans, a separate Application must
be used.]

[Plan Category] [Plan Category] [Plan Category] - [QHDHP Plans]
O [Plan name] O [Plan name] O [Plan name] - O [Plan name]
O [Plan name] O [Plan name] O [Plan name] - O [Plan name]
O [Plan name] O [Plan name] O [Plan name] - O [Plan name]
O [Plan name] O [Plan name] O [Plan name] - O [Plan name]
O [Plan name] O [Plan name] O [Plan name] - O [Plan name]
O [Plan name] O [Plan name] O [Plan name] - O [Plan name]
O [Plan name] O [Plan name] O [Plan name] - O [Plan name]
O [Plan name] O [Plan name] O [Other plan name - O [Plan name]

[Maternity benefits for this plan begin twelve (12) months from the effective date of the policy.]

.[If you have selected a <CoventryOne> Qualified High-Deductible Health Plan (QHDHP), you are eligible to open a Health Savings Account (HSA)
“through our HSA trustee, [Health Equity], upon approval. [Through [HealthEquity], [you will be subject to an account activation fee of [$1 - $30] and
. [monthly account maintenance fees of [$1 - $10] may apply]].

[Optional Rider[s] The below rider(s] [is/are] optional. Please note that additional premium may apply.]

O [TMJ Treatment — Applicant elects to provide coverage for Medically Necessary treatment related to musculoskeletal disorders affecting any bone
or joint in the face, neck, or head, including temporomandibular joint disorder (TMJ) and craniomandibular disorder (CMD). (AR Code 23-79-150).
Additional premium may apply.]

Requested Effective Date: [ Day of <CoventryOne> Approval OR [O__ / /20 ] OR[[1stor 15t] day of 20

Requested Effective Date must be after, but no MORE than sixty days past the signature date of the Application. Requested Effective Date is not
guaranteed.

Amount quoted for Requested Effective Date: $ [Month [O Individual O Family]

[Note: The amount quoted is an estimated cost of the selected health plan, which is subject to change based on medical history, the underwriting
process, and, if any, other relevant factors.]

Prim ary Ap P licant Information please provide information on the Primary Applicant. If applying for Child-Only coverage,
please fill in the parent or legal guardian’s information below.

Last name First name MI Primary phone number
C )
Home address City State | ZIP County
Mailing address (If different from address above) City State | ZIP Best time and phone number to
receive a call regarding this
Application, if necessary:

E-mail address (if we may correspond with you via E- 01 [Check here to consent to receiving your [policy] O Morning O Afternoon

mai) and other pertinent documents by email only] 0 Evening LI Anytime (8am-8pm)
Relationship (if Child-Only Application) [Occupation / Title] ) )
1of8

[Agent] Name:

CHARK 00012-1 DOI Approved 03/02/10



[CoventryOne Underwritten by Coventry Health and Life Insurance Co.; Administered by Coventry Health Care of Tennessee]

Applicant and Dependent Information
General Information List all individuals applying for health coverage in this section. For a Child-Only Application, begin listing child(ren) on

Line 3 with the youngest child listed first. If you need more space, attach a separate sheet of paper with the details in the same format as the box
_below. Sign and date any attachments.

Tobacco U.S. residency

Full Name Social Security Birthdate |Gender| Height | Weight use in past 12 for past [6
(Last, First, MI) Number([!] (mm/ddlyyyy) (M or F)| (ft.in.) (Ibs.) montﬁs'?[z] months / 2
) years]?[?]

Primary Applicant (blank if Child-Only)
OYes ONo | OYes ONo

Spouse (blank if Child-Only) OYes ONo | OYes ONo

Home address (if different from Primary Applicant)

Dependent Child or Child-Only O Yes ONo | OYes ONo

Home address (if different from Primary Applicant)

Additional Child OYes OONo | OYes CONo

Home address (if different from Primary Applicant)

Additional Child OYes OONo | OYes OONo

Home address (if different from Primary Applicant)

Additional Child

OYes ONo | OYes ONo

Home address (if different from Primary Applicant)

[tNot required in <State>]. [2 ‘Tobacco use’ constitutes use of tobacco or tobacco cessation products in the past twelve (12) months. 3 ‘U.S. residency’
refers to the designated individual living [legally] in the United States for the past [6 months/2 years].

1 Prior Insurance Coverage

Has any individual applying for coverage had any health insurance coverage in the past 2 years?
If “Yes,” list names, start and end dates below. O Yes O No

2 [Pre-Existing Condition Credit]
[Does any individual applying for coverage have proof of prior creditable coverage without a break in coverage of 63 days
or more and would like to use it to credit any pre-existing condition limitation? O O
If “Yes,” you must include a copy of the [creditable coverage document(s) / Certificate of Creditable Coverage]. [You may be subject Yes LINo
to a pre-existing condition exclusion until <Coventry> receives these documents.] |

3 [HIPAA Guarantee Issue Coverage]

[If you have answered “Yes” to the above Pre-Existing Condition Credit question, you may be HIPAA eligible and may have the right to
obtain certain individual health policies on a guaranteed issue basis and without application of any pre-existing condition exclusions or
limitations. You must meet the following criteria:

¢ You must have had coverage for at least 18 months without a break in coverage of 63 days or more;

e Your most recent coverage, other than coverage under a short-term health insurance policy, must have been under a group health plan,
governmental plan, church plan or other health insurance coverage offered in connection with any such plan;

e Your coverage must not have been terminated because of fraud or failure to pay premiums;

¢ You must have exhausted COBRA continuation coverage or continuation under a similar state provision;

e You must not be eligible for a group health plan or Medicare and you must not have any other health insurance coverage.

O Yes, | meet the above criteria and am applying for Guarantee Issue coverage.

[NOTE: If not all individuals applying for coverage meet the HIPAA requirements, those who are not HIPAA eligible must complete a separate
Application for Health Coverage which will be reviewed through the regular underwriting process.]]

. . 20f8
Primary Applicant Name: [Agent] Name:
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[CoventryOne Underwritten by Coventry Health and Life Insurance Co.; Administered by Coventry Health Care of Tennessee]

Medical Information The Medical Details section requires your careful attention to each question. It is important that you answer
the questions. Your agent should not answer the questions. If you fail to provide truthful or accurate health history information you may lose
your coverage or other penalties may apply. You may want to consult a physician if you have questions regarding the information requested
below.

Answer questions on behalf of all individuals applying for coverage. Each individual applying for coverage needs to provide his or her own medical
history. Only provide a family member's medical history if the family member is also applying for coverage on this Application. A person applying for
coverage does not need to provide any genetic information (including genetic testing, genetic counseling, or genetic education).

Check “Yes” or “No,” and provide additional information in the [Medical Details] section when necessary.

1 Physical Exam
Has any individual applying for coverage had a physical or wellness exam within the past [6 months / 2 years]? O Yes O No
If “Yes,” provide details in the [Medical Details] section on page [5].
2 Pregnancy
Is any individual applying for coverage currently pregnant, expecting a child with anyone, an expectant or surrogate O Yes O No
parent, or in the process of adopting a child?
3 Transplants
Has any individual applying for coverage been a candidate or recipient of an organ or bone marrow transplant? O Yes O No
If “Yes,” provide details in the [Medical Details] section on page [5].
4 HIV/ARC/AIDS
Has any individual applying for coverage ever tested positive for Human Immunodeficiency Virus (HIV) or been
diagnosed as having AIDS Related Complex / Conditions (ARC), Acquired Immunodeficiency Syndrome (AIDS) or any O Yes O No
other medical condition / disorder derived from such infection or immunodeficiency?

Check all that apply. In the past [2/5/10] years, has any individual applying for coverage experienced or been experiencing any persistent pain or
symptoms, had symptoms of, been treated or tested for, been advised to have treatment or testing for, been hospitalized for, had surgery for, taken

medication for, or been advised that they have or may have had any of the following? If nothing in a category applies, select the “None” box. Provide
details for all checked items (including “Other”) in the [Medical Details] section on page [5].

Primary Applicant Name:

[Agent] Name:

5 Cancer/ Cyst/ Tumor
O Carcinoma, sarcoma, leukemia, lymphoma, myeloma, O Cyst, growth, lump, mass, tumor or polyp [ None
central nervous system cancers or carcinoma in situ O Other
6 Respiratory System
O Allergies or asthma O Sleep apnea O None
O Emphysema or chronic lung disease (COPD) O Other
7 Cardiovascular and Circulatory System
O Hypertension or high blood pressure O Irregular heartbeat, heart murmur, or mitral valve prolapse
O Deep Venous Thrombosis or phlebitis O Heart attack, chest pain or angina O None
O Varicose veins, blood clot or aneurysm O Other
8 Digestive System
O Chronic abdominal pain, ulcer, acid reflux or hiatal hernia O Liver condition or hepatitis A
O Diverticulitis, diverticulosis, hemorrhoids, or hernia O Cirrhosis, fatty liver or hepatitis B or C I None
O Disorder of the esophagus, stomach, colon, rectum, O Surgical treatment for obesity, gastric bypass or banding
intestine, bowel, gallbladder or pancreas O Other
9 Emotional or Mental Health
O Anxiety or depression O Obsessive Compulsive Disorder, schizophrenia
O Attention Deficit Disorder or Attention Deficit Hyperactivity O Eating disorder 0 None
Disorder O Therapy or counseling
O Bipolar disorder O Other
30f8
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[CoventryOne Underwritten by Coventry Health and Life Insurance Co.; Administered by Coventry Health Care of Tennessee]

10 Muscular or Skeletal System

O Bursitis, tendonitis or gout
O Disorder of the back, neck or spine
O Connective tissue disorder, systemic lupus, rheumatoid

O Temporomandibular joint disorder (TMJ)
O Fractures or broken bones
O Prosthetic limbs or devices, or internal fixations (pins,

arthritis plates, screws) O None
O Fibromyalgia O Any chiropractic treatments
O Disorder of the knee, shoulder, hip or other joint O Other
O Osteoarthritis, osteoporosis or osteopenia
11 Skin
O Acne or rosacea O Abnormal or cancerous moles, melanoma OnN
O Eczema or psoriasis O Other one
12 Eyes/Ears/Nose / Throat
O Disease or injury of eye [ Deviated septum or sinus infection
O Cataracts or glaucoma O Disorder of the throat, tonsils or adenoids OonN
O Ear disorder, ear infections or tubes in ears O Other one
O Hearing loss or cochlear implant
13 Kidney or Urinary Tract
[ Bladder or urinary tract infection or disorder O Kidney or bladder stones OonN
O Kidney infection or disorder O Other one
14 Female Reproductive System
O Disorder of the breast or abnormal mammogram O Infertility or complications of pregnancy
O Saline breast implants O Menopausal disorder
O Silicone breast implants O Menstrual disorder O None
O Abnormal Pap smear O Cervical, ovarian, uterine or vaginal disorder
O Endometriosis, uterine fibroids or uterine prolapse O Other
15 Male Reproductive System
O Infertility O Prostate disorder, elevated PSA, Prostatitis OonN
[ Penile or testicular disorder O Other one
16 Sexually Transmitted Diseases
O Chlamydia O Human Papilloma Virus (HPV)
O Genital warts O Gonorrhea or syphilis O None
O Genital herpes O Other
17 Blood / Adrenal / Endocrine / Pituitary / Thyroid
O Anemia O Endocrine, adrenal, or pituitary disorder
O Diabetes O Weight disorder O None
O Elevated blood sugar O Thyroid disorder
[ Elevated cholesterol or triglycerides O Other
18 Brain or Nervous System
O Concussion or head injury O Stroke, Transient Ischemic Attack (TIA) or paralysis
O Migraines or chronic headaches O Mulitple sclerosis O None
O Convulsions, seizures, epilepsy, fainting, tics or tremors O Other
19 Congenital or Development
O Cleft palate or cleft lip O Mental retardation, autism, or Down’s Syndrome aonN
O Developmental disorder or delay O Other one
20 Alcohol / Drug
O Alcohol abuse, dependency or alcoholism O A citation or conviction for driving under the influence of
O Drug / substance abuse or dependency alcohol or any drug / substance O None
O Other
21 Other Conditions
In the past [2/5/10] years, has any individual applying for coverage experienced or been experiencing any persistent pain or
symptoms, had symptoms of, been treated or tested for, been advised to have treatment or testing for, been hospitalized
for, had surgery for, taken medication for, or been advised that they have or may have had any other condition(s) not O Yes O No

listed on this Application?

If “Yes,” provide details in the [Medical Details] Section on page [5].

Primary Applicant Name:

4 0f 8
[Agent] Name:
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[CoventryOne Underwritten by Coventry Health and Life Insurance Co.; Administered by Coventry Health Care of Tennessee]

Medical Details Please provide COMPLETE details for all questions with a “Yes” answer or a checked box in the [Medical Information]
section. Provide the question number you are referencing in the first column. If you need more space, attach a separate sheet of paper with the details
in the same format as the box below. Sign and date any attachments.

M @R elE] Explain Nature of lliness / Condition (include results of e e

Remaining or Ongoing

Q# | Applying for Coverage Symptoms or Treatment

(Last, First, MI)

Onset | Recovery

any physical exam) (mmiyy) | (mmiyy)

Treating Physician’s Name Address Phone Number
Treating Physician’s Name Address Phone Number
Treating Physician's Name Address Phone Number
Treating Physician’s Name Address Phone Number
Treating Physician’s Name Address Phone Number
Treating Physician’s Name Address Phone Number

Medications Please provide COMPLETE details for all medications (prescription or over-the-counter) currently being taken or that have
been taken by (including samples), or were prescribed or recommended for, any individual applying for coverage in the past [12 / 24] months. If you
need more space, attach a separate sheet of paper with the details in the same format as the box below. Sign and date any attachments.

Name of Individual Applying Date Date Dosage and Condition / Reason

Frequency for taking

for Coverage Started | Discontinued Medication Name
(Last, First, MI) (mmlyy) (mmlyy)

. . 50f8
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[CoventryOne Underwritten by Coventry Health and Life Insurance Co.; Administered by Coventry Health Care of Tennessee]

Acknowledgements

[By signing this Application form, I, the Applicant, including any undersigned Spouse and Dependents, agree to the following statements:

o | understand that all individuals applying for health coverage listed on this Application are subject to medical underwriting review [unless applying
for Guarantee Issue coverage]. | understand that the selling agent (if applicable) has no authority to promise coverage to the applicant or any
individual applying for coverage, or to modify Coventry's underwriting criteria or terms of coverage.

o | understand that the information that | provide on this Application will be used to determine whether [Coventry] accepts my Application and so
provides me with a policy of health coverage for which I'm applying [including Guarantee Issue coverage]. | attest that my Application responses
are complete and accurate to the best of my knowledge.

¢ | understand that if any material information is omitted or misrepresented from any section of the Application, coverage may be refused,
terminated, or rescinded, at Coventry’s sole discretion. In the event that coverage is rescinded, the policy will be voided back to the original
effective date and [all premium payments will be refunded]. Coventry shall not be financially liable for any health care services rendered prior to
the rescission.

o | agree to notify Coventry in writing if | or any individual applying for health coverage receives any new diagnosis, treatment, or health service, or if
any of the answers or statements provided on this Application change between the date this Application is signed and the effective date or
approval date of coverage, whichever is later. My failure to provide Coventry with this updated health information may result in a denial or
rescission of coverage.

o | understand that if any individual applying for coverage is declined for coverage, that individual may not re-apply for CoventryOne coverage for six
(6) months from date of signature.

o | understand that this Application is valid for sixty (60) days from the earliest date of signature in the Acknowledgements section.

[Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information
in an application for insurance may be guilty of a crime and may be subject to fines and confinement in prison.]

DO NOT cancel your existing insurance coverage until an offer of coverage has been extended by Coventry in writing. Please retain a
copy of this application for your records.]

Primary Applicant’s Signature Date Spouse’s Signature (if applying for coverage)  Date

Dependent Signature! Date Dependent Signature! Date

The below signatures must be completed if this is a Child-Only Application or if any child applying for health coverage (under the
age of 18) has a Custodial Parent? that is not the Primary Applicant or Spouse of the Primary Applicant.

Parent/Legal Guardian Signature Print Name Relationship to individual applying for coverage Date

Custodial Parent Signature? Print Name Name of child(ren) to whom this applies Date

1 Dependent Signature is required for individuals applying for coverage ages 18 and over
2 The ‘Custodial Parent’ is the person with physical or legal custody of a child under 18 years of age.

: FOR [AGENT] USE ONLY

- [[Agent] Certification: | am not aware of any other information which may have a bearing on the insurability of anyone to be covered and have not altered
: any responses recorded on this Application or any supplement to it. | have not advised any individual applying for coverage to withhold any information :
- regarding the answers to the questions and have advised the individuals applying for coverage to review the Application and the answers recorded to confirm -
- completeness and accuracy. | further attest that all my answers recorded in this application are correct, complete, and wholly true to the best of my :
: knowledge and belief]

[Agent name] [Agent ID#] [Agent E-mail]
[Agency name] [Agent / Agency phone] [Name of General Agent]
[Payee (who is paid commissions) [Payee Tax ID#]
O Agent O Agency O General Agent
: [Agent Signature Date]
Primary Applicant Name: [Agent] Name:

CHARK 00012-1 DOI Approved 03/02/2010




[CoventryOne Underwritten by Coventry Health and Life Insurance Co.; Administered by Coventry Health Care of Tennessee]

Premium Payment

Premium Payment Options Choose ONE payment option. You must then complete the applicable sections regarding your account information.

[Initial payment by EFT, then:] [Initial payment by credit card, then:] [Initial payment by check, then:]

O [Monthly EFT [(no administrative fee)]] O [Monthly EFT [(subject to [one time] O [Monthly EFT [(subject to [one time]
Administrative Fee of [$1-$10] per Administrative Fee of [$5 per person]])]
person]])]

O [Monthly credit card draw [(subject to O [Monthly credit card draw [(Subject to O [Monthly credit card draw [(subject to
Administrative Fee of [$1-$10] per person Administrative Fee of [$1-$10] per person Administrative Fee of [$1-$10] per person
per month]])] per month]])] per month]])]

O [Monthly billing [(subject to Administrative O [Monthly billing [(subject to Administrative O [Monthly billing [(subject to Administrative
Fee of [$1-$10] per person per month]])] Fee of [$1-$10] per person per month]])] Fee of [$1-$10] per person per month]])]

[Payroll Deduction Program This program allows your premium to be deducted directly from your paycheck, post-taxes. Other details apply. To

choose this option, you MUST submit a separate <CoventryOne>Payroll Deduction Authorization Form with your Application.]

O [NEW Payroll Deduction Program (PDP)] | O [EXISTING Payroll Deduction Program (PDP)

PDP number: PDP name:

EFT (Electronic Funds Transfer) Information [Complete this section if you have chosen to pay by EFT. When choosing EFT, your monthly
premium will be withdrawn automatically from the bank account listed on the [10t] day (or the next business day if a weekend/holiday) of the

month for which premium is due. If the effective date is anything other than the 1t of the month, the initial premium will be prorated based on your
effective date. ]

O Checking Account | Name of account holder 9-digit routing number Account number

O Savings Account ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘

Name of bank / savings institution Relationship of account holder to Primary Applicant
O Self O Spouse O Other
Account holder address City State ZIP

[Credit Card Information [Complete this section if you have chosen to pay by credit card. If the effective date is anything other than the 15t of the

month, the initial premium will be prorated based on your effective date.]]
O [VISA] [Name of card holder (exactly as on card)] [Card number] [Exp. date [Verification

[1]
O [MasterCard] (mmiyyyy)] codetd]

[Card billing address] [City] [State] [ZIP]

[Monthly Billing Information [If you choose Monthly Billing, your bill will be sent to the Mailing Address you supplied in the [Primary Applicant

Information] section on page [1]. [At this time, we are unable to bill you at an alternate address.]]
[t The Verification Code for your Visa or MasterCard is a 3-digit code printed near the signature strip on the back of your card.]

[Important Note: [[CoventryOne] is not an employer-sponsored group health plan.] If your banking information is from a business account, or you
are submitting a check drawn from a business account, you must contact [your agent] to complete a [CoventryOne Payroll Deduction Authorization
Form].]

By signing this Premium Payment section, you are agreeing to the following statements:

e You understand that it is your responsibility to notify <Plan> at [<insert #>] should your payment information change at any time while you
continue to hold a <CoventryOne> policy.

¢ You understand that if premium payment is returned unpaid, a fee will be assessed in the amount of [$20.00]. You authorize <Plan> to collect
the premium payment due between the [5t anf 15t of the month, including any unpaid fee amount. Failure to remit the first payment rescinds
the policy.

¢ You understand that providing this payment information does not guarantee approval or coverage.

¢ Upon approval and acceptance of this Application, you authorize < PLAN > to initiate automatic withdrawal and / or a hilling cycle of applicable
premium payments from your provided account or billing information. [Depending on your effective date, your first automatic withdrawal may
include up to, but not in excess of, two times your monthly premium amount.]

Account / Card Holder Signature: Date:

. . 70f8
Primary Applicant Name: [Agent] Name:

CHARK 00012-1 DOI Approved 03/02/2010




[CoventryOne Underwritten by Coventry Health and Life Insurance Co.; Administered by Coventry Health Care of Tennessee]

Authorization of Release of Information

[I, the Applicant, for myself and any of my Dependents who are under the age of 18 and who are applying for coverage hereunder, hereby make the
following authorizations:

| authorize any physician, medical professional, hospital, clinic, pharmacy, pharmacy benefits manager or other pharmacy related services
organization, health plan, insurance company, claims administrator, employer, governmental agency or other person or firm, to disclose to <PLAN>
or its authorized representatives, my (or my Dependents’) personal information, including copies of records concerning physical or mental illness,
advice, diagnosis, prognosis, prescription information, care or treatment provided to me, including without limitation, information relating to
autoimmune deficiency syndrome (AIDS), human immunodeficiency virus (HIV), or the use of drugs or alcohol. | also authorize the release of
information relating to mental illiness.

In addition, | authorize <PLAN> to review and research its own records for information. | understand my authorization is voluntary and that such
information will be used by <PLAN> for the purpose of evaluating my Application for health insurance. Further, | understand that my authorization is
required for <PLAN> to consider my Application and to determine whether or not an offer of coverage will be made. No action will be taken on my
Application without my signed authorization. | understand information obtained with my authorization may be re-disclosed by <PLAN> as permitted
or required by law and may no longer be protected by the federal privacy laws. | understand that | or any authorized representative will receive a
copy of this authorization upon request.

| authorize <PLAN> to use or disclose the information | provide in this Application (or that the <PLAN> has or receives from third parties) for
purposes of administering my health insurance benefits. This authorization is valid from the date signed until revoked by me in writing (which | may
do at any time) or such shorter period required by law. Any revocation will not affect the activities of <PLAN> prior to the date such revocation is
received by <PLAN>.]

[ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR
KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE MAY BE GUILTY OF A CRIME AND MAY BE
SUBJECT TO FINES AND CONFINEMENT IN PRISON.]

Primary Applicant’s Signature Date Spouse’s Signature (If applying for coverage) Date

Dependent Signature* Date Dependent Signature* Date
*Required age 18 and over.

The below signature must be completed if this is a Child-Only Application.

Parent/Legal Guardian Signature Print Name Relationship to child applying for coverage Date

. . 80of8
Primary Applicant Name: [Agent] Name:
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Outline of Coverage

This is an individual PPO medical product. The Certificate of Coverage and Schedule of
Benefits outline the benefits. The Certificate consists of the following sections.

SECTION 1DEFINITIONS

SECTION 2 USING YOUR BENEFITS

SECTION 3 ENROLLMENT AND ELIGIBILITY

SECTION 4 EFFECTIVE DATES

SECTION 5 TERMINATION AND RENEWAL

SECTION 6 COVERED SERVICES

SECTION 7 OUT OF THE SERVICE AREA

SECTION 8 EXCLUSIONS AND LIMITATIONS

SECTION 9 CLAIMS AND REIMBURSEMENT

SECTION 10 RESOLVING COMPLAINTS AND GRIEVANCES
SECTION 11 CONFIDENTIALITY OF YOUR HEALTH INFORMATION
SECTION 12 GENERAL PROVISIONS

SECTION 13 UTILIZATION REVIEW POLICY AND PROCEDURES

The Schedule of Benefits outlines the cost sharing for the Covered Services.



PPACA Uniform Compliance Summary

Please select the appropriate check box below to indicate which product is amended by this filing.

IE INDIVIDUAL HEALTH BENEFIT PLANS (Complete SECTION A only)

r SMALL / LARGE GROUP HEALTH BENEFIT PLANS (Complete SECTION B only)

This form filing compliance summary is to be submitted with your [endorsement][contract] to comply with the immediate market reform
requirements of the Patient Protection and Affordable Care Act (PPACA). These PPACA requirements apply only to policies for health insurance
coverage referred to as “major medical” in the statute, which is comprehensive health coverage that includes PPO and HMO coverage. This form
includes the requirements for grandfathered (coverage in effect prior to March 23, 2010) and non-grandfathered plans, and relevant statutes. Refer to
the relevant statute to ensure compliance. Complete each item to confirm that diligent consideration has been given to each. (If submitting your filings
electronically, bookmark the provision(s) in the form(s) that satisfy the requirement and identify the page/paragraph on this form.)

*For all filings, include the Type of Insurance (TOI) in the first column.

[] Check box if this is a paper filing.

COMPANY INFORMATION
Company Name NAIC Number SERFF Tracking Form Number(s) of Policy Rate Impact
Number(s) *if applicable being endorsed
Coventry Health and Life |81973 FLHI-126828949 AR_PPOCOCIND_08.23.10_ CHL

Insurance Company

AR_SOBIND09.23.2010_CHL
CHARK 00012-1

GSATN-AR-MS Change Request Form
092010

|:| Yes

IENO




PPACA Uniform Compliance Summary

SECTION A - Individual Health Benefit Plans

Reset Form

H16l Eliminate Pre-existing Condition Exclusions for Enrollees [Sections 2704 and 1255 of the O] Yes [ ] No
Individual | Under Age 19 PHSA/Section 1201 of the PPACA] N/A .
Health- Major If no, please explain.
Medical 1 1 . . e . . - -

Explanation: ypdatecthe definition of Pre-Existingto sayit doesnotapplyto childrenunder19.

Page Number: geegectionl.760n pagel8 of the Certificate.
H16l Eliminate Annual Dollar Limits on Essential Benefits [Section 2711 of the PHSA/Section O] Yes [ ] No
Individual | Except allows for “restricted” annual dollar limits for essential | 1001 of the PPACA] N/A If no, please explain.
Health - benefits for plan years prior to January 1, 2014. ’
Major Explanation:\i/e haveno annualimits on essentiabenefits.
Medical

Page Number: geeschedulef Benefits.
H16l Eliminate Lifetime Dollar Limits on Essential Benefits [Section 2711 of the PHSA/Section [ ]Yes [0 No O] Yes [_] No
individual 1001 of the PPACA
Health- Major of the / If no, please explain. If no, please explain.
Medical :

Explanation: p1ayimum Lifetime Benefitwill be Unlimited. We haveno grandfathereglans.

Page Number: g enagel of the Scheduleof Benefits.
H16l Prohibit Rescissions — Except for fraud or intentional [Section 2712 of the PHSA/Section [ Yes [0 No 0] Yes []No
Individual misrepresentation of material fact. 1001 of PPACA] . .
Health- Major If no, please explain. If no, please explain
Medical

Explanation: we only allow rescissiorfor fraud or intentionalmisrepresentatioof materialfact. We haveno grandfathereglans.

Page Number: Saction5.2.20n page38 of the Certificate.




PPACA Uniform Compliance Summary

SECTION A - Individual Health Benefit Plans

:"%f'_d | Preventive Services — Requires coverage and prohibits the [Section 2713 of the PHSA/Section N/A O] Yes [ ] No
|_r|1 e;\ﬂh?i/l ajor imposition of cost-sharing for specified preventative services. 1001 of the PPACA] If no, please explain.
Medical :

Explanation: we updatedthe definition of PreventiveCarein Certificateandthereis no costsharingfor In-Network|

Page Number: geegchedulenf Benefits- PreventiveCare.
H16l Extends Dependent Coverage for Children Until age 26 — If | /Section 2714 of the PHSA/Section []Yes [0 No O Yes [ ] No
Individual | 2 policy offers dependent coverage, it must include dependent | 1001 of the PPACA] If o, please explain. If o, please explain.
Health - coverage until age 26. ’ ’
Major Explanation: we haveupdatecbur Certificate.
Medical

Page Number: geesection3.1.20n pages33 and34 of the Certificate. We do nothavegrandfathereglans.
:"%ﬁ',d | Appeals Process — Requires establishment of an internal [Section 2719 of the PHSA/Section O Yes [ ] No
Iﬂegﬂh?%lajor claims appeal process and external review process. 1001 of the PPACA] N/A If no, please explain.
Medical :

EXplaIlathl’lZ We haveupdatedhe Appealsprocesaindhavefollowed the state'sxternalreview. Oncethe statemodifiestheirlaw, we will file

anewcertificatewith thechanges.
Page Number: : . s
s Seesectionl0.2on pagePD1 - 94in the Certificate.

H16l Emergency Services — Requires plans that cover emergency [Section 27194 of the PHSA/Section N/A 0] Yes []No
Individual services to provide such coverage without the need for prior 10101 of the PPACA] i
Health- Major ot S If no, please explain.
Medical authorization, regardless of the participating status of the

provider, and at the in-network cost-sharing level.

Explanation:\y/e haveupdatedhe Certificatefor this requirement.

Page Number: In the Certificate: Sectionl.12onpg7; 1.350npg11;1.690npg17;2.20npg 23;2.80n pag28; Emergencyserviceon pg54,7.3onpg 74|




PPACA Uniform Compliance Summary

SECTION A - Individual Health Benefit Plans

Access to Pediatricians — Mandates that if designation of a [Section 27194 of the PHSA/Section []Yes []No
PCP for a child is required, the person be permitted to designate | 10101 of the PPACA]

If no, please explain.
m%j?Jidual a physician who specialized in pediatrics as the child’s PCP if N/A P P
Health- Major | the provider is in-network.
Medical Exolanation: — -
Xplanation: NA - Thisis a PPOplananddoesnot mandatehe selectionof PCP.

Page Number:
H16| Access to OB/GYNs — Prohibits authorization or referral [Section 27194 of the PHSA/Section [ ]Yes [ |No
Individual requirements for. obstetrical or _gypecgloglcal care provided by | 10101 of the PPACA] N/A If no, please explain.

in-network providers who specialize in obstetrics or

Health - gynecology.
Major — —— —
Medical Xplanation: NA - This is a PPOplananddoesnot requireprior authorizatioror referralfor OBGYNs

Page Number:




PPACA Uniform Com

pliance Summar

SECTION B — Group Health Benefit Plans (Small and Large)

Reset Form

Eliminate Pre-existing Condition Exclusions for Enrollees
Under Age 19

[Sections 2704 of the PHSA/Section
1201 of the PPACA]

Explanation:

Page Number:

[ ]Yes [ |No

If no, please explain.

[ ]Yes [ ]No

If no, please explain.

Eliminate Annual Dollar Limits on Essential Benefits —
Except allows for “restricted” annual dollar limits for essential
benefits for plan years prior to January 1, 2014.

[Section 2711 of the PHSA/Section
1001 of the PPACA]

Explanation:

Page Number:

[ ]Yes [ |No

If no, please explain.

[ ]Yes [ |No

If no, please explain.

Eliminate Lifetime Dollar Limits on Essential Benefits

[Section 2711 of the PHSA/Section
1001 of the PPACA]

Explanation:

Page Number:

[ ]Yes [ |No

If no, please explain.

[ ]Yes [ ]No

If no, please explain.

Prohibit Rescissions — Except for fraud or intentional
misrepresentation of material fact.

[Section 2712 of the PHSA/Section
1001 of PPACA]

Explanation:

Page Number:

[ ]Yes [ |No

If no, please explain.

[ ]Yes [ |No

If no, please explain.




PPACA Uniform Compliance Summar
SECTION B — Group Health Benefit Plans (Small and Large)

Preventive Services — Requires coverage and prohibits the [Section 2713 of the PHSA/Section []Yes [ ]No
imposition of cost-sharing for specified preventative services 1001 of the PPACA] N/A If no, please explain.
Explanation:

Page Number:

Extends Dependent Coverage for Children Until age 26 — If | [Section 2714 of the PHSA/Section ] Yes® []No [ ]Yes [ |No

a policy offers dependent coverage, it must include dependent 1001 of the PPACA] If no, please explain. If no, please explain.
coverage until age 26. ¢

Explanation:

Page Number:

Appeals Process — Requires establishment of an internal [Section 2719 of the PHSA/Section []Yes []No
claims appeal process and external review process. 1001 of the PPACA] N/A If o, please explain.
Explanation:

Page Number:

¢ For plan years beginning before January 1, 2014, grandfathered group plans are not required to extend coverage to a child until the age of 26 if such child is
eligible to enroll in another employee-sponsored plan



PPACA Uniform Compliance Summar
SECTION B — Group Health Benefit Plans (Small and Large)

Emergency Services — Requires plans that cover emergency [Section 27194 of the PHSA/Section []Yes []No
services to provide such coverage without the need for prior 10101 of the PPACA]
authorization, regardless of the participating status of the
provider, and at the in-network cost-sharing level.

N/A If no, please explain.

Explanation:

Page Number:

Access to Pediatricians — Mandates that if designation of a [Section 27194 of the PHSA/Section [ ]Yes [ ]No
PCP for a child is required, the person be permitted to 10101 of the PPACA]
designate a physician who specialized in pediatrics as the
child’s PCP if the provider is in-network.

N/A If no, please explain.

Explanation:

Page Number:

Access to OB/GYNs — Prohibits authorization or referral [Section 27194 of the PHSA/Section []Yes [ ]No

requirements for obstetrical or gynecological care provided by | 10101 of the PPACA] If no, please explain.

in-network providers who specialize in obstetrics or N/A

gynecology.

Explanation:

Page Number:




SERFF Tracking Number: FLHI-126828949 Sate: Arkansas

Filing Company: Coventry Health and Life Insurance Co. Sate Tracking Number: 46882

Company Tracking Number:

TOI: H16! Individual Health - Major Medical Sub-TOI: H161.005A Individual - Preferred Provider
(PPO)

Product Name: AR IND COC, SOB and Application Filing PPACA

Project Name/Number: /

Superseded Schedule Items

Please note that all items on the following pages are items, which have been replaced by a newer version. The newest

version is located with the appropriate schedule on previous pages. These items are in date order with most recent first.

Creation Date: Schedule Schedule Item Name Replacement  Attached Document(s)
Creation Date

09/23/2010 Form Certificate of Coverage 10/06/2010 AR IND Med Certificate Final
09232010.pdf (Superceded)

09/23/2010 Form Schedule of Benefits 10/06/2010 AR_SOBINDQ09_CHL PPACA
09232010.pdf (Superceded)

PDF Pipeline for SERFF Tracking Number FLHI-126828949 Generated 10/06/2010 01:17 PM



CoventryOne

Individual Benefits

2010

PREFERRED PROVIDER ORGANIZATION
(GG PP 0”)

Comprehensive Health Expense Coverage

CERTIFICATE OF COVERAGE

NOTICE

THIS CERTIFICATE AND ALL ATTACHED RIDERS SHOULD BE READ AND RE-
READ IN THEIR ENTIRETY

Benefits underwritten and administered by
Coventry Health and Life Insurance Company.

THIS HEALTH PLAN HAS AN OUT-OF-NETWORK OPTION WHICH GIVES
YOU THE OPPORTUNITY TO SEEK CARE FROM NON-PARTICIPATING
PROVIDERS. UTILIZING THE OUT-OF-NETWORK OPTION WILL
INCREASE THE AMOUNT YOU PAY FOR THE CARE YOU RECEIVE.
PLEASE READ THE PROVISION ENTITLED “COPAYMENTS,
COINSURANCE, AND DEDUCTIBLES” WHICH APPEARS AS SECTION 2.6
BELOW AND CALL OUR MEMBER SERVICES DEPARTMENT WITH
QUESTIONS.

Please consult Your Member materials and Provider Directory for more details. If you
have any additional questions, please write or call us at:

Attn: CoventryOne Customer Service
Coventry Health & Life
5350 Poplar Ave. Suite 390
Memphis, TN 38119

(866-364-5663)

AR _PPOCOCIND_09.23.10_ CHL Approved
[x/ox/xxxx ]
Page 1 of 103



SCHEDULE OF IMPORTANT TELEPHONE

NUMBERS AND ADDRESSES

Coventry Health and Life Insurance Co.

CoventryOne

Member Services

5350 Poplar Avenue, Ste 390
Memphis, Tennessee 38119
(866) 364-5663

(866) 765-7659 TDD

Coventry Health and Life Insurance Co.

Medical Management

14955 Heathrow Forest Parkway
Houston, Texas 77032

(800} 252-4470

Coventry Health and Life Insurance Co.

Physician/Ancillary/Facility
Claims Department
P.0.Box 7170

London, Kentucky 40742
(866) 765-7747

Coveniry Behavioral Health Line
5350 Poplar Avenue, Ste 390
Memphis, Tennessee 38119
(877) 765-865-2566

(866) 765-7659 TDD

Coventry Health and Life Insurance Co.

Member Appeals

3200 Highland Avenue

Downers Grove, [llinois 60515
{866) 765-7747

(B66) 765-765% TDD

Arkansas Insurance Department
Consumer Services Division

1200 West Third Street

Little Rock, Atkansas 72201-1904
(800) 852-5494

insurance.consumers@arkansas.gov

AR_PPOCOCIND_09.23.10_ CHL

Approved

[xx/xx/xxxx ]
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Coventry Health and Life Insurance Company (CHL)
Certificate of Coverage

The Agreement between Coventry Health and Life Insurance Company. as the
underwriter administrator (hereafter called “the Plan”) and You and between the Plan and
Your Dependents as Members of the Plan is made up of:

. This Certificate of Coverage (COC) and Amendments;
. The Application/Change Form;

. Applicable Riders;

o Schedule of Benefits.

No person or entity has any authority to waive any Agreement provision or to make any
changes or Amendments to this Agreement unless approved in writing by an Officer of
the Plan, and the resulting waiver, change, or Amendment is attached to the Agreement.
This Agreement begins on the date defined upon the acceptance of Your Application. It
continues, until replaced or terminated, while its conditions are met. You are subject to
all terms, conditions, limitations, and exclusions in this Agreement and to all the
requirements and regulations of the Plan. By paying Premiums or having Premiums paid
on Your behalf, You accept the provisions of this Agreement.

THIS AGREEMENT SHOULD BE READ AND RE-READ IN ITS ENTIRETY.
Many of the provisions of this Agreement are interrelated; therefore, reading just one or
two provisions may give You a misleading impression. - Many words used in this
Agreement have special meanings. These words will appear capitalized and are defined
for You. By using these definitions, You will have a clearer understanding of Your
coverage.

From time to time, any of the above documents may be amended. When that occurs, the
Plan may provide a revision to You for this Agreement. You should keep this document
in a safe place for Your future reference.

The Plan is responsible for making benefit determinations in accordance with the
Individual Certificate of Coverage and the Plan’s Agreements with Participating
Providers. The Plan does not and will not make medical treatment decisions. Only
Providers may make such decisions after meeting with You. If the Plan denies a claim or
Authorization for payment of a recommended service, the treating Provider may request
reconsideration of that decision through the Plan's Provider dispute resolution procedure.
Regardless of whether the Provider requests reconsideration of the decision through the
dispute resolution procedure, You may request reconsideration of that decision through
the Member Complaint and Grievance Procedure described in Section 10 of this
Certificate of Coverage. The Plan's Provider dispute resolution procedure and the
Member Complaint and Grievance Procedure are separate and independent of each other.

RIGHT TO EXAMINE THE CONTRACT
You have the right to review this Certificate of Coverage for ten (10) days. If You decide
that You do not want coverage under the Contract, return the Certificate of Coverage to

AR PPOCOCIND_09.23.10_ CHL Approved
[xx/xoe/xxxx ]
Page 4 0of 103




Us, Attention: CoventryOne®™ Enrollment, 5350 Poplar Ave, Suite 390, Memphis,
Tennessee 38119. By returning this Certificate of Coverage to the Plan within ten (10)
days from the date of its receipt by You, the Contract will be void and all premiums paid
for Your Coverage under the Contract will be refunded to You. If You do not return this
Certificate of Coverage to the Plan within ten (10) days from the date of its receipt by
You, the Contract will be in force as of the Effective Date and You will be required to
pay applicable premiums for continued coverage.

AR _PPOCOCIND_09.23.10_ CHL Approved
[xx/xx/xxxx ]
Page 5 of 103




SECTION 1
DEFINITIONS

Any capitalized terms listed in this Section shall have the meaning set forth below
whenever the capitalized term is used in this Agreement.

1.1  “Abortion”

The termination of pregnancy.

o Medically Necessary Abortion

The termination of pregnancy when the pregnancy jeopardizes the
mothers’ life or if the fetus is diagnosed to have congenital anomalies
incompatible with life.

¢ Elective Abortion

The voluntary termination of pregnancy for other than medical reasons as
described in Medically Necessary Abortion.

1.2  “Acute”

Refers to an Illness or Injury that is both severe and of recent onset.

1.3 “Administrative Appeal”

An Appeal of a decision that has not been issued for Medical Necessity or
medical appropriateness, and -is administrative in. nature. ~ Examples of
Administrative Appeal include, but are not limited to Deductibles, Copayments,
or a specifically excluded benefit, such as acupuncture,

1.4 “Adverse Benefit Determination”

A denial, reduction, or termination of, or failure to pay (in whole or part) for a
benefit, including any such denial reduction, termination, or failure to pay for a
benefit that is based on a determination of a Member's plan eligibility, application
of utilization review, a rescission of coverage as well as any other cancellation or
discontinuance of coverage that has a retroactive effect, except when such
cancellation/discontinuance is due to a failure to timely pay required premiums or
contributions toward cost of coverage and failure to cover a benefit because it is
Experimental or Investigational or not Medically Necessary or appropriate.

1.5 “Agreement”

Refers to this COC, any individual Application/Change Forms, Amendments,
Schedules, and Riders, and other documents which constitute the agreement

regarding the benefits, exclusions and other conditions between the Plan and the
Member.

1.6 “Alternate Facility”
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A non-Hospital health care facility or an attached facility designated as such by a
Hospital which provides one or more of the following services on an outpatient
basis pursuant to the law of the jurisdiction in which treatment is received,
including without limitation:

Scheduled surgical services;

Emergency Health Services;

Urgent Care Services, or prescheduled rehabilitative services;

Laboratory or diagnostic services;

Inpatient or outpatient Mental Health Services or Substance Abuse
Services.

1.7 “Alternate Recipient”

The child or children identified in the medical child support order as being
eligible to receive health care Coverage pursuant to the medical child support
order.

1.8 “Amendment”

Any attached written description of additional or alternative provisions to the
Agreement and/or this COC. Amendments are effective only when Authorized in
writing by the Plan and are subject to all conditions, limitations and exclusions of
the Agreement except for those which are specifically amended.

1.9 “Ancillary Service”
Those services not performed by an MD or DO and usually associated with, but
not limited to lab, x-ray, nursing, dietary, pharmacy, and rehabilitative services.

1.10 “Appeal”

An Appeal is a request by You or Your Authorized Representative for
consideration of an Adverse Benefit Determination of a Health Service request or
benefit that You believe You are entitled to receive.

1.11 “Application/Change Form”
The application and medical questionnaire required for enrollment under the
Contract.

1.12 “Authorization/Prior Authorization”

Approval for payment for certain services to be performed as given by the Plan.
Authorization does not guarantee payment if You are not eligible for Covered
Services at the time the service is provided.

Emergency Health Services performed in an emergency room of a hospital do not
require Prior Authorization. '
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1.13

1.14

1.15

1.16

1.17

1.18

1.19

“Authorized Representative”

An Authorized Representative is an individual authorized by You or state law to
act on Your behalf in obtaining claim payment or during the Appeal process. A
Provider may act on Your behalf with Your expressed consent, or without Your
expressed consent in emergent situations. For Appeals, Your Authorized
Representative must have an Authorization for Disclosure of Personal Health
Information to Appeals Representative form signed by You. Call the Member
Services Department to obtain this form or visit the website listed on Your
Schedule of Important Numbers and Addresses to obtain this form.

“Bagic Health Services”

Health Services which a Member may reasonably require in order to be
maintained in good health, including as a minimum, inpatient Hospital, Physician,
outpatient services, and Emergency Health Services that are covered under this
COC. Benefits provided by Riders attached to this COC are not considered Basic
Health Services for the purpose of this definition.

“Chemical Dependency”

The psychological or physiological dependence upon and abuse of drugs,
including alcohol, characterized by drug tolerance or withdrawal and impairment
of social or occupational role functioning or both.

“Chiropractic Services”

Services that are Medically Necessary, clinically appropriate and rendered by a
chiropractor working within the chiropractor’s lawful scope of practice.

“Chronic Medical Condition”

A health condition that is continuous or persistent over an extended period of time
(greater than 6 months) that;

e Requires periodic visits with a health care provider, and

e May be associated with episedic rather than continuous perieds of
incapacity.
“Coinsurance”
The percentage amount You must pay in relation to a specified benefit and is
payable as a condition of the receipt of certain services as provided in this COC.
The out of network Coinsurance is a standard percentage, as referenced in Your

Schedule of Benefits, plus the difference between the Plan’s Out of Network Rate
and the Provider’s billed amount.

“Complaint”

Any expression of dissatisfaction expressed by You or Your Authorized
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1.20

1.21

1.22

1.23

1.24

1.25

Representative regarding a Health Plan issue. A verbal Complaint is
informational in nature and cannot be Appealed (e.g., a Complaint concerning
long wait times at a Physician’s office). A written Complaint is considered to be a
Grievance.

“Confinement” and “Confined”

An uninterrupted stay of at least twenty-four (24) hours following formal
admission to a Hospital, an Alternate Facility or SNF. One period of confinement
means consecutive days of in-hospital service received as an in-patient, or
successive confinements when discharge from and readmission to the hospital
occurs within a period of time not more than ninety (90) days.

“Contract Year”

The period during which the total amount of yearly benefits under Your Coverage
is calculated. The Contract Year is the period of twelve (12) consecutive months
commencing on the Subscriber Effective Date and each subsequent anniversary.

“Copayment”

A specified dollar amount You must pay as a condition of the receipt of certain
services as provided in this COC. There may be more than one Copayment
charged by the same Provider on the same day.

“Cosmetic Services and Surgery”

Plastic or Reconstructive Surgery: (i) from which no significant improvements in
physiologic function ceuld be reasonably expected; or (i) that does not
meaningfully restore the proper function of the body or treat Illness or disease; or
(iii) dome primarily to improve the appearance or diminish an undesired
appearance of any portion of the body.

“Coventry Transplant Network Facility”

A Hospital, appointed as a Coventry Transplant Network Facility by the Plan, that
has contracted with the Coventry Transplant Network, or its successor, to render
Medically Necessary and medically appropriate Health Services for Covered
transplants. A Coventry Transplant Network Facility may or may not be located
within the Plan’s Service Area. You may request a listing, that may be amended
from time to time, of Coventry Transplant Network Facilities from the Member
Services Department listed in the Schedule of Important Numbers.

“Coverage” or “Covered”

The COC provides for two benefit levels: an In-Network benefit level for Health
Services obtained through Participating Providers and an Out-of-Network level
for Health Services rendered by Providers outside the Plan’s network. You have
the flexibility of deciding which Coverage level You wish to access at the time
You obtain medical care. If You follow the requirements outlined in Section 6
and stay within the Plan’s network of Participating Providers, services will be

AR_PPOCOCIND 09.23.10_CHL Approved

[xx/xx/%x%% ]
Page 9 of 103



1.26

1.27

1.28

1.29

1.30

Covered at the In-Network benefit level. Services from Non-Participating
Providers will be Covered at the lower Out-of-Network benefit level. The In-
Network and Out-of-Network benefits are described in the Schedule of Benefits
attached to this COC. The entitlement by a Member to Covered Services under
the COC, subject to the terms, conditions, limitations and exclusions of the COC,
including the following conditions: (&) Health Services which must be provided
when the COC is in effect; and (b) Health Services which must be provided prior
to the date that any of the termination conditions listed under Section 5 of this
COC occur; and (c) Health Services which must be provided only when the
recipient is a Member and meets all eligibility requirements specified in the COC;
and (d) Health Services which are Medically Necessary.

“Covered Services”

The services or supplies provided to You for which the Plan will make payment,
as described in the Agreement.

“Custodial Care”

Care is considered custodial when it is primarily for the purpose of helping the
Member with activities of daily living or meeting personal needs and can be
provided safely and reasonably by people without professional skills or training.
This term includes such other care that is provided to an individual who, in the
opinion of the Medical Director, has reached his or her maximum level of
recovery. This term also includes services to an institutionalized person, who
cannot reasonably be expected to live outside of an institution. Examples of
Custodial Care include rest cures, respite care and home care which is or which
could be provided by family members or private duty caregivers.

“Deductible”

The dollar amount of medical expenses for Covered Services that You are
responsible for paying in a Contract Year before benefits subject to the Deductible
are payable under this Agreement. The annual Deductible need only be met once
per Contract Year. If You consult an Out of Network Provider, the difference
between the Plan Out of Network Rate and the Provider’s billed charges does not
apply to the Deductible.

“Dependent”

Any member of a Subscriber’s family who meets the eligibility requirements and
who is properly enrolled for Coverage under the Agreement and whose
Premiums are paid .

“Detoxification”

Hospital inpatient medical care to ameliorate acute medical conditions associated
with Chemical Dependency.
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1.31 “Directory of Health Care Providers” (“Provider Directory™)

A listing of Participating Providers. Please be aware the information in the
directory is subject to change. The list of Participating Providers is available on
the website or upon request. You will be provided with an updated directory at
least once each calendar year/Contract Year showing addition and deletions.

1.32 “Durable Medical Equipment”

Medical equipment Covered under this COC, which can withstand repeated use
and is not disposable, is used to serve a medical purpose, is gencrally not useful to
a person in the absence of an Illness or Injury, and is appropriate for use in the
home. Medically Necessary, non-disposable accessories that are commonly
associated with the use of a Covered piece of Durable Medical Equipment will be
considered Durable Medical Equipment.

1.33 “Effective Date”

The date of Coverage as determined by the Plan with the acceptance of Medical
Underwriting and agreed to by the Subscriber.

1.34 “Eligible Expenses”

Charges for Covered Health Services, incurred while the Agreement is in effect.

1.35 “Emergency” and “Medical Emergency”

A medical condition that manifests itself by symptoms of sufficient severity,
including severe pain, so that a prudent layperson, who possesses an average
knowledge of health and medicine, could reasonably expect thc absence of
immediate medical attention to result in:

e Placing the health of the Member (or, in the case of a woman who is pregnant,
the health of the woman or her unborn child) in serious jeopardy;

o Serious impairment to the Member's bodily functions; or
e Serious dysfunction of any bodily organ or part.
Some examples of an Emergency medical condition include but are not limited to:

Broken bone;

Chest pain;

Seizures or convulsions;

Severe or unusual bleeding;

Severe burns;

Suspected poisoning;

Trouble breathing;

Vaginal bleeding during pregnancy.
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Generally, Eligible Expenses for Emergency Health Services are the charges for
the Health Services and items furnished in a Hospital which are required to
determine, evaluate and/or treat during the course of the Emergency and when
Medically Necessary for stabilization and initiation of treatment. The Emergency
Health Services must be provided by or under the direction of a Physician, and are
subject to the exclusions and other provisions set out in this COC. The Member
will be assessed the same Copayment whether the Emergency Health Services are
rendered by a Participating or Non-Participating Provider. (Refer to the Schedule
of Benefits in the back of the COC). EMERGENCY HEALTH SERVICES
RECEIVED WHILE YOU ARE OUTSIDE OF THE SERVICE AREA ARE
COVERED WHEN THE REQUIREMENTS EXPLAINED IN SECTION 7
OF THIS COC ARE FOLLOWED. IF MEDICALLY NECESSARY
FOLLOW-UP CARE RELATED TO THE INITIAL MEDICAL
EMERGENCY IS REQUIRED, YOU MUST OBTAIN PRIOR
ATHORIZATION TO BE ELIGIBLE FOR THE IN-NETWORK LEVEL
OF BENEFITS.

" When an Emergency occurs, a Member should seek medical attention

immediately from a Hospital, Physician's office or other Emergency facility. If
the Member is unable to indicate a choice of Hospital, or if travel o the nearest
Participating Hospital would endanger the Member, the Member should receive
medical attention from the Hospital to which be or she is taken, and must notify
the Plan within forty-eight (48) hours of the onset of the Emergency, or within a
reasonable period as dictated by the circumstances. At the request of the Plan,
You must make available full details of the Emergency Health Services received.

1.36 “Experimental or Investigational”
A health product or service is deemed Experimental or Investigational if one or
more of the following conditions are met:
¢ Any drug not approved for use by the FDA; any drug that is classified as IND
(investigational new drug) by the FDA;
¢ Any health product or service that is subject to Investigational Review Board
(IRB) review or approval;
» Any health product or service whose effectiveness is unproven based on
clinical evidence reported in Peer-Reviewed Medical Literature.
1.37 “Full-time Student”
An eligible Dependent is enrolled in and attending, full-time, a recognized course
of study or training at:
(a) An accredited high school or vocational school; or
(b) An accredited college or university; or
(c) A licensed technical school, beautician school, automotive school, or
similar training school.
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1.38

1.39

1.40

1.41

1.42

1.43

“Genomics”

Genomic based therapeutics are drugs that are the products of gene technology
and the molecular basis of disease associated with biological targets (e.g.
monoclonal antibodies).

“Grievance”

A written Complaint submitted by or on behalf of an enrollee regarding the:

(a) Availability, delivery or quality of health care services, including a
Complaint regarding an adverse determination made pursuant to
utilization review; or

(b) Claims payment, handling or reimbursement for health care services; or

(c) Matters pertaining to the contractual relationship between an enrollee and
a health carrier.

Depending on the nature of Your Grievance, the Plan will handle Your Grievance
as a Complaint, Pre-Service Appeal, Post-Service Appeal, or Urgent Care Appeal.
See Section 10, Resolving Complaints and Grievances, for additional information.

“Health Services”

The health care services and supplies Covered under the Agreement, except to the
extent that such health care services and supplies are limited or excluded under
the Agreement. '

“Home Health Agency”

A program which is engaged in providing Home Health Services, is properly
licensed or otherwise qualified and authorized pursuant to the law of the
jurisdiction in which treatment is received, and is Medicare certified.

“Home Health Care Services”

Those services, determined by the Plan to be Medically Necessary, which would
be Covered if provided in an acute care or SNF setting. They must be part of a
treatment plan, ordered by the Member’s Physician and Authorized by the Plan.
They must be provided by appropriately licensed Providers. The services include,
but are not limited to, physical therapy, speech therapy and occupational therapy
and other skilled nursing services.

“Hospital”

An institution, operated pursuant to law, which: (a) is primarily engaged in
providing Health Services on an inpatient basis for the care and treatment of
injured or sick individuals through medical, diagnostic and surgical facilities by or
under the supervision of one or more Physicians; (b) has twenty-four (24) hour
nursing services by or under the supervision of registered graduate professional
nurses (RNs); and (c) is accredited as a Hospital by the Joint Commission on
Accreditation of Healthcare Organizations or the American Osteopathic Hospital
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1.44

1.45

1.46

1.47

1.48

1.49

1.50

1.51

Association, or certified under Title XVII of the Social Security Act (the
Medicare program. A facility that is primarily a place for rest, Custodial Care, or
educational or rehabilitative care or care of the aged, drug addicts or alcoholics, a
nursing home, convalescent home, or similar institution is not a Hospital.

“YTllness”

Physical ailment, disease, or pregnancy. For the purpose of this definition, the
term Illness does not apply to Mental Illness or Substance Abuse.

“Infertility”

Infertility means the inability of a woman to conceive a pregnancy after twelve
(12) months of unprotected sexual intercourse between a male and a female, or
the inability of a woman to carry a pregnancy to live birth as evidenced by three
consecutive miscarriages (spontancous abortions).

“Infertility Services”

Those Health Services designed for the primary purpose of successfully fostering
and achieving conception and pregnancy.

“Injectables”

Prescription medications injected by or under the direct supervision of a
physician. Self-injectables are medications that are injected by the patient.

“Injury”

Bodily damage other than Illness including all related conditions and recutrent
symptoms.

“Inquiry”

Any question from You or Your Authorized Representative that is not a Pre-
Service Appeal, a Post-Service Appeal or an Urgent Care Appeal, or Complaint.
An example of an Inquiry would be benefit questions, claims status, or a change of
personal demographic information.

“Intensive Care Unit ICU)”

That part of a Hospital specifically designed as an Intensive Care Unit
permanently equipped and staffed to provide more extensive care for critically ill
or injured patients than available in other hospital rooms or wards. Care includes
close observation by trained and qualified personnel whose duties are primarily
confined to the ICU.

“Investigational Review Board (IRB)”

A university or Participating Hospital panel composed of faculty and researchers
that determines whether a procedure will be rejected as experimental and
investigational or approved as medically appropriate.

1.52 “Late Enrollees”
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Shall mean individuals who fail to enroll with the Plan for Coverage under the
Agreement during the required thirty-one (31) day period when they first become
eligible for Coverage. This term does not include special enrollees.

1.53 “Lifetime”
Lifetime refers to the natural life of the member.
1.54 “Maintenance Therapy”

Rehabilitative services and associated expenses designed primarily to be long-

term, with no significant medical improvement to the patient being reasonably

expected as determined by the Your Physician or Medical Director.

1.55 “Maternity Services”
Includes prenatal and postnatal care, childbirth, and any complications associated
with pregnancy.

1.56 “Medical Director”

The Physician specified by the Plan as the Medical Director or other Plan staff

designated to act for, under the general guidance of, and in consultation with the

Medical Director.

1.57 “Medically Necessary”

Medically Necessary means those services, supplies, equipment and facility

charges that are not expressly excluded under this Agreement and are:

o Medically appropriate, so that expected health benefits (such as, but not
limited to, increased life expectancy, improved functional capacity, prevention
of complications, relief of pain) materially exceed the expected health risks;

e Necessary to meet Your health needs, improve physiological function and
required for a reason other than improving appearance;

e Rendered i the most cost-efficient manner and setting appropriate for the
delivery of the Health Service;

e Consistent in type, frequency and duration of treatment with scientifically-
based guidelines of national medical research, professional medical specialty
organizations or governmental agencies that are generally accepted as national
authorities on the services, supplies, equipment or facilities for which
coverage is requested;

e Consistent with the diagnosis of the condition at issue;

e Required for reasons other than Your comfort or the comfort and convenience
of Your Physician; and

AR _PPOCOCIND_09.23.10_ CHL Approved

[xx/xx/xxxx ]
Page 15 0f 103




o Not Experimental or Investigational as determined by the Plan under the
Plan’s Experimental Procedures Determination Policy.

1.58 “Medical Necessity Appeal”
An Appeal of a determination by the Plan or its designed utilization review
organization that is based in whole or in part on a medical judgment that includes
an admission, availability of care, continued stay or other service which has been
reviewed and, based on the information provided, does not meet the Plan's
requirements for Medical Necessity, appropriateness, health care setting, level of
care or effectiveness and payment for the service is denied, reduced or terminated.

1.59 “Medicare”
Part A, B and D of the insurance program established by the Health Insurance for
the Aged Act, Title XVIII of the Social Security Amendments of 1965 as then
constituted or later amended as amended by 42 U.S.C. Sections 1394, et seq. and
as later amended.

1.60 “Member”
Any Subscriber or Dependent or Qualified Beneficiary who enrolled for
Coverage under this Agreement in accordance with its terms and conditions.

1.61 “Member Advisory Committee”
The Committee which the Plan has organized to permit Members to make
suggestions about the policies and operations of the Plan.

1.62 “Member Effective Date”
The date the Plan’s Medical Underwriting presents to the applicant that coverage
will begin, in accordance with the terms of this Agreement, which Coverage shall
begin at 12:01 a.m. on such date. :

1.63 “Mental Health and Substance Abuse Designee”
The organization, entity or individual that provides or-arranges Covered Mental
Health and Substance Abuse Services under contract to the Plan.

1.64 “Mental Health Condition(s)”
Any condition or disorder defined by categories listed in the most recent edition
of the International Classification of Diseases Manual and the Diagnostic and
Statistical Manual of Mental Disorders except for Chemical Dependency.

1.65 “Nanometrics”
Nanometric based therapeutics are products that wuse ultra-small
(nanometric/molecular-sized) electronic or mechanical devices.

1.66 “Non-Participating Provider”
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A Provider who has no direct or indirect written agreement with the Plan to
provide Health Services to Members.

1.67 “Officer”

The person holding the office of President and/or CEO or his or her designee.

1.68 “Orthotic Appliances and Prosthetic Devices”

Orthotic Appliances correct a defect of a body form or function, whereas
Prosthetic Devices aid body functioning or replace a limb or body part.

1.69 “Out-of-Network Rate (ONR)”

Except for Emergency services;

1.70

The Out-of-Network Rate for claims processed by the Plan shall be the lesser of
the Non-Participating Provider's billed charges or the current Medicare fee
schedule as determined by the Plan for the services and supplies rendered. If
there is no corresponding Medicare rate for the particular service, the Out-of-
Network Rate will be determined by the Plan.

The Out-of-Network Rate for non-facility claims processed by the Plan's
behavioral health vendor shall be the lesser of the Non-Participating Provider's
billed charges or the current Medicare fee schedule as determined by the Plan for
the services and supplies rendered. If there is no corresponding Medicare rate for
the particular service, the Out-of-Network Rate will be determined by the Plan.

The Out-of-Network Rate for facility claims processed by the Plan's behavioral
health vendor shall be the lesser of the Non-Participating Provider's billed charges
or the average amount the behavioral health vendor pays its Participating
Providers for the same service(s).

For Emergency services, the Out-of-Network Rate for claims processed by the
Plan shall be the Non-Participating Provider's billed charges. Contact the Plan
regarding the Out-of-Network Rate in such cases.

You are responsible for charges that exceed the Plan's Out-of-Network Rate for
Non-Participating Providers. This could result in You having to pay a significant
portion of Your claims. Balances above the Out-of-Network Rate do NOT apply
to Your [Deductible] [or] Out-of-Pocket Maximum. Please feel free to contact
the Plan regarding the Qut-of-Network Rate in such cases.

“Partial Hospitalization”

Physician directed intensive or intermediate treatment for less than twenty-four
(24) hours, but more than four (4) hours in a day, in a licensed or certified facility
Or program.

1.71 “Participating Provider”

A Provider who has entered into a direct or indirect written agreement with the
Plan to provide Health Services to Members. The participation status of
Providers may change from time to time.
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1.72

1.73

1.74

1.75

1.76

1.77

1.78

1.79

“peer-Reviewed Medical Literature”

A scientific study which has been published in the English language (mostly
American) medical literature only after review by academic experts for structure
of study and validity of conclusions, prior to acceptance for publication. Peer-
Reviewed Medical Literature does not include publications or supplements to
publications that are sponsored to a significant extent by a pharmaceutical
manufacturing company, a device manufacturing company, or health vendor.

“Physician”

Any Doctor of Medicine, “M.D.”, or Doctor of Osteopathy, “D.0.”, who is duly
licensed and qualified under the law of the jurisdiction in which treatment is
received working within the scope of his/her licensed authority.

“Plan”

Coventry Health and Life Insurance Company.

“Post-Service Appeal”

An appeal for which an Adverse Benefit Determination has been rendered for a
service that has already been provided.

“Pre-Existing Medical Conditions®

A limitation or exclusion of benefits relating to any medical condition for which
medical advice, diagnosis, care or treatment was recommended by, or received
from, a licensed Provider within the six (6)months immediately preceding the
Member’s Effective Date under the Agreement and extending for a period of not
more than twelve (12) months after the Effective Date or as to pregnancy existing
on the effective date of Coverage. Genetic information shall not be treated as a
preexisting condition in the absence of a diagnosis of the condition related to such
information.

Dependent children under the age of 19 are not subject to any Pre-Existing
Medical Conditions exclusions or limitations.
“Pre-Service Appeal”

An appeal for which an Adverse Benefit Determination has been rendered for a

service that has not yet been provided and requires Prior Authorization.
“Premium”

The monthly fee required from each Member in accordance with the terms of the

Agreement,

“Preventive Care Services”

Medical services (as defined by the United States Preventive Services Task Force
- with rating of "A" or "B", Advisory Committee on Immunization Practices of
the Centers for Disease Control and Prevention and comprehensive guidelines
supported by the Health Resources and Services Administration) provided to
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1.80

1.81

1.82

prevent or amrest the further manifestation of human illness or injury. These
services include, but may not be limited to:

¢  Periodic health evaluations, including tests and diagnostic procedures in
connection with routine examinations;

¢  Routine prenatal care;

e  Well-child care; and

e  Adult and child immunizations.

Preventive Care Services does not include any service or benefit intended to treat
an existing illness, injury, or condition.

“Provider/Provider Network”

A Physician, Hospital, SNF, Home Health Agency, hospice, pharmacy, podiatrist,
optometrist, chiropractor or other health care institution or practitioner, licensed,
certified or otherwise authorized pursuant to the law of the jurisdiction in which
care or treatment is received. Health care practitioners must be working within the
scope of their license/practice.

[“Qualified High Deductible Health Plan (“QHDHP”)”

A health plan with Deductible and out-of-pocket limits for individuals and
families that meets requirements under section 223 of the Internal Revenue Code.
The limits will be found in Your Schedule of Benefits (SOB).]

“Qualified Medical Child Support Order” (“QMCSO”)

A medical child support order, issued by a court of competent jurisdiction or
through an administrative process established under state law, which creates or
recognizes the existence of an Alternate Recipient's right to receive benefits for
which a Member is eligible under the Agreement in accordance with applicable
state and federal laws.

A “Medical Child Support Order” is any judgment, decree, or order (including
approval of a settlement agreement) which: (1) provides for child support with
respect to a Member's child under the Agreement or provides for health benefit
coverage to such child, is made pursuant to a State domestic relations law
(including community property law), and relates to benefits under the Benefits
Agreement; or (2) is made pursuant to a law relating to medical child support
described in Section 1908 of the Social Security Act.

Contact Member Services if You would like to see a complete copy of the
procedures for determining whether an order constitutes a QMCSO.

1.83 “Reconstructive Surgery”

Surgery which is incidental to an Injury, Illness or congenital anomaly when the
primary purpose is to restore normal physiological functioning of the involved
part of the body. (A congenital anomaly is a defective development or formation
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1.84

1.85

1.86

1.87

1.88

1.89

of a part of the body, when such defect is determined by the treating Physician to
have been present at the time of birth.) For the purpose of Coverage under the
Plan, Reconstructive Surgery on the opposite breast to restore symmetry,
including Prosthetic Devices/implants or reduction mammoplasty, is included in
this definition.

“Rider”

Any description of additional Covered Health Services attached to the Agreement.
Health Services provided by a Rider may be subject to payment of additional
Premiums. Riders are effective only when issued by the Plan and are subject to
all conditions, limitations and exclusions of the Agreement except for those that
are specifically amended.

“Schedule of Covered Services”

Description of Covered Services contained in the chart in Section 6.

“Semi-private Accommodations”

A room with two (2) or more beds in a Hospital. The difference in cost between
Semi-private Accommodations and private accommodations is Covered only
when private accommodations are Medically Necessary or when Semi-private
Accommodations are not available and when an exception has been made by the
Medical Director in advance of the admission. Exceptions may or may not be
granted by the Plan.

“Service Area”

The geographic area served by the Plan.

“Skilled Nursing Facility (SNF)”

A facility which operates pursuant to the law, provides inpatient skilled nursing
care under the supervision of a duly licensed physician, rehabilitation services or
other related Health Services; and is certified by Medicare. The term “Skilled
Nursing Facility” does not include a convalescent nursing home, rest facility, or
facility for the aged which furpishes primarily Custodial Care, including training
in activities of daily living or for the care of drug addicts or alcoholics or a facility
primarily used for the care and treatment of mental diseases or disorders, or
custodial or educational care.

“Specialty Care Physician/Specialist”

A Physician who provides medical services to Members within the range of a
medical specialty.

1.90 “Subscriber”

An applicant who has elected the Plan’s Coverage for himself and any eligible
Dependents through submission of an Application/Change Form and for whom,
Premiums have been received by the Plan.
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1.91

1.92

1.93

“Total Disability”

Complete inability of the Member to perform all of the substantial and material
duties of his or her regular gainful occupation, or complete inability of the
Member to engage in gainful employment or occupation for which he or she is or
becomes qualified by reason of education, training, or experience. For an
unemployed Dependent, Total Disability means complete inability of the Member
to engage in most of the normal activities of a person of like age and gender. The
disability, for Subscriber or Dependent, must require regular care and attendance
by a Physician who is someone other than an immediate family member.

“Urgent Care Appeal”

An Appeal that must be reviewed under an expedited Appeal process because the
application of non-Urgent Care Appeal time frames could seriously jeopardize:

e The life or health of the Member; or
o The Member’s ability to regain maximum function.

An Urgent Care Appeal also is an Appeal involving:
e Care that the treating Physician deems urgent in nature; or

o The treating Physician determines that a delay in the care would subject the
Member to severe pain that could not be adequately managed without the care
or treatment that is being requested.

“Urgent Care Services”

A condition that requires care which is an unexpected Illness or Injury that
requires prompt medical attention. Examples of Urgent Care conditions include
fractures, lacerations or severe abdominal pain. These conditions may also
constitute Emergencies in those situations that would lead a prudent layperson,
possessing an average knowledge of health and medicine, to believe immediate
medical care is required.

Urgent Care Services received while You are outside of the Service Area are
Covered when the requirements explained Section 7 of this COC are followed. If
these requirements are not followed Medically Necessary Urgent Care Services
will be Covered at the lower Qut-of-Network level of benefits. '

If possible, contact Your Physician prior to receiving getvices to ensure that the
Urgent Care Services will be Covered. However, failure to notify Your Physician
will not result in denial of Coverage. The records of Your Urgent Care visit will
be reviewed against the criteria as defined in Section 1.35 of this COC. If
Medically Necessary follow-up care related to the initial Urgent Care Service is
required, please contact Your Physician to be eligible for the In-Network level of
benefits.

If a condition requiring Urgent Care develops, a Member may go to the nearest
Urgent Care center or Physician's office. The Plan will provide Coverage at the

AR _PPOCOCIND_09.23.10_ CHL Approved

[xx/xx/xxxx ]
Page 21 of 103




In-Network benefit level for a condition requiring urgent care that occurs when
the Member is temporarily out of the Service Area under the following
conditions:

e The Member's medical condition does not permit the Member's retum
to the Service Area for treatment; and

o The reason for being outside the Service Area is for some purpose
other than the receipt of treatment for a medically related condition.

When this occurs, services will be Covered until the medical condition permits
travel or transport back to the Service Area. However, the Plan must be notified
by the Member of the treatment within forty-eight (48) hours, condition
permitting.

If you are a Member attending college outside of the Service Area, you are
required to return to the Service Area and obtain routine and follow-up care from
Participating Providers to be eligible for payment at the In-Network benefit level
for those Health Services.

1.94 “You or Your”
A Member Covered under this COC.
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2.2

SECTION 2
USING YOUR BENEFITS

Membership Identification (ID) Card

Every Member receives a membership ID card. Carry Your ID card with You at
all times, and present it whenever You receive Health Services. If Your ID card is
missing, lost, or stolen, contact the Member Service Department at the telephone
number or web site listed in the Schedule of Important Numbers to obtain a
replacement. If Your Dependents are Covered, You will receive one or more
additional ID card(s). Enrolled Dependents are listed on ID cards. Your ID card is
needed so Providers will bill the Plan and not You for charges other than
Copayments, Coinsurance, and non-Covered Services. Each Member must show
his or her ID card every time Health Services are requested from Providers. The
ID card is needed for Providers to bill the Plan for charges other than Copayments,
Coinsurance, and non-Covered Services. If You do not show Your ID card, the
Providers have no way of knowing that You are part of the Plan, and You may
receive a bill for Health Services. '

Possession and use of an ID card is not an entitlement to Coverage. Coverage is
subject to verification of eligibility and all the terms, conditions, limitations and
exclusions set out in the Agreement.

Health Services Rendered by Providers

Subject to the terms, conditions, exclusions and limitations of the Agreement, a
Member is entitled to Coverage for Health Services described in this COC and the
Schedule of Benefits if such services (a) are Medically Necessary and (b) are
provided by or under the direction of Your Provider and (c) Authorized in
advance on behalf of the Plan. (See Section 6, Covered Services, for information
on the services requiring Authorization.) The telephone number for prior
Authorization is stated in The Schedule Of Important Telephone Numbers And
Addresses, which is attached to this COC, and on the back of any Member's 1D
card. Please remember that as a Member of a PPO plan, you have the option of
receiving your Health Services on either an In-Network basis from Participating
Providers or on an Out-of-Network basis from Non-Participating Providers.
However, benefits for Health Services rendered by a Non-Participating Provider
will be paid at a lower level than those rendered by a Participating Provider. If
you consult an Out of Network Provider, the difference between the Plan’s Out of
Network Rate and the Provider’s billed charges does not apply to the Deductible.
Participating Providers are contractually obligated to file all claims for You.

With respect to transplants, subject to the terms, conditions, exclusions and
limitations of the Agreement, a Member is entitled to transplants as described
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Section 6 of this COC and the Schedule of Benefits if such transplants (a) are
Medically Necessary and (b) ordered by a Coventry Transplant Network
Physician and (c) provided at or arranged by a Coventry Transplant Network
Facility and (d) Authorized in advance on behalf of the Plan in accordance with
the Plan's transplantation guidelines. The telephone number for prior
Authorization is stated in The Schedule Of Important Telephone Numbers And
Addresses, which is attached to this COC, and on the back of any Member's ID
card.

In order to access Your In-Network Benefits You must select a Participating
Provider. Tt is Your responsibility to ensure that the Provider is Participating with
Your Plan. This is true for each Provider from whom You may receive Health
Services in the course of an entire treatment plan. For example, if You need
Health Services and want the highest level of Coverage, You must utilize a
Participating Physician. After the Participating Physician has examined You, he
or she may recommend that You see a particular specialist. That specialist may or
may not be a Participating Physician. If You accept the recommendation, and the
specialist is not a Participating Physician, then the Health Services You received
from the first Physician would be Covered at the (higher) In-Network Benefit
level, and the Health Services You received from the specialist would be Covered
at the (lower) Out-of-Network Benefit level. Additionally, Providers do not have
the authority to independently bind the Plan to Coverage for non-Covered medical
services.

In the event that specific Health Services cannot be provided by or through a
Partjcipating Provider, You may be eligible for Coverage of Eligible Expenses at
the In-Network level for Medically Necessary Health Services obtained through
non-Participating Providers if Authorized in advance through the Plan. A
Member is entitled to benefits at the In-Network benefit level for Health Services
from a Non-Participating Provider only in the case of an Emergency or if a
particular Medically Necessary Health Service is not available from a
Participating Provider. When Health Services are not available from a
Participating Provider, the Plan shall make a referral to an appropriate Provider,
pursuant to a freatment plan approved by the Plan in consultation with Your
Physician, the Non-Participating Provider and the Member or the Member's
designee. The Member will incur no additional cost beyond what the Member
would otherwise pay for Health Services received from a Participating Provider.

Coverage for Health Services is subject to timely payment of the Premium
required for Coverage under the Plan and payment of the Copayment specified for
any service. :

2.3  Prior Authorization
It is Your responsibility to ensure all Prior Authorizations have been obtained prior
io receiving services. Participating Providers are responsible for obtaining
Authorization from. the Plan. Members arc responsible for verifying that the
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requested Health Services are Covered under their Plan, and that the required prior
Authorization has been granted before receiving the Health Services, when non-
Participating Providers are utilized. A verbal Authorization will be confirmed by
written Authorization, facsimile transmission, or verbally by means of an
Authorization number. Prior Authorization is required for, but is not limited to the
following Health Services:

e All Hospital admissions, including observations;

e All admissions to SNF or inpatient specialty care programs such as
rehabilitation; hospice; Mental Health and Substance Abuse;

e Surgical procedures at an outpatient or surgical center;

e Outpatient Mental Health and Substance Abuse Services;
e Pain management, including epidural, facet and trigger point injections;
. Transpla.nts (all phases)

e Rehabilitation/therapy: cardiac, occupational, physical, pulmonary, speech;

The following outpatient diagnostics/services:

e Bone mineral density (all types)

¢ High level imaging, such as CT scans, MRI/MRA, PET and PET CT scans;
e Cardiac nuclear scans and advanced cardiac imaging; |

o Hysteroscopy

e Advanced radiation therapy such as brachytherapy, intense modulated
radiotherapy (IMRT), and Proton Beam treatment;

e Chiropractic Services;

» Chemotherapy (off label use only);

e Clinical trials;

e Dialysis;

¢ Purchased DME over $250 and all rental equipment;
¢ Experimental or investigational treatments/services;

s Genetic testing, and treatment for genetic disorders;

e All pregnancy related services;
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2.4

2.5

e Ancillary services (including Home Health Care Services, home hospice care,
non-Emergency ambulance transfer, Orthotics, and Prosthetics);

o Infertility Services;

e Injectable medications and in-home infusion therapy;
o Implants and related Health Services;

e Lesion removal in office or facility;

e Hyperbaric treatment and;

o Sclerotherapy.

Please be aware the above is not an all inclusive list. See Section 6 or call
Member Services at the number listed in the Schedule of Important Phone
Numbers and Addresses for additional information.

Additional Health Services not Covered under the original Authorization will be
Covered only if a new Authorization is obtained. All Health Services identified in
this COC are subject to all of the terms, conditions, exclusions and limitations of
the Plan, even if the Participating Provider obtains an Authorization.

Please refer to Section 6 for a complete list of Health Services requiring Prior
Authorization.

Second Opinion Policy

A Member may seek a second medical opinion or consultation from other
Physicians at no additional cost to the Member beyond what he would otherwise
pay for an initial medical opinion or consultation. In the event that Member
chooses to seek a second medical opinion and the Plan does not employ or contract
with another Physician with the expertise necessary to provide a second medical
opinion, then the Plan will arrange for a referral to a Physician with the necessary
expertise to provide a second medical opinion. In such a case, the Member shall
obtain the second medical opinion at no greater cost than if the benefit were
obtained from a Participating Provider. The Member may also solicit a second
opinion from a Non-Participating Physician of his choice. In this case, the second
opinion visit will be Covered at the lower Out-of-Network level of benefits.
Second medical opinions or consultations will be subject to all of the terms,
conditions, exclusions and limitations of the Plan.

Authorization

Coverage for certain Health Services set forth in the Schedule of Benefits obtained
requires prior Authorization through the Plan. Members are responsible for
verifying that the requested Health Services are Covered under their Plan, and the
required prior Autherization has been granted before receiving the Health Services.
For all other care, You may make an appointment directly with the designated
Provider to obtain the Covered Services unless an Authorization is otherwise
required in the Schedule of Covered Services. To receive Coverage at the In-
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2.6

Network benefit level for Health Services from a Provider referred by Your
Physician, it is Your responsibility to confirm participation in the Plan.

The Plan will not retract an approved Authorization after the Health Service has
been provided unless:

o Such Authorization is based on a material misrepresentation or omission about
the treated person’s health condition or the cause of the health condition; or

o The health benefit plan terminates before the Health Service is provided; or

¢ The Member Coverage under the Plan terminates before the health care
services are provided.

Participating Providers do not have the authority to independently bind The Plan to
Coverage for medical services that are not Covered Services as described in this
COC or mandated by state law. Questions regarding Coverage for services or
Provider participation status should be directed to the Plan, not Your Participating
Provider. To verify Coverage of services or Provider participation status, please
contact Member Services.

Coverage for Pre-Existing Medical Conditions

Pre-existing Medical Conditions are those condition for which You received
medical advice, diagnosis, care, or treatment from an individual licensed or
similarly authorized to provide such services under applicable state law within the
six (6) month period prior to Your Effective Date. Pre-existing Medical
Conditions may affect Your Premium, may result in derial of Your application, or
the Plan may deny Coverage for them for a period of time after Your Effective
Date. If You are accepted for Coverage, Your Premium will be calculated to
include any Pre-existing Medical Condition that You disclosed on Your
Application/Change Form and such conditions will be Covered under the terms of
Your Agreement beginning on Your Effective Date. If you fail to disclose a Pre-
existing Medical Condition(s) on your Application/Change Form and You are
accepted for Coverage, the Plan may do one of the following:

1. For omissions determined to be fraud as explained in Section 5, the Plan
may:

» terminate Coverage for You and/or all of Your enrolled Dependents at
11:59 p.m. upon the date set forth in the notice of termination to the
Subscriber. Such termination may occur back to Your Effective Date;
or

e reevaluate Your medical history and revise Your Premium for
Coverage. Such change in premium rate may be enforced back to Your
Effective Date.

2. For omissions determined not to be fraud, the Plan may exclude Coverage
for products and services related to Your Pre-Existing Medical Condition
for a period not longer than twelve (12) months after Your Effective Date-
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2.7

2.8

Copayments, Coinsurance, and Deductibles

You are responsible for paying Copayments, Coinsurance, and/or Deductible to
Providers at the time of service. You must pay Deductible amounts before
applicable benefits will be reimbursed to Providers on Your behalf. Specific
Copayments, Coinsurance amounts and Deductibles are listed in the Schedule of
Benefits.

A copayment may be either a defined dollar amount or a percentage of Eligible
Expenses. The total amount a Member pays in Copayments is subject to an
Annual Out of Pocket Maximum, as described in the Schedule of Benefits.

Qut-of-Network Rates

Except for Emergency services,

The Out-of-Network Rate for claims processed by the Plan shall be the lesser of
the Non-Participating Provider's billed charges or the current Medicare fee
schedule as determined by the Plan for the services and supplies rendered. If
there is no corresponding Medicare rate for the particular service, the Out-of-
Network Rate will be determined by the Plan.

The Out-of-Network Rate for non-facility claims processed by the Plan's
behavioral health vendor shall be the lesser of the Non-Participating Provider's
billed charges or the current Medicare fee schedule as determined by the Plan for
the services and supplies rendered. If there is no corresponding Medicare rate for
the particular service, the Qut-of-Network Rate will be determined by the Plan.

The Out-of-Network Rate for facility claims processed by the Plan's behavioral
health vendor shall be the lesser of the Non-Participating Provider's billed charges
or the average amount the behavioral health vendor pays its Participating
Providers for the same service(s).

For Emergency services, the Out-of-Network Rate for claims processed by the
Plan shall be the Non-Participating Provider's billed charges.

You are responsible for charges that exceed the Plan's Out-of-Network Rate for
Non-Participating Providers. This could result in You having to pay a significant
portion of Your claims. Balances above the Out-of-Network Rate do NOT apply
to Your [Deductible] [or] Out-of-Pocket Maximum. Please feel free to contact
the Plan regarding the Out-of-Network Rate in such cases.

WARNING, LIMITED BENEFITS WILL BE PAID WHEN NON-
PARTICIPATING PROVIDERS ARE UTILIZED. You should be aware that
when You utilize the services of a Non-Participating Provider for a Covered
Service, benefit payments to such Non-Participating Provider arc not based on the
amount billed. The basis of Your benefit payment will be determined according to
Your insurance policy. YOU CAN EXPECT TO PAY MORE THAN THE
COINSURNACE AMOUNT DEFINED IN THE POLICY AFTER THE
PLAN HAS PAID ITS REQUIRED PORTION AS NON-PARTICIPATING
PROVIDERS MAY BILL MEMBERS FOR ANY AMOUNT UP TO THE
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BILLED CHARGE AFTER THE PLAN HAS PAID ITS PORTION OF THE
BILL. Participating Providers have agreed to accept discounted payments for
services with no additional billing to the Member other than Coinsurance and
Deductible amounts. Additionally, there may be occasions when You will be
required to pay the Non-Participating Provider directly for Covered Health
Services rendered. You may obtain further information about the Participating
status of Providers and information on out-of-pocket expenses by calling Member
Services at the number listed in the Schedule of Important Numbers.

The examples below illustrate how ONR works:

Assume Your Hospital Coinsurance is 20%, the Hospital bill is $5,000 (actual
charges), and the ONR for the Hospital is $3,000. In this example, the Plan would
not take into account $2,000 of the $5,000 Hospital bill, because it exceeds the
$3,000 ONR. The Plan would pay 80% of the $3,000 ONR, which is $2,400. You
would pay 20% of the $3,000 ONR, which is $600, PLUS the $2,000 of actual
charges that exceed the $3,000 ONR, for a total cost to You of $2,600. Please note
that any payments You make in excess of the ONR do not count towards Your
Deductible or Out of Pocket Maximum.

Assume Your Specialist visit Copayment is $50. The Specialist’s bill is $140
(actual charges) and the ONR for the Specialist is $80. In this example, The Plan
would not take into account $60 of the Specialist’s bill because it exceeds the $80
ONR. The Plan would pay $30 (the ONR minus Your Copayment amount). You
would pay the $50 Copayment PLUS the $60 of actual charges that exceed the $80
ONR, for a total cost to You of $110. Please note that any payments You make in
excess of the ONR do not count towards Your Deductible or Out of Pocket
Maximum.

Please see Your Schedule of Copayments for the Qut-of-Network Rates (ONR) for
Your plan.

By way of contrast, the examples below illustrate how In-Network Covered
Services would be paid:

Assume Your In-Network Hospital Coinsurance is 20%, the Hospital bill is $5,000
(actual charges), and the contracted rate for the Hospital is $3,000. In this example,
the Plan would not take into account $2,000 of the $5,000 Hospital bill, because it
exceeds the $3,000 contracted rate. The Plan would pay 80% of the $3,000
contracted rate, which is $2,400. You would pay 20% of the $3,000 contracted
rate, which is $600. The amount in excess of the contracted rate would not be Your
responsibility.

Assume Your Specialist visit Copayment is $50. The Specialist’s bill is $140
(actual charges) and the contracted rate for the Specialist is $80. In this example,
the Plan would not take into account $60 of the Specialist’s bill because it exceeds
the $80 contracted amount. The Plan would pay $30 (the contracted rate minus
Your Copayment amount). You would pay the $50 Copayment. The amount in
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excess of the contracted rate would not be Your responsibility.

2.9 Out-of-Pocket Maximum

The Individual Out-of-Pocket Maximum is a limit on the amount You must pay
out of Your pocket for specified Covered Services in a Contract Year. The
Family Out-of-Pocket Maximum is a limit on the amount Your family must pay
out of pocket for specified Covered Services in a Contract Year. The Family Out-
of-Pocket Maximum is comprised of the combined charges paid by You and Your
family.

Once the Out-of-Pocket Maximum is met, Covered Services are paid without any
Copayment or Coinsurance for the remainder of the Contract Year,

2.10 [Maximum Lifetime Benefit

The Maximum Lifetime Benefit payable by the Plan per Member, if applicable, is
listed in the Schedule of Benefits. ]

2.11 [Qualified High Deductible Health Plans
If You have a QHDHP, be aware of the following:

s Pharmacy services apply to the medical Deductible. You must satisfy the
medical Deductible before benefits apply. Once the Deductible is
reached, You may have Copayments and Coinsurance;

e The Deductible does not apply to Preventive Care Services. Benefits
apply before the Deductible is satisfied. You may have a Copayment or
Coinsurance;

e Copayments do not apply once the maximum out of pocket has been
reached.

Be sure you consult Your Schedule of Benefits for information regarding
Copayments, Coinsurance and Deductibles. ]

2.12 Participating Provider Terminations

The Plan or a Participating Provider may end his/her/its relationship with the
other. The Plan does not promise that any specific Participating Provider will be
available to-render services to a Member. The Plan or a Participating Provider
may end its relationship with the other after having supplied proper notice under
applicable law. Upon the issuance or receipt of such a notice, the Plan will
provide a written notice within thirty-one (31) days to all Members who are
patients seen on a regular basis by the Participating Provider whose contract is
terminating.

Notwithstanding the above, if the continuation of care by a terminated
Participating Provider is Medically Necessary and in accordance with reasonable
medical prudence, including circumstances such as disability, pregnancy, or life-
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threatening Illness, You may continue to be Covered for otherwise Covered
Services by that Provider if You are:

1. Under active treatment for a particular Injury or Illness. You will continue to
receive Covered benefits from the treating Provider for such Injury or Hlness
for a period of one hundred twenty (120) days from the date of notice of
termination;

2. In the second trimester of a pregnancy to continue care with a treating
Provider until completion of postpartum care;

3. Being treated at an inpatient facility. You will be allowed to remain at the
facility until You are discharged.

The provisions above shall apply only if the treating Provider or inpatient facility
agrees to continue to be bound by the terms, conditions and reimbursement rates
of the Provider’s agreement with the Plan.

During such period of continuation coverage, You shall not be liable to the
Provider for any amounts owed for medical care other than Copayments specified
under the terms of the Agreement.

2.13 How to Contact the Plan

Throughout this Agreement, You will find that the Plan encourages You to
contact the Plan for further information. Whenever You have a question or
concern regarding Covered Services or any required procedure, please contact the
Plan at the telephone number or web site on the back of Your ID card.

Telephone numbers and addresses to request review of denied claims, register
Complaints, place requests for prior Authorization, and submit claims are listed in
the Schedule of Important Telephone Numbers And Addresses included in this
Agreement.

2.14 Provider Hold Harmless

Participating Providers agree that in no event, including but not limited to
nonpayment by the Plan or intermediary, insolvency of the Plan or intermediary,
or breach of this Agreement, shall the Participating Provider bill, charge, collect a
deposit from, seck compensation, remuneration, or reimbursement from, or have
any recourse against a Member or a person, other than the Plan or intermediary,
acting on behalf of the Member for services provided pursuant to this Agreement.
This Agreement shall not prohibit the Provider from collecting Coinsurance,
Deductibles or Copayments, as specifically provided in the Schedule of Benefits,
or fees for non-Covered Services delivered on a fee-for-service basis to You. The
Provider Hold Harmless agreement shall not prohibit a Provider, and You from
agreeing to continue services solely at Your expense, as long as the Provider has
clearly informed You that the Plan may not cover or continue to cover a specific
service or services. Except as provided herein, this agreement does not prohibit
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the Provider from pursuing any available legal remedy, including but not limited
to, collecting from any insurance carrier providing Coverage to a Covered person.
Please be advised that the Provider “hold harmless” language does not apply to
Out-of-Network (Non-Participating) Providers.

2.15 Plan Has Authority to Grant Coverage

Only Medically Necessary services are Covered under the Agreement. The fact
that a Physician or other Provider has performed or prescribed a procedure or
treatment, or the fact that it may be the only available treatment for an Injury,
Illness or substance abuse, or mental Illness does not mean that the procedure or
treatment is Covered under the Agreement. The Plan shall have the right, subject
to Your rights in this COC, to interpret the benefits of the COC and attached
Riders, and other terms, conditions, limitations and exclusions set out in the
Agreement in making factual determinations related to the Agreement, its
benefits, and Members; and in construing any disputed or ambiguous terms. In
accordance with all applicable law, the Plan reserves the right at any time, to
change, amend, interpret, modify, withdraw or add benefits to, or terminate this
Plan. The Enrolling Unit will be given the proper written notice upon any
termination or change in Coverage as required by applicable law. Any
termination of the Agreement must be in accordance with Section 5 of this COC.
The Plan may, in certain circumstances, cover services that would otherwise not
be Covered. The fact that the Plan does so in any particular case shall not in any
way be deemed to require it to do so in other similar cases.

2.16 Coverage for Services by Non-Participating Providers

If You wish to request that the Plan consider reimbursing You for Covered Health
Services provided by Non-Participating Providers, You must submit a Non-
Participating Provider claim form to the Plan. The Provider may agree to complete
and file the claim form for You. If not, You may obtain a Non-Participating claim
form from either the Provider or from the Member Services Depariment. If the
claim form is not furnished before the expiration of fifteen (15) days after You
receive notice of any claim under the policy, You shall be deemed to have
complied with the requirements of the policy as to proof of loss upon submnitting,
within the time fixed in the policy for filing proof of loss, written proof covering
the occurrence, character, and extent of the loss for which claim is made. The Plan
requests that You file the Non-Participating Provider claim within ninety (90) days
from date of service. However, failure to file the claim within the ninety (90) day
period shall not invalidate or reduce the claim, if it was not reasonably possible to
provide notice or proof within the ninety (90) days provided such proof is
furnished as soon as reasonably possible and in no event, except in the absence of
legal capacity of the claimant, later than one (1) year from the time proof is
otherwise required. A claim will not be denied based upon the Member’s failure to
submit a claim within the ninety (90) day period unless the failure operates to
prejudice the rights of the Plan.
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SECTION 3
ENROLLMENT AND ELIGIBILITY

3.1 Eligibility

3.11

Subseriber Eligibility - To be eligible to be enrolled You must:

A. Meet all eligibility requirements set forth in this Certificate of
Coverage;

B. Be under the age of 65 and not eligible for Medicare;

C. Be a resident of Arkansas residing in the Plan’s Service Area;,

D. Meet the medical underwriting requirements as explained in
Section 3.4 below; and

E. Hold a checking or savings account at a banking institution and

agree to direct debit of Your premium payment; and

F. Complete and submit to the Plan such applications or forms that the
Plan may reasonably request

Notification of Acceptance and Effective Date of Coverage. Once the
Plan receives a completed Application Form and approves the enrollment,
The Plan will send You a notification of acceptance notifying You that
Your application has been accepted for enrollment in CoventryOre. You
will not be enrolled in CoventryOne unless and until You receive such
notice. The notice of acceptance renders all terms and conditions of the
Contract binding on the Plan, the Subscriber and any accepted Dependent
Members. Your payment of the applicable Premium is considered to be
your acceptance of Coverage. Coverage shall become effective on the
Member Effective Date indicated in the notification of acceptance the Plan
sends to You.

3.1.2 Dependent Eligibility - To be eligible to be enrolled under this
Agreement as a Dependent, an individual must:
A. Be under the age of 65, and not eligible for Medicare;
e Be the lawful spouse of the Subscriber or be a child of the Subscriber
or the Subscriber’s spouse including:

. Children up to the age of twenty-six (26) who are cither the
birth children of the Subscriber or the Subscriber’s spouse or
legally adopted by or placed for adoption with the Subscriber
or Subscriber’s spouse;

. Children under age twenty-six (26) for whom the Subscriber or
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the Subscriber’s spouse is required to provide health care
coverage pursuant to Qualified Medical Child Support Order;

. Children under age twenty-six (26) for whom the Subscriber
or the Subscriber's spouse is the court-appointed legal
guardian; and

. Children twenty-six (26) or older who are either the birth or
adopted children of the Subscriber or the Subscriber’s spouse,
are mentally or physically incapable of earning a living and
who are chiefly dependent upon the Subscriber for support and
maintenance, provided that: the onset of such incapacity
occurred before age twenty-six (26), proof of such incapacity
is furnished to the Plan by the Subscriber upon enroliment of
the person as a Dependent child or at the onset of the
Dependent child’s incapacity prior to age twenty-six (26) and
annually thereafter.

B. Notwithstanding the above, a common law spouse qualifies as a
spouse under this Agrecment only if his or her spousal status is
affirmed by a court of competent jurisdiction. A domestic partner
qualifies as a spouse under this Agreement only by an attached
Rider.

C. Meet the medical underwriting requirements as explained in

Section 3.4 below.

3.2 Persons Not Eligible to Enroll

3.2.1

3.2.2

A person who fails to meet the eligibility requirements specified in this
Agreement shall not be eligible to enroll or continue enrollment with the
Plan for Coverage under this Agreement.

A person whose Coverage under this Agreement was terminated due to a
violation of a material provision of this Agreement and non-payment of
preriums shall not be eligible to entoll with the Plan for Coverage under
this Agreement.

3.3 Enrollment

3.31

Enrollment Due to New Dependent Eligibility. Subject to the
conditions set forth below, a Subscriber and his or her Dependents may
apply for Coverage if the Subscriber has acquired a Dependent through
marriage, birth, adoption or placement for adoption.

A. New Spouse Acquired Through Marriage. If You get married and
your new Spouse applies for Coverage, an Application Form must be
submitted to the Plan. The Application Form for Your ncw spouse is
subject to medical underwriting criteria. This means that if Your new
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3.4

37

spouse does not meet medical underwriting standards, his or her
application for Coverage will be declined. Please see Section 3.4 for
information on medical underwriting.

B. Special Enrollment for Newborns and Adopted Children.

Dependents shall be Covered under this Agreement as stipulated provided
that a child born to You is automatically Covered for the treatment of
Injury or Illness, including medically diagnosed congenital defects, birth
abnormalities, prematurity and routine nursery care. Application and-
applicable Premiums to add the child as a Dependent must be furnished
within ninety (90) days from the date of birth. In the case of adoption, the
Dependent is Covered from the date of birth, if a petition for adoption is
filed within sixty (60) days from the date of birth. Any additional
applicable Premiums will apply.

332 Court Ordered Coverage. A court has ordered coverage be provided for
a spouse or minor child under a Covered employee’s health benefit plan

Medical Underwriting

Your eligibility and Premium rates for Coverage under the Agreement are based
on health-related factors, but not including genetic testing. An evaluation of Your
medical history will determine the Plan’s approval of Your enrollment request
and Your final Premium rates for Coverage.

The Plan determines the approval of Your application based on review of Your
answers on Your Application Form’s medical questionnaire. If the Plan needs
minor clarification, You will be sent an additional questionnaire and asked that
You or Your Dependents complete the form. If detailed information is needed,
the Plan will request medical information from the Provider that You listed on
Your Application Form or on any additional information You provided. The Plan
will any pay fees associated with the procurement of medical records.

If additional information is requested and is not received within forty-five (45)
days, the application will be denied.

Notification of Change in Status.

A Subscriber must notify the Plan of any changes in status or the status of any
Dependent within thirty-one (31) days after the date of the qualifying event. This
notification must be submitted on a written Application/Change Form to the Plan.
Events qualifying as a change in status include, but are not limited to, changes in
address, employment, divorce, dependency status, Medicare eligibility or coverage
by another payer. The Plan should be notified within a reasonable time of the
death of any Member.
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SECTION 4
EFFECTIVE DATES

4.1 Effective Dates
A.  Notification of Acceptance and Effective Date of Coverage. Once the Plan

receives a completed Application Form and approves the enrollment, a
notification of acceptance will be sent to the Subscriber notifying the
Qubscriber that the Plan has accepted the application for enrollment in
CoveniryOne. The Subscriber and Dependents will not be enrolled in
CoventryOne unless and until the Subscriber has received such notice,
The notice of acceptance renders all terms and conditions of the Contract
binding on the Plan, the Subscriber and any accepted Dependent
Members. Your payment of the applicable Premium is considered to be
your acceptance of Coverage. Coverage shall become effective:

1.

In the case of marriage, the first (1) day of the first (1™ calendar
month following the Plan’s approval;

In the case of a Dependent's birth, the date of such birth;

In the case of a Dependent's adoption, the earlier of the date of the
final adoption decree or the date of placement in the home; or

In the case of a Qualified Medical Child Support Order, the later

of:

(@)  the first (1™) day of the month following receipt of the
Application Form and approval for enroliment; or

(b)  the Coverage date specified in the order.

If no date is specified in the order, Coverage shall be effective the

later of:

(i)  the first (1%) day of the month following receipt of the
Application Form and approval for enrollment; or

(i)  the date the order is issued by the court.

4.2 Effective Date for Subscribers.

The Plan will notify You when Your application for enrollment in CoventryOne
has been accepted. You will not be enrolled in CoventryOne unless and until You
receive such notice. The Plan will generally approve or decline Your enrollment
request within thirty-one (31) days of the Plan’s receipt of Your completed
Application Form.

Once Your application has been accepted, Coverage shall become effective at
12:00 a.m. on the day specified in the Plan’s notice to You.
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4.3

Member Effective Date for Dependents.

Dependents who are special enrollees may apply for Coverage as noted in Section
3.3 above, and such Coverage shall be come effective as noted above and in the
notice of acceptance.

A child born to You is automatically Covered for the treatment of Injury or
Tllness, including medically diagnosed congenital defects, birth abnormalities,
prematurity and routine nursery care. In the case of adoption, the Dependent is
Covered from the date of birth or the date of placement, if a petition for adoption
is filed within sixty (60) days from the date of birth or placement of the child.
Any additional applicable Premiums must be paid. Application and applicable
Premiums to add the child as Dependent must be furnished within ninety (90)
days.
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5.1

5.2

Term

SECTION 3
TERMINATION AND RENEWAL

The term of Coverage under the Agreement shall be for one (1) year from the
Qubscriber’s Effective Date, with subsequent annual renewals each Contract Year,
at the option of the Member, unless terminated as set forth in this Certificate of
Coverage.

Conditions for Termination of a Member's Coverage Under the Agreement

5.2.1

5.2.2

5.2.3

If Coverage is terminated due to non-payment of Premium, the Plan will
provide the Subscriber a grace period of thirty-one (31) days for the
payment of any Premium due after the first (1%) Premium payment date.
The Coverage may be terminated at the end of the grace period and the
services terminated as of the end of the period Covered by the last
premium payment. If Covered Services have been rendered during the
grace period, Subscriber will be responsible for either the Premium due or
+he value of services rendered, or claims for services may be denied by the

Plan.

The date specified by the Plan in written notice to the Member that all
Coverage will terminate because the Member knowingly provided the
Plan with false, material information in the written application, including,
but not limited to, information relating to another person's eligibility for
Coverage or status as a Dependent, or false, material information relating
to the Member's basis for obtaining Health Services or health status or that
of any Dependent. The Plan has the right to rescind Coverage back to the
initial Effective Date when a Member performs an act or omission that
constitutes fraud or an intentional misrepresentation of material fact.
(Please note that no statement voids the Coverage or reduces the benefits
after the Coverage has been in force for two (2) years from its initial
Effective Date, unless the statement was material to the risk assumed and
contained in a written application.) After this policy bas been in force for a
period of two (2) years during the lifetime of the Member (excluding any
period during which the insured is disabled), it shall become incontestable
as to the statements contained in the application.

The validity of the policy shall not be contested, except for non-payment
of Premium, after it has been in force for two (2) years from its date of
issue and no statement made by any person covered under the policy shall
be used in contesting the validity of the policy during those two (2) years,
unless it is contained in a written instrument signed by the person making
such statement.
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52.4

5.2.5

5.2.6

5.2.7

5.2.8

The date specified by the Plan in written notice to the Member that
Coverage will terminate because the Member permitted the use of his or
her ID card by any unauthorized person or used another person's ID card.

The date a Member no longer lives in the Service Area. The Subscriber is
responsible for notifying the Plan of the Member's move from the Service
Area. Coverage will terminate on the date of such move, even if the
required notice is not provided to the Plan. This Section does not apply to
the Dependent child of the Subscriber, as children are not required to live
in the Service Area to be enrolled under the Agreement. However,
Dependent children who live outside of the Service Area and are enrolled
must still follow all the terms and conditions of the Agreement to be
Covered for Health Services, except as is otherwise required by federal
and state laws and regulations relating to complying with a QMCSO.
Members may contact the Plan to coordinate provision of this care as
listed in the Schedule Of Important Telephone Numbers And Addresses,
or on the back of the Member's ID card.

The date the Plan receives written notice from the Subscriber instructing
the Plan to terminate Coverage of the Subscriber or any Member or the
date requested in such notice, if later. If the Member receives Covered
Services after the termination of Coverage, the Plan may recover the
contracted charges for such Covered Services, plus its costs to recover
such charges, including attorneys' fees.

The date the Member ceases to be eligible as a Subscriber or Enrolled
Dependent, as determined by the Plan. A Member may cease to be
eligible if, for example, one of the following events occurs: death of the
Subscriber, divorce or legal separation from the Subscriber, or loss of
Eligibility by an Enrolled Dependent who is a child (due to reaching the
limiting age, marrying, or otherwise failing to meet the definition of
Dependent). A child who is a Member through a QMCSO, or court
ordered legal guardianship, eases to be eligible on the earliest of the
following: a) the date the order is no longer in effect; or b) the date the
child has immediate and comparable Coverage under another plan; or c)
the date the employee who was ordered to provide health care Coverage
ceases to be eligible for Coverage.

In the event of the death of the Member, the proceeds payable to the
Member or his/her estate under this policy shall include premiums paid for
Coverage for the Member for any period beyond the end of the policy
month in which the death occurred. Unearned premiums shall be paid in
lump sum on a date no later than thirty (30) days after the proof of the
insured's death has been furnished to the Plan.

The date the Member enters active military service and terminates
Coverage. Coverage may continue at the option of the Member entering
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active military service. If the Member chooses to terminate Coverage,
upon notice to the company of termination, the pro rata unearmed
Premiums shall be refunded. The Member will be given the opportunity to
return to the same Coverage.

5.3 Termination of Coverage For Members

You shall no longer meet eligibility requirements upon the occurrence of any one
of the following events, or upon the Effective Date of the termination notice
provided (if applicable) for such event:

o At least thirty-one (31) days notice of termination of Your Coverage if You
no longer meet the cligibility requirements set forth in this Agreement,
including, without limitation, living outside the Service Area for a period
longer than permitted under this Agreement.

o At least thirty-one (31) days notice of the termination of Your Coverage due
to the non-payment of Premiums or supplemental charges (Copayments)
required for Hospital or medical services;

e At least thirty-one (31) days written notice if You participate in fraudulent or
criminal behavior, including but not limited to:

Performing an act or omission that constitutes fraud or intentional
misrepresentation if material facts including using Your ID card to obtain
goods or services which are not prescribed or ordered for You or to which
You are otherwise not legally entitled. In this instance, Coverage for the
Subscriber and all Dependents will be terminated.

Allowing any other person to use Your ID card to obtain services. If a
Dependent allows any other person to use his or her ID card to obtain
services, the Coverage of the Dependent who allowed the misuse of the
card will be terminated. If the Subscriber allows any other person to use
his or her ID card to obtain services, the Coverage of the Subscriber and
his or her Dependents will be terminated.

Threatening or perpetrating violent acts against the Plan, a Provider, or an
employee of the Plan or a Provider. In this instance, Coverage for the
Subscriber and all Dependents will be terminated.

Knowingly misrepresenting or giving false information on any
application form which is material to a Member’s eligibility for Coverage,
status as a Dependent, basis for obtaining Health Services, or health status.

5.4 Effect of Termination.

e If Your Coverage under this Agreement is terminated under this Section and
other Coverage is not available, all rights to receive Covered Services shall
cease as of the date of termination.

e ID cards are the property of the Plan and, upon request, shall be returned to
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the Plan within thirty-one (31) days of the termination of Your Coverage. ID
cards are for purposes of identification only and do not guarantee eligibility to
receive Covered Services.

e Your Coverage cannot be terminated on the basis of the status of Your health
or the exercise of Your rights under the Plan’s Complaint and Grievance
procedures. The Plan may not terminate an Agreement solely for the purpose
of effecting the disenrollment of an individual Member for either of these
reasons.

5.5 Discontinuation of Coverage

If the Plan decides to discontinue this COC, You will receive a written notice of
discontinuation at least ninety (90) days before the date the Coverage will be
discontinued and You will be offered the opportunity, on a guaranteed issue basis,
to purchase for You any other coverage offered by the Plan. If the Plan elects to
discontinue offering all health insurance coverage in the individual market, You
will Teceive a written notice of discontinuation at least one hundred and eighty
(180) days before the date the Coverage will be discontinued
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SECTION 6
COVERED SERVICES

The Plan covers only those Health Services and supplies that are (1) deemed Medically
Necessary, (2) Authorized, if Authorization is required, and (3) not excluded under the
exclusions and limitations set forth in Section 8. Health Services are Covered at a
reduced or standard percentage under the Out-of-Network benefit outlined in the
Schedule of Benefits when Medically Necessary, provided by a Non-Participating
Provider, and not excluded as described in Section 7.

The following section, Schedule of Covered Services, provides the Health Services and
supplies Covered under this Agreement. The schedule is provided to assist You with
determining the level of coverage and Authorization procedures, limitations, and
exclusions that apply for Covered Services when determined to be Medically Necessary,
subject to the exclusions and limitations set forth in Section 8 and any Copayments,
Coinsurance or Deductibles as outlined in Your Schedule of Benefits. All Prior
Authorizations and determinations referenced in the Schedule of Covered Services are
made by the Plan. If a service is Medically Necessary but not specifically listed and not
otherwise excluded, please contact the Plan to confirm whether the service is a Covered
Service.

The differences in Coverage between the In-Network and the Out-of-Network benefit
levels, including any Coinsurance, Copayment, o1 Deductible amount You are required to
pay for each Covered Health Service is stated in the Schedule of Benefits. The
Copayment amount You are required to pay for each Covered Health Service is stated in
the Schedule of Benefits. However, if a Member requires Emergency outpatient services
and supplies, the required Copayment for Emergency outpatient services and supplies
will not apply if Confinement occurs for the same condition within twenty-four (24)
hours.

The networlk of Participating Providers available to You under this Plan is listed in the
Provider Directory provided on the Plan website. The Provider Directory is given to
Members upon request, and is available on the Plan’s web site. It is therefore important
that You carefully review Your Provider Directory. Listing a particular Provider in the
Provider Directory is not a guarantee that the particular Provider will be participating at
the time You seek Health Services. You must verify the participation status of Providers
with the Plan before You obtain Health Services.

Except where noted, these Health Services are Covered when rendered by either
Participating or Non-Participating Providers. Please remember that Health Services
rendered by Non-Participating Providers will be Covered at the lower Out-of-Network
level and Authorized if Authorization is required.
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Please note that the Covered Services in the schedule below are subject to all applicable
Exclusions of this COC.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED

BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR
SUPPLY

CRITERIA AND COVERAGE
PROVIDED

AUTHORIZATION
REQUIREMENTS,
LIMITATIONS,

AND EXCLUSIONS

Allergy

Covered Service for allergy testing, diagnosis,
treatment, allergy serum, and the administration of
injections. Coverage is provided for allergy services
and supplies ordered by and provided by or under

be required,

Exclusions;

the direction of a Physician in the Provider's office.| Those non-Physician

allergy services or
associated expenses
relating to an allergic
condition including, but
not limited to,
installation of air filters,
air purifiers, or air
ventilation system
cleaning.

Prior Authorization may

Ambulance

Coverage is provided for Emergency ambulance
transportation, when transport by other means is
not medically safe, by a licensed ambulance
service to the nearest Hospital where Emergency
Health Services can be rendered.

Prior Authorization
required unless
emergent in nature.

All air or ground
ambulance transfer
between facilities
requires Prior
Authorization.

Exclusions:
Ambulance
absence of other

transportation on the
part of the Member is

Emergency ambulance
services are excluded

regardless of who

service.

transportation due to the

excluded. Non-Medical

requested the ambulance
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR
SUPPLY

CRITERIA AND COVERAGE
PROVIDED

AUTHORIZATION
REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS

Blood and Blood
Products

Covered Service for administration, storage, and
processing of blood and blood products in
connection with Covered services.

Those services and
associated expenses
related to personal blood
storage, unless
associated with a
scheduled surgery.
Additionally, fetal cord
blood harvesting and
storage is not a Covered
Service.

Breast Reconstruction

Coverage is provided for breast Reconstructive
Surgery and prosthesis following a Medically
Necessary mastectomy. As required by the
Women’s Health and Cancer Rights Act
(“WHCRA™), if You elect breast reconstruction
after a Covered mastectomy, benefits will be
provided for augmentation and reduction of the
affected breast, augmentation or reduction on the
opposite breast to restore symmetry, prosthesis,
and treatment of physical complications at all
stages of the mastectomy, including lymphedema.
This also includes nipple reconstruction. In lien of
surgery, Coverage is provided for external
Prosthetic Devices.

Prior Authorization
required.

Exc_lusions:

Reduction or
augmentation
mammoplasties
unrelated to a Medically
Necessary mastectomy.

Thete is no Coverage
for surgery performed
for removal of breast
implants that were
origimally implanted
solely for cosmetic
purposes.

Cardiac Rehabilitation
Therapy

Covered Service, but limited to treatment for
therapy conditions that in the judgment of Your
Physician and the Medical Director are subject to
significant improvement of Your condition through
relatively short-term therapy.

Prior Authorization
required.
Limitations:

Limited to 36 Phase 1T

visits in a 12-week
period.

Exclusions:

Phase I1I (maintenance
phase) Cardiac
Rehabilitation.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR
SUPPLY

CRITERIA AND COVERAGE
PROVIDED

AUTHORIZATION
REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS

Chemotherapy and
Radiation therapy

Standard chemotherapy and radiation therapy, for
the treatment of cancer.

Prior Authorization may
be required.

Experimental or
Investigational or non-
standard chemotherapy
or radiation therapy.

Child Health
Supervision Services

Coverage is provided for the periodic review of a
child’s physical and emotional status by a
Physician or pursuant to a Physician’s supervision.
A review shall include a history, complete physical
examination, development assessment, anticipatory
guidance, appropriate immunizations and
Jaboratory tests consistent with prevailing
standards, including testing for lead poisoning for
children under the age of six (6). Periodic reviews
are Covered (up to 20 visits) from the date of birth
through the age of eighteen (18) years at the
following intervals: birth, two weeks, two month,
four months, six months, nine months, twelve
months, fifteen months, eighteen months, two
years, yearly after age two years until age six (6),
and every two years after age six(6) up to age
eighteen (13).

Coverage is also provided for the treatment of

autism spectrum disorders for Members under
twelve (12) years of age.

Chiropractic Services

Medically Necessary and clinicaily appropriate
Chiropractic therapy is Covered.

Prior Authorization is
required.
Limitations:

The therapy rendered
must be within the

Chiropractor’s lawful
scope of practice.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED

BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Clinical Trials Coverage for routine patient care costs related to Limitations:

AR_PPOCOCIND_09.

phase I, II, T or IV clinical trials is limited to
cancer {reatment. The treatment shall be provided
in a clinical trial that either:

e Involves a drug that is exempt, under federal
regulations, from new drug application; or

e Is approved by the following:
1. One of the national institutes of health;

2. The Food and Drug Administration (FDA)
in the form of an investigational new drug
application;

3. The Veteran’s Administration or Defense
Department.

Routine patient care costs are those costs
associated with the provision of health care
services including services that are:

1. Typically provided absent a clinical trial;

2. Required solely for the provision of the
drug, medical device or service;

3, Required for the clinically appropriate
monitoring of the drug, medical device, or
service;

4. Provided for the prevention of
complication arising from the provision of
the drug, medical device, or service; and

Needed for the reasonable and necessary care
arising from the provision of the drug, medical
device, or service including the complications.

3.10_CHL

Prior Authorization will
be required by the Plan.

Coverage is based on
the commercial benefit
at the time the Member
is enrolled in a clinical
study at a participating
medical center. Should
a patient choose to
enroll in a study ata
non-participating center,
Coverage will be limited
to the level that would
be incurred at the
nearest participating
center in the Member’s
Service Area. Any case
that can be safely
delegated to
Participating Physicians,
in the event that the
Member is receiving
care by a Non-
participating Provider,
will be required to
receive the In-Network
benefit,

Exclusions:

The cost of any non-
health care services that
a member may require
in conjunction with the
clinical trial (e.g.
transportation, lodging,
custodial care) and the
administrative costs
associated with
managing the clinical
trial.

A%)proved

EiS3p.5:1p.v 0.0 1

Page 47 0of 103




COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR
SUPPLY

CRITERIA AND COVERAGE
PROVIDED

AUTHORIZATION
REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS

Clinical Trials (cont)

Coverage is excluded
for any clinical trials
treatment of cancer that
are not sanctioned by
the listed organizations.

Coverage for the cost of
investigational drug(s) is
excluded.

Coverage is also
excluded for services
not Covered under the
Member’s policy for
non-investigational
treatment (e.g. cosmetic
surgery, custodial care)
or costs in conjunction
with the clinical trial
(e.g. transportation,
lodging, custodial care).

Colorectal Cancer
Screening

Coverage is provided for a colorectal cancer
screening for Members who are fifty (50) years of
age and older, Members who are at high risk for
colorectal cancer according to the American
Cancer Society colorectal cancer screening
guidelines, and Members experiencing symptoms
of colorectal cancer as determined by their
Physician.

Screening shall include:

1. An annual fecal occult blood test; OR
2. An annual fecal immunochemical test in
conjection with a flexible sigmoidoscopy
every five (5) years; OR
3. A double-contrast barium enema every five
(5) years; OR
A colonoscopy every ten (10) years.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Contraceptive Devices | The insertion and removal of contraceptive

implants & TUD’s are covered. Contraceptive
supplies and devices obtained at a pharmacy are
determined by the applicable pharmacy Rider.

Cosmetic, Plastic and
Related Reconstructive
Surgery

Services are limited to the surgical correction of
congenital birth defects or the effects of discase or
Injury, which cause anatomical functional
impairment, when such surgery is reasonably
expected to correct the functional impairment. For
purposes of this Agreement, psychological or
emotional conditions do not constitute Medical
Necessity.

Prior Authorization
required.

Dental Services

Coverage benefit limited to the Emergency
treatment as a result of trauma resulting in fracture
of jaw or laceration of mouth, tongue, or gums.

Services are Covered for the removal of tumors

and cysts of the jaws, lips, cheeks, tongue, roof and
floor of the mouth, and removal of bony growths of
the jaw, soft and hard palate and Medically
Necessary reconstructive surgery of the jaw for
repair of traumatic injury.

Separate of, and in addition to, the accident-related
dental services described above, there shall also be
Coverage for the administration of general
anesthesia and Hospital charges for dental care
provided to the following Members when
Authorized m advance by the Plan and,

(1) A child under the age seven (7);

(2) A person with a diagnosed serious mental
or physical condition; or

3) A person with a significant behavioral
problem.

Limited benefit. Prior
Authorization required.

Exclusions:

Not a Covered Service
for the care, treatment,
filling, removal,
replacement, repair, or
artificial restoration of
the teeth (either natural
or artificial), root canal,
surgery for impacted
teeth, surgéry involving
structures directly
supporting the teeth,
dental implants or
orthodontia.

Removal of teeth due to
an Injury, prior to
radiation or for
radionecrosis is also not
a Covered Service.

General anesthesia and
facility charges do not
apply to treatment of
temporomandibular
joint disorders.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR
SUPPLY

CRITERIA AND COVERAGE
PROVIDED

AUTHORIZATION
REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS

Dental Services (cont.)

Those dental services
provided by a Doctor of
Dental Surgery,
“D.D.S.,” a Doctor of
Medical Dentistry
“D.M.D.” or a Physician
licensed to perform
dental related oral
surgical procedures
(including services for
overbite or underbite,)
whether the services are
considered to be
medical or dental in
nature except as
provided in this section.
Dental x-rays, supplies
and appliances
(including occlusal
splints and orthodontia).

Removal of dentiginous
cysts, mandibular tori
and odontiod cysts are
excluded as they are
dental in origin.

Dermatological
Services

Covered Service when necessary to remove a skin
lesion that interferes with normal body functions or
is suspected to be malignant.

Prior Authorization may
be required.

Exclusions:

The removal or
destruction of skin tags
is not Covered. Benign
pigmented nevi,
sebaceous cysts and

| seborrheic keratosis that

cause no functional
impairment are not
Covered.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED

BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION

SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,

AND EXCLUSIONS

Dialysis Covered Service for hemodialysis and peritoneal
services provided by outpatient or inpatient
facilities or at home. For home dialysis, equipment,
supplies, and maintenance will be a Covered
Service.

Diabetic Supplies Coverage includes Plan approved glucose meters Prior Authorization
(including those for the legally blind), insulin required for insulin
pumps, infusion devices and appurtenances thereto | pens, pumps, cartridges,
and self-management training (including medical extended education
nutrition counseling) used in connection with the classes, and glucose
treatinent of Type I, Type II and gestational meters.
diabetes. Limitations:

Coverage also includes diabetes self-management Di .
. . . . isposable insulin
training as Medically Necessary provided by an . .
appropriately licensed health care professional syringes, glucose strips,
’ and lancets are Covered
under a Pharmacy Rider
(if purchased).
Durable Medical Covered Service when determined to be necessary | Prior Authorization may
Equipment (DME) and reasonable for the treatment of an Illness or be required.

Injury, or to improve the functioning of a

inalformed body part, and when all of the gggtr};dre;;ooigﬁﬁﬁjg}
following circumstances apply: the Member.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED

BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Durable Medical (1) It can withstand repeated use; Exclusions:
Equ1tpment (DME) (2) It is primarily and customarily used to Durable Medical
(cont.) serve a medical purpose; Equipment that does not

(3) It is generally not useful to a person in
the absence of Illness or Injury;

(4) It is appropriate for use in the home; and

(5) Member is compliant with its use as prescribed
by the treating Physician.

There is Coverage for the initial rental and
purchase of Durable Medical Equipment when
Authorized in advance by the Plan, obtained from a
vendor or Provider selected or approved by the
Plan, and ordered by or provided by or under the
direction of a Provider for use outside a Hospital or
SNF. Coverage is provided for Durable Medical
Equipment that meets the minimum specifications
that are Medically Necessary.

Coverage includes, but is not limited to the
following: standard wheelchairs; standard
Hospital-type beds; Plan approved glucose meters;
continuous passive motion devices after surgery;
initial placement of elastic garments; oxygen and
the rental of equipment for the administration of
oxygen; mechanical equipment necessary for the
treatment of chironic or acute respiratory failure
(ventilators and respirators).

Coverage will be provided for replacement of
Durable Medical Equipment which has become
non-functional and non-repairable due to normal,
routine wear and tear, medical necessity, or
documented growth of a child. Modification costs
necessitated by change in the Member's medical
condition and considered by the Plan to be
Medically Necessary, are Covered.

serve a medical purpose
or cannot be used in a
Member’s home,
equipment that is
generally not useful to a
person without Illness,
Injury or diseases.

The purchase or rental
of supplies of common
household use such as
exercise equipment, air
purifiers, central or unit
air conditioners,
allergenic pillows or
mattresses and beds.

Over-the-counter
devices and/or supplies
(such as ACE wraps,
disposable medical
supplies, elastic
supports, finger splints,
Jobst and TEDS
stockings, and soft
cervical collars).

Advanced versions of
devices are not Covered.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Durable Medical Those repairs,
Equipment (DME) replacement, or
(cont.) maintenance costs for

any otherwise Covered
DME except as
provided as a Covered
service; maintenance
due to normal wear and
tear of items owned by
the Member; personal
comfort items, including
air conditioners,
humidifiers and
dehumidifiers, even
though prescribed by a
Physician, unless
defined as Covered
Services. This exclusion
also applies to
disposable medical
supplies, including but
not limited to, feedimg
bags, and feeding
syTinges.

However, modification
or replacement costs
necessitated by change
in the Member's medical
condition and
considered by the Plan
1o be Medically
Necessary, are Covered
if the original equipment
was Covered.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED

BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR
SUPPLY

CRITERIA AND COVERAGE
PROVIDED

AUTHORIZATION
REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS

Emergency Services

Covered Service as set forth in Section 1,35 and
7.1 below.

The Plan definition of “Emergency Services” is
found in the definition section.

Services and supplies furnished or required to
screen and stabilize an Emergency medical
condition provided on an outpatient basis at either
a Hospital or an Alternate Facility are Covered.
An additional Copayment will not apply if a
recurrent Emergency Room visit occurs for the
same condition within twenty-four (24) hours.

While Emergency
Services do not require
Prior Authorization
from or notification to
the Plan, You should
notify Your Physician
within 48 hours of the
onset of the Emergency
or the next business day
or as soon as physically
able.

Limitations:

If You are sent to
Surgery from the ER
and the facility bills as
Outpatient Surgery,
Your Outpatient Surgery
Copayment or
Coinsurance may apply.
Please refer to Your
Schedule of Benefits.

Eyeglasses and
Corrective Lenses

Not a Covered Service, except when necessary for
the first pair of select eyeglasses or corrective
lenses following cataract surgery performed while
You are enrolled with the Plan, Coverage is
provided for one (1) annual eye examination per
Member for the purpose of determining vision loss
or disease (including refraction) provided by the
Plan’s designated vision provider.

Limitations:

Coverage at the in-
network benefit level is
available only when
services are provided by
the Plan’s designated
vision provider.

Exclusions:

Those charges incurred
in connection with the
provision or fitting of
eyeglasses or contact
lenses, except for initial
placement immediately
after cataract surgery.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED

BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Genetic Counseling Covered Services include counseling and routine Prior Authorization
genetic tests performed by the Plan’s reference lab | required.
when a Member has delivered or suspected to Exclusions:
xclusions:

deliver an infant with suspected genetic
abnormalities.

Not covered to diagnose

multiple fetuses.
Genomics Genomics are Covered only by Prescription Rider | Limitations:
for the FDA indication and approved dosing. Covered only by
Prescription Rider.
Must be Prior
Authorized by the Plan,
Gynecological Coverage is provided for one annual self-referred | Exclusions:
Examinations well-woman examination for each female Member, .
. . , . Peripheral bone mass
including services, supplies and related tests by an ..
L2 . measurement testing 18
obstetrician, gynecologist or not Covered
obstetrician/gynecologist. )
Diagnosis, including bone mass measurement,
treatment and appropriate management for
osteoporosis is provided when determined to be
Medically Necessary by a physician. Bone mass
measurement is cover testing is Covered only for
spine or pelvic testing.
Coverage is provided for an annual chlamydia
screening for Members the age of twenty-nine (29)
and younger.
Health Education Covered Service includes instructions on achieving | Health education does

and maintaining physical and inental health, and
preventing Iliness and Injury.

not require Prior
Authorization by the
Plan when provided in
the Physician’s office.

Hearing Screenings

One (1) annual hearing screening per Member for
determining hearing loss is Covered. Medically
Necessary treatment for hearing loss is also
Covered. Hearing aids are Covered up to an
amount as specified in Your Schedule of Benefits.

This benefit will be
subject to the same
durational limits, dollar
limits, Copayment,
Deductible, and
Coinsurance as other
Covered services.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED

BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR
SUPPLY

CRITERIA AND COVERAGE
PROVIDED

AUTHORIZATION
REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS

Home Health Care
Services

Covered Service when all of the following
requirements are met:

(1) The service is ordered by a Physician;

(2) Services required are of a type which can only
be performed by a licensed nurse, physical
therapist, speech therapist, or occupational
therapist;

(3) The services are a substitute or alternative to
Hospitalization;
(4) Part-time intermittent services are required,

(5) A treatment plan has been established and
periodically reviewed by the ordering
Physician;

(6) The services are Authorized by the Plan; and

(7) The agency rendering services is Medicare
certified and licensed by the State of location;
and

(8) The Member is homebound.

Prior Authorization
required.

Hospice

Coverage is provided for hospice care rendered by
a Provider for treatment of a terminally ill Member
when Anthorized by Your Physician. Skilled care
through a hospice program includes supportive
care involving the evaluation of the emotional,
social and environmental circumstances related to
or resulting from the Illness, and guidance and
assistance during the Illness for the purpose of
preparing the Member and the Member’s family
for imminent death when the Member has a
prognosis of six (6) months or less to live.

Prior Authorization
required.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Immunizations Immunizations are Covered for children pursuant Prior Authorization
to the Plan’s criteria, which uses national standards | required for
(approved by the Advisory Committee on immunizations other
Immunization Practices, the American Academy of | than routine childhood
Pediatrics, the American Academy of Family immunizations (e.g.,
Physicians, and the Guide to Clinical Preventative | Lyme Disease).
Services, Report of the United States Preventative
Services Task Force) to establish eligibility
guidelines. Adult immunizations are Covered as
per guidelines of the Center for Discase Control
(CDC) and the U.S. Taskforce of Preventive
Guidelines. This program is fully compliant with
the minimum Coverage requirements of State law.
Please refer to the Member Handbook for further
information on Covered immunizations
Immunizations for children shall be exempt from
any Copayment, Coinsurance, Deductible or doliar
limitation.
Implants and Related Implant devices and related implantation Health Prior Authorization
Health Services Services including penile implants (unless required.
prescribed to treat impotence which is Limitati
Imitations:

psychological in origin), implants for the purpose
of contraception, and implants for the delivery of
Prescription Medication when provided by or
under the direction of Your Physician, in
accordance with the Plan's guidelines and approved
in advance by the Plan, are Covered.

Penile implants are
limited to one (1) per
Lifetime.

Exclusions:

There is no Coverage
for either dental, breast,
cochlear (including
services related to
cochlear implants), or
nanometric mplants.

This list also includes,
but is not limited to,
VNS (vagal nerve
stimulator) implants.

Covered nnplants,
except when
necessitated due to a
change in the Member's
medical condition.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Infertility Medically Necessary diagnostic studies which are | Prior Authorization
related to Infertility are Covered once per Lifetime. | required.
Members may self-refer to any obstetrician, Limitations:
gynecologist or obstetrician/gynecologist for _
Covered services. [Benefit is limited to
Coverage for in vitro fertilization when: $15,000 per Lifetime.]
1. The Member’s occytes are fertilized with Exclusions:
the spouse’s sperm; and Therapeutic services and
2. The Member and the Member’s spouse have gsfam}f.nt related to
a history of unexplained infertility of at least crttlily are not
two (2) years duration; or Covered except by an
’ attached Rider to the
3. The infertility is associated with Agreement.
endometriosis, exposure in utero to
Diethylstilbestrol (DES), blockage of or
removal of one of both fallopian tubes not a
result of voluntary sterilization, or abnormal
male factors contributing to the infertility;
and
4. Member has been unable to obtain a
successful pregnancy through less costly
infertility treatment.
Injectable Medications | Medically Necessary injectable medications are Prior Authorization
Covered when FDA-approved and medically required.
appropriate, subject to limitation by pre-
Authorization and substitute Coverage by
therapeutically interchangeable drugs, according to
clinical guidelines used by the Plan.
For Coverage of medications that are self-
injectable, please see “Self-Injectable Medications™
in this Section.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Inpatient Hospital Care | Coverage includes: general nursing care; use of Prior Authorization

operating room, surgical and anesthesia services
and supplies; blood and blood products; ordinary
casts, splints and dressings; all drugs and oxygen
used in Hospital; laboratory and X-ray
exaninations; electrocardiograms; Semi-private
Accommodations, Intensive Care Unit, and
Coronary Care Unit.

Consistent with the Plan’s utilization management
policy, all acute care Hospital admissions and
continued stays are reviewed for Medical Necessity
during the inpatient stay.

Coverage is dependent on the establishment of
Medical Necessity for the care. If the Hospital stay
or portion thereof is determined not to be
Medically Necessary, Your Provider will be
notified that Coverage will cease.

Certain Health Services rendered during a
Member’s Confinement are subject to separate
benefit restrictions and/or Copayments as described
in the Schedule of Benefits and Schedule of
Exclusions.

required unless
Emergency admission.

Exclusions:

Except where the Plan
has given specific
Authorization, You
must be admitted to a
Participating Hospital
and be under the care of
a Participating Provider
to be eligible to receive
In-Network level of
benefits for non-
Emergency Covered
Services.

Those personal comfort
and convenience items
or services such as
television, telephone,
barber or beauty service,
guest service and similar
incidental services and
supplies.

Additional elective, not
Medically Necessary
surgical procedures are
not Covered.

Laboratory Services

Covered Service.

You may have a
Copayment,
Coinsurance and
Deductible depending
on Your benefits.
Please refer to Your
Schedule of Benefits.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Mastectomy Medically Necessary mastectomies are Covered. If | Prior Authorization
a Member elects breast reconstruction following a | required.
Medically Necessary mastectonty, the following o e g
benefits are also Covered: [Limitations:
e Reconstruction of the affected breast; %f;zzg)cl;/ilgzgﬁcmny
o Surgery and reconstruction of the other breast year/Contract Year.]
to produce a symmetrical appearance; [Surgery to establish
e Prostheses; and symmetry must occur

o Treatment of physical complications at all
stages of the mastectomy, including
lymphedemas.

within five (5) years of
the date the
reconstructive surgery
was performed.]]
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Medical Complications | Complications arising from Medically Necessary Prior Authorization

surgery regardless of the membership status at the
time of surgery.

Complications of pregnancy will be Covered.

Required.
Exclusions:

If complications
occurred when You did
not follow the course of
treatiment prescribed by
Your Provider, although
the requested service
may be Medically
Necessary, or if the
complication is from a
non-Covered Service,
the requested service
will not be Covered,
including, but not
limited to,
complications as a result
of a clinical trial or
experimental procedure.

Medical Servicesin a
Physician's Office

Coverage is provided for services and supplies
ordered and provided by or under the direction of
Your Physician in the Physician's office, including
preventive medical care such as well-baby care,

routine physical examinations, and Immunizations.

Certain Health Services provided in a Physician's
office are subject to separate benefit restrictions
and/or Copayments as described elsewhere in this
COC or in the Schedule of Benefits.

Mental Health

Covered with an attached Rider only.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR
SUPPLY

CRITERJA AND COVERAGE
PROVIDED

AUTHORIZATION
REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS

Newborn Care

The Covered Services for eligible newborn
children shall consist of Coverage for Injury or
TIness, including Medically Necessary care or
treatment of medically diagnosed congenital
defects, birth abnormalities, or prematurity, and
transportation costs of the newborn to and from the
nearest facility that is appropriately staffed and
equipped to treat the newborn's condition.
Coverage is provided for all newborns to be tested
or screened for phenylketonuria (PKU),
hypothyroidism, galactosemia, sickle cell anemia
and all other disorders of metabolism for which
screening is performed by or for the State of
Artkansas.

Coverage is also provided for newborn hearmg
screening examinations, any necessary re-
screening, audiological assessment and any
requisite follow-up.

Prior Authorization is
required for non-
CmeErgency or nomn-
urgent transportation 1o
another facility.

Nutritional Counseling

Covered Service when: (1) provided by a
Registered Dietician or a Physician and (2) in
connection with diabetes, coronary artery disease
and hyperlipidemia.

Oral Surgery and Coverage includes only Authorized oral surgical Prior Authorization
Diseases of the Mouth | services limited to the reduction or manipulation of | required.
fractures of facial bones; excision of lesions of the .
. . . Exclusions:
mandible, mouth, lip, or tongue; incision of -
accessory sinuses, mouth, salivary glands, or ducts; | Removal of dentiginous
reconstruction or repair of the mouth or lip cysts, mandibular tori
necessary to correct anatomical functional and odontoid cysts are
impairment caused by congenital defect. excluded as they are
Coverage is provided for diseases of the mouth, dental in origin
. e . Removal of teeth as a
unless the condition is due to dental disease or of S
o complication of
dental origin. . . . _
radionecrosis is not a
Covered benefit.
Outpatient Diagnostic | Coverage includes services and supplies for Prior Authorization may
Tests and Therapeutic | prescheduled diagnostic tests and therapeutic be required.
Treatments treatments provided under the direction of Your

Physician at a Hospital or Alternate Facility.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Qutpatient Surgery Coverage is provided for services and supplies for | Prior Authorization
Emergent, Prior Authorized, and prescheduled required.

outpatient surgery provided under the direction of
Your Physician at a Hospital or Alternate Facility.

Pelvic Examinations
and Pap Smears

Coverage is provided for a self-referred pelvic
examination and cervical screening for
asymptomatic women, in accordance with the
American Cancer Society guidelines.

Phenylketonuria (PKU)
or any other Amino
and Organic Acid
Inherited Disease Food

Coverage is provided for medical foods and low
protein modified food products for treatment of a
Member diagnosed with PKU, galactosemia,
organic acidemias and disorders of amino acid
metabolism if:

1. The products are medically necessary and
prescribed and administered under the
direction of a licensed Physician; and

2. The cost of the food and food products for a
Member exceeds the income tax credit of
$2,400.

Prior Authorization
required.

Podiatry

AR_PPOCOCIND 09.23.10_CHL

Covered Service when determined to be Medically
Necessary,

Covered Service for regular foot exams if You
have diabetes, or when otherwise determined to be
Medically Necessary.

Prior Authorization may
be required.

Exclusions:

Foot care in connection
with clipping nails or
treating corns, calluses,
flat feet, fallen arches or
chronic foot strain.
Medical or surgical
treatment of
onychomycosis (nail
fungus). Shoe inserts
or Orthotics are also
excluded.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR
SUPPLY

CRITERIA AND COVERAGE
PROVIDED

AUTHORIZATION
REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS

Preventive, Diagnostic
and Treatment Services

Office visits to a Your Physician for Covered
Services and includes:

» Preventive care, including well-baby care
and periodic check-ups according to the
preventive care guidelines adopted by the
Plan. The Plan’s guidelines are available
in your Meimnber Handbook, on the Plan’s
website or from Member Services upon
request.

» Diagnosis and treatment of Illness or
Injury.

¢ Consultations with Specialists.

e Laboratory tests

Prostate Specific Antigen (PSA) test, and digital
rectal examinations, for the early detection of
prostate cancer for men aged fifty (50) and over
and other men if a Physician determines that early
detection for prostate cancer is medically
necessary.

A baseline mammogram will be covered for
women between thirty-five (35) and forty (40),
every one (1) to two (2) years, or more frequently
based on the recommendation of the woman’s
physician, for women between forty (40) and forty-
nine (49), and yearly age fifty (50) and older.
Mammograms will be Covered more frequently
upon the recommendations of the woman’s
Physician.

Diagnosis, including bone mass measurement,,
treatment and appropriate management for
osteoporosis is provided when determined to be
Medically Necessary by a physician.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY
SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Prostate Screening Coverage is provided for a prostate-specific
antigen (PSA) exam and digital rectal exam for the
early detection of prostate cancer for men aged
fifty (50) and over and other men if a Physician
determines that early detection for prostate cancer
is Medically Necessary.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGL AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Prosthetic and Orthotic | Coverage is provided for the initial purchase of Prior Authorization
Devices Orthotic Appliances and Prosthetic Devices required.

following the onset or initial diagnosis of the
condition for which the device is required. These
services must be Authorized in advance by the Plan
and obtained for use outside a Hospital or a SNF.
Coverage is provided for Orthotic Appliances,
splints and braces, including necessary adjustments
to shoes to accommodate braces (dental braces are
excluded). Coverage is provided for Prosthetic
Devices, including but not limited to, purchase of
artificial limbs, breasts, and eyes, which meet the
minimum requirements or specifications which are
Medically Necessary for treatment, limited to the
basic functional device which will restore the lost
body function or part. For Prosthetic Device
placements requiring a temporary and then a
permanent placement only one (1) device will be
Covered. Shoe inserts or Orthotics will be Covered
only if the Member has diabetes to prevent
complications associated with diabetes OR the
Orthotic is needed for a shoe that is part of a brace.

Coverage will be provided for replacement of
Prosthetic Devices, which become non-functional
and non-repairable due to normal, routine wear and
tear, Medical Necessity or documented growth of a
child. Modification costs necessitated by change in
the Member's medical condition and considered by
the Plan to be Medically Necessary, are Covered.

If You require refitting
and a replacement due
to structural change in
anatomy, the
replacement must be
Prior Authorized.

Exclusions:

No Coverage is
provided for repair, or
duplicates nor is
Coverage provided for
Health Services related .
to any repair. Over the
counter braces, splints
and Orthotics are not
Covered. Advanced
versions of devices are
not Covered.

Orthopedic shoes are
not Covered. Cranial
helmets are not
Covered, unless the
congenital defect of the
skull adversely effects
normal brain, auditory,
visual or central nervous
system development.
Shoe inserts are not
Covered unless the
Member has diabetes
with demonstrated
peripheral neuropathy or
the insert is needed for a
shoe that js part of a
brace.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Prosthetic and Orthotic | Orthotics and Prosthetics will be replaced yearly

Devices (cont)

for documented growth in a child requiring
replacement, but not for changes due to obesity.

Eye Prosthetics will be Covered for replacement
every five (5) years with exceptions allowed when
documentation supports Medical Necessity for
more frequent replacement. Polishing and
resurfacing is Covered on a yearly basis.

Pulmonary
Rehabilitation Therapy

Covered Service, but limited to treatment for
conditions that in the judgment of Your Provider
and the Medical Director are subject to significant
improvement of Your condition through relatively
short-term therapy.

Prior Authorization
required.

Limitations;

Limited to one treatment
program up to a
maximum of 36 visits,

Radiology

Covered Service.

Prior Authorization is
required for CAT scans,
MRIs, and PET scans.

Reconstructive Surgery | Covered Service for Medically Necessary: Prior Authorization
s Surgery which is incidental to an Injury, Illness required.
or congenital anomaly when the primary
purpose is to restore normal physiological
functioning of the involved part of the body; or
e Surgery that substantially improves functioning
of any malformed body part.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR
SUPPLY

CRITERIA AND COVERAGE
PROVIDED

AUTHORIZATION
REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS

Rehabilitation Services
and Supplies

Coverage is provided for short-term inpatient or
outpatient (whichever is Medically Necessary)
rehabilitation services which are expected to result
in significant functional improvement within sixty
(60) days of the Member's condition, limited to
physical therapy, occupational therapy, and speech
therapy.

Rehabilitation services include physical therapy,
occupational therapy, and speech therapy. See
Your Schedule of Benefits for limitations.
Outpatient rehabilitation services must be
provided under the direction of Your Physician
and Authorized in advance by the Plan. Coverage
includes services, supplies, and related Physician
and facility charges.

Prior Authorization
required.

Ex_clusions:

1. Rehabilitative
services provided
for long-term,
Chronic Medical
Conditions.

2. Rehabilitative
services whose
primary goal is to
maintain Y our
current level of
function, as opposed
to improving Your
functional status.

3. Rehabilitative
services whose
primary goal is to
return Youto a
specific occupation
or job, such as
work-hardening or
work-conditioning
programs.

4. Educational or
vocational therapy,
schools or services
designed to retrain
You for
employment.

5. Rehabilitative
services whose
purpose is to treat or
improve a
developnental or a
learning disability
or delay, mental
retardation, cerebral
palsy, or congenital
anomalies.

AR_PPOCOCIND 09.23.10_ CHL

Approved

[x/xx/xxxx ]
Page 68 of 103




- I T

COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED

BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR
SUPPLY

CRITERIA AND COVERAGE
PROVIDED

AUTHORIZATION
REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS

Rehabilitation Services 6.

and Supplies (cont.)

Rehabilitation
services that are
experimental or
have not been
shown to be
clinically effective
for the medical
condition being
treated.
Altemative
rehabilitation
services (e.g.,
massage therapy).

Fees or costs
associated with
services that are
primarily exercise.
Examples include,
but are not limited
to, membership fees
for health clubs,
fitness centers,
weight loss centers
or clinics, or home
exercise equipment.

Health Services for
the diagnosis and
treatment of chronic
brain Injury,
including
augmentative
communication
devices,
developmental
delay, mental
retardation or
cerebral palsy are
not Covered.

Second Opinion

Covered Service.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR
SUPPLY

CRITERIA AND COVERAGE
PROVIDED

AUTHORIZATION
REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS

Services Provided to
Residents of Long-term
Care Facilities

If the Member is a resident of a long-term care
facility licensed by Arkansas or a continuing care
retirement community, such Member has the
option of receiving the services Covered by this
provision in the long-term care facility that serves
as the Member’s primary residence if the following
conditions apply:
s The facility is willing and able to provide the
Covered Service to the Member;

¢  The facility and its Providers meet the requisite
licensing and training standards required under
Arkansas law;

s  The facility is certified through Medicare; and

s  The facility and its Providers agree to abide by
the terms and conditions of the Plan’s contracts
with similar Providers, abide by patient
protection standards and requurements imposed
by state and federal law, and meet the quality
standards of the Plan for similar Providers.

The services Covered under this provision include,
but are not limited to, skilled nursing care,
rehabilitative and other therapy services, and post-
acute care, as needed.

The Plan may utilize Participating Providers to
deliver the services Covered under this provision in
the Member’s resident facility.

Prior Authorization
required.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED

BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Skilled Nursing Coverage is provided for Confinement (on a Semi- | Prior Authorization
Facility Services private Accommodations basis) and medical required.
services and supplies provided under the direction Limitations:
of a Your Physician in a Skilled Nursing Facility. |=————
Health Services rendered in a Skilled Nursing Coverage in a Skilled
Facility are Covered only for the care and Nursing Facility is
treatment of an Injury or Illness which cannot be subject to a calendar
safely provided in an outpatient setting, as year/Contract Year

determined by the Plan.

limitation and medical
necessity, as specified in
the Schedule of
Benefits. Certain Health
Services {e.g. lab, x-ray,
physical therapy, etc.)
rendered during a
Member's Confinement
are subject to separate
benefit restrictions
and/or Copayments
described elsewhere in
this COC or in the
Schedule of Benefits,

Surgical Services

Surgical services and other related medical care
ordered by and provided by or under the direction
of a Your Physician in a Hospital, Participating
SNF or Alternate Facility are Covered.

Prior Authorization
required. For oral
surgery services, see
Dental.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR CRITERIA AND COVERAGE AUTHORIZATION
SUPPLY PROVIDED REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS
Transplants Services and supplies for certain transplants are A separate authorization
Covered at the In-Network benefit level when is required for each
ordered by a Designated Transplant Network phase of the transplant.

Physician, provided at or arranged by a Designated
Transplant Network Facility and Authorized in
advance by the Plan in accordance with the Plan’s | There is no Coverage

Limitations:

transplantation guidelines. The Member will be under the Plan’s

notified as to the appropiiate Designated guidelines for

Transplant Network Facility and Designated transplantation Health

Transplant Network Physician during the Services for the donor

Authorization process. under this Plan if the

Coverage shall include the treatment of breast ;Zmplent isnota
ember.

cancer by autologous bone marrow transplants or
stemn cell transplants when performed pursuantto | However, if the
nationally accepted peer review protocols utilized | recipient is a Member,
by breast cancer treatment centers experienced in then Health Services

autologous bone marrow transplants or stem cell and supplies necessary
transplants. for harvesting for a
Covered fransplant will

Coverage for human leukocyte antigen (HLA)
testing for bone marrow transplantation is included
once per Lifetime. [Reimbursement shall be no
greater than seventy-five (§75) dollars and the
Member must sign an informed consent which
authorizes the results of the test to be used for
participation in the National Marrow Donor
Prograin.]

be Covered. Coverage
for immunosuppressant
drugs will be provided
under the Member’s
pharmacy Rider (if
purchased).

Exclusions:

Services received ata
non-Coveniry
Transplant Network
Facility will not be
Covered,

[Bone marrow and stem
cell Transplants unless
Covered by a
Supplemental Rider.]

Any transplant service
deemed Experimental or
Investigational will not
be Covered.
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COVERAGE FOR SERVICES OR SUPPLIES WHEN DETERMINED
BY THE PLAN TO BE MEDICALLY NECESSARY

SERVICE OR
SUPPLY

CRITERIA AND COVERAGE
PROVIDED

AUTHORIZATION
REQUIREMENTS,
LIMITATIONS,
AND EXCLUSIONS

Urgent Care Services

Coverage is provided for Urgent Care Services
provided at an Alternate Facility such as an urgent
care center or after hours facility.

Well Child Care,
Including Physician
Hospital Visits for
Newborns

Physician Hospital visits for eligible newborn
babies are Covered up to thirty-one (31) days after
birth. See Newborn Care in this section. Also
included are periodic reviews of a child's physical
and emotional status by or under the supervision of
Your Provider. Newborns, infants, and children
become eligible for these reviews pursuant to the
Plan's criteria, which is based on national
standards, as defined by the Guide to Clinical
Preventative Services, Report of the United States
Preventative Services Task Force. See
*Immunizations” in this section for information
about child immunizations.
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7.1

7.2

7.3

SECTION 7
OUT OF THE SERVICE AREA

Confinement in non-Participating Hospital or Hospital Out of Service Area

If the Member is Confined to a Hospital, that Member is required to contact the
Plan by calling the number listed either in the Schedule Of Important Telephone
Numbers And Addresses, or on the back of the Member's ID card, or arrange for
another person to contact the Plan within forty-eight (48) hours from the time the
Member seeks treatment for the condition, or as soon as it is reasonably possible.
Contact the Plan for information about the Plan's guidelines on transplantation
Health Services. You may request a listing of Coventry Transplant Network
Facilities from the Member Services Department, This listing may be amended
from time to time.

Basic Health Services Rendered Out of Service Area

For purposes of this section, “Basic Health Services” shall mean those services that
could reasonably have been foreseen prior to a Member's departure from the
Service Area. If the Member receives Basic Health Services out of the Service
Area including, but not limited to, maternity services, immunizations,
hemodialysis, and scheduled laboratory tests, such Basic ‘Health Services will be
Covered at the lower Out-of-Network benefit level. In addition, if a Member
travels outside of the Service Area for the purpose of obtaining medical services,
those services will not be Covered at the In-Network Benefit Level, unless such
service was Authorized in advance by the Plan.

Emergency for Out of Service Area

When an Emergency occurs outside the Service Area, a Member should seck
medical attention immediately from a Hospital, Physician’s office or other
Emergency facility. The Plan will provide Coverage at the In-Network benefit
level for an Emergency that occurs when the Member is temporarily out of the
Service Area under the following conditions:

» The Member’s medical condition does not permit the Member’s return to the
Service Area for treatment; and

e The reason for being outside the Service Area is for some purpose other than
the receipt of treatment for a non-Authorized, medical condition.

When this occurs, services will be Covered until the medical condition permits
travel or transport back to the Service Area. The Member must notify the Plan
within forty-eight (48) hours of the onset of the Emergency, or within a reasonable
period as dictated by the circumstances. At the request of the Plan, You must make
available full details of the Emergency Health Services received. Services
provided by an Emergency facility for non-Medical Emergencies are not Covered.
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A Member may be transported from outside the Service Area to the Service Area
or from a Hospital not affiliated with the Plan to a Participating Provider for
continued medical management of an Emergency condition. If the non-
Participating Hospital determines that the Member is stabilized, the Hospital and
Medical Director (or Medical Director’s designee) may confer regarding a
decision to transfer the Member to a Participating facility. Air or ground
ambulance fransportation to return a Member to a Participating Provider is
Covered when Authorized by the Plan. If You remain in a non-Participating
facility after the Plan has made the appropriate arrangements for transfer to a
Participating facility, services rendered by Non-Participating Providers or in non-
Participating facilities will not be Covered at the In-Network level of benefits

IF MEDICALLY NECESSARY FOLLOW-UP CARE RELATED TO THE
INITIAL MEDICAL EMERGENCY IS REQUIRED, PLEASE CONTACT
YOUR PHYSICIAN. YOU MUST OBTAIN PRIOR AUTHORIZATION
TO BE ELIGIBLE FOR THE IN-NETWORK LEVEL OF BENEFITS
Follow-up care for Medical Emergency services must be provided, Authorized or
referred by Your Physician in copjunction with the Plan. Follow-up care is
defined as Medical Necessary treatment related to and rendered within, seventy-
two (72) hours of the initial Emergency.

The Plan does not cover at the In-Network benefit level, services and supplies
vequired for treatment which You reasonably could have foreseen prior to Your
departure from the Service Area.
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SECTION 8
EXCLUSIONS AND LIMITATIONS

The following items are excluded from Coverage both In-Network and Out-of-

Network:

1Y)

2)

3)

4)

5)

6)

7

8)

9)

Any service or supply that is not Medically Necessary;

Any service or supply that is not a Covered service or that is directly or
indirectly a result of receiving a non-Covered Service;

Any service or supply for which You have no financial liability or that was
provided at no charge; those Health Services for which the Member has no
legal obligation to pay or for which a charge would not ordinarily be made in
the absence of Coverage under the Agreement;

Procedures and treatments that the Plan determines to be Experimental or
Investigational as defined in Section 1.36; '

Court-ordered services or services that are a condition of probation or parole;

Those Health Services otherwise Covered under the Agreement related to a
specific condition when a Member has refused to comply with, or has
terminated the scheduled service or treatment against the advice of a Your
Provider or the Mental Health/Substance Abuse Designee;

Those Health Services otherwise Covered under the Agreement, but rendered
after the date individual Coverage under the Agreement terminates, including
Health Services for medical conditions arising prior to the date individual
Coverage under the Agreement terminates; and

Those Health Services rendered outside the scope of a Participating or Non-
Participating Provider's license, rendered by a Provider with the same legal
residence as a Member, or rendered by a person who is a member of a
Member's family, including spouse, brother, sister, parent, step-parent, child
or step-child.

Health Services for Dependents of a Dependent are excluded except if (a)
included specifically by as set forth in Section 3.1 “Dependent Eligibility”.
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10)

Any medical service that is directly or indirectly the result of receiving a
Non-Covered Service, procedure, Prescription Drug, medicine, equipment, or
supply including any associated complications, is excluded from Coverage.

Specifically excluded services include, but are not limited to, the following:

1)
2)

3)

4)

5)

6)

7

8)

9)

Abortion- Elective Abortion;

Acupuncture - Those acupuncture services and associated expenses which
include, but are not limited to, the treatment of certain painful conditions or
for anesthesia purposes;

Allergy Services - Those non-Physician allergy services or associated
expenses relating to an allergic condition including, but not limited to,
installation of air filters, air purifiers, or air ventilation system cleaning;

Alternative Therapies Alternative - therapies, including, but not limited to,
recreational, educational, music or sleep therapies and any related diagnostic
testing, massage

Ambulance Service - Ambulance transportation due to the absence of other
transportation on the part of the Member is excluded. Non Medical
Emergency ambulance services are excluded regardless of who requested the
services;

Augmentative Communication Devices, including but not limited to devices
utilizing word processing software and voice recognition software;

Autopsy - Those services and associated expenses related to the performance
of autopsies to the extent that payment for such services is, by law, covered
by any governmental agency as a primary plan;

Behavior modification - Those behavioral or educational disorder services
and associated expenses related to confirmation of diagnosis, progress,
staging or treatment of behavioral (conduct} problems, ADD, Oppositional
Defiant Disorder, learning disabilities, developmental delays, mental
retardation, anoxic birth injuries, birth defects, cerebral Injury, non-acute
head injuries, or cerebral palsy;

Biofeedback;

10)Blood Storage - Those services and associated expenses related to personal

blood storage, unless associated with a scheduled surgery. Additionally, fetal
cord blood harvesting and storage is not a Covered service;

11) Braces and supports needed for athletic participation or employment;

12) Care rendered to You by a relative;

13) Charges resulting from Your failure to appropriately cancel a scheduled

appointment;

14) Christian Science Practitioners - Christian Science Practitioners® services are

excluded with the exception of the Medicare certified Religious Non Medical
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Health Care Institutions (RNHCIs) Services. The services and supplies
provided by a naturopath are also excluded;

15) Cochlear Implants and related services;

16) Cosmetic Services and Surgery - Those Health Services, associated expenses,
or complications resulting from Cosmetic Surgery are not Covered. Cosmetic
procedures include, but are not limited to, pharmacological regimens, plastic
surgery, blepharoplasty, and non-Medically Necessary dermatological
procedures and Reconstructive Surgery. Cosmetic procedures are those
procedures that improve physical appearance, but do not correct or materially
improve a patho-physiological function and are not Medically Necessary
except when the procedure is needed for prompt repair of accidental Injury or
significantly improve the function of a congenital anomaly. Breast
reconstruction following a Medically Necessary mastectomy is not
considered Cosmetic and is a Covered Service;

17) Counseling Services and treatment related to religious counseling,
marital/relationship counseling, vocational or employment counseling, and
sex therapy are not Covered Services;

18) Custodial Care, domiciliary care, private duty nursing, respite care or rest
care. This includes care that assists Members in the activities of daily living
like walking, getting in and out of bed, bathing, dressing, feeding and using
the toilet; preparation of special diets and supervision of medication that is
usually self-administered. Custodial Care also includes any health-related
services that do not seek to cure, are provided during periods when the
medical condition of the patient is not changing or that do not require
continued administration by trained medical personnel;

19) Dental Services - Those dental services provided by a Doctor of Dental
Surgery, “D.D.S.,” a Doctor of Medical Dentistry “D.M.D.” or a Physician
licensed to perform dental related oral surgical procedures (including
services for overbite or underbite,) whether the services are considered to be
medical or dental in nature except as provided in Section 6 “Covered
Services” of this COC. Dental x-rays, supplies and appliances (including
occlusal splints and orthodontia ~ The diagnosis and treatment for
temporomandibular joint disease (TMJ) and craniomandibular joint disease is
not Covered unless by an attached Rider. Removal of dentiginous cysts,
mandibular tori and odontiod cysts are excluded as they are dental in origin;

20) Dental Surgery and Implants - Dental implants are excluded. Removal of
dentiginous cysts, mandibular tori, and odontoid cysts are excluded as they
are dental in origin. Removal of teeth as a complication of radionecrosis or
to prevent systemic infection is not a Covered Service;

21)Durable Medical Equipment (“DME”), Repairs or Replacement - Those
repairs or replacement costs for any otherwise Covered DME; maintenance
due to normal wear and tear of items owned by the Member; personal
comfort items including, but not limited to air conditioners, humidifiers and
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dehumidifiers, bathtub assistive devices, wheelchair lifts; athletic equipment.
There is also no Coverage for the equipment, device, or appliance if the
Member is non-compliant with its’ use as prescribed by the Member’s
Physician.

22) Educational Services - Those services for remedial education including, but
not limited to, evaluation or treatment of learning disabilities, minimal brain
dysfunction, cerebral palsy, mental retardation, developmental and learning
disorders and behavioral training;

23) Equipment or services for use in altering air quality or temperature;

24)Educational testing or psychological testing, unless part of a treatment
program for Covered services; _

25)Elective or Voluntary - EnhancementElective or voluntary enhancement
procedures, services, and medications (growth hormone and testosterone),
including, but not limited to: weight loss, hair growth, sexual performance,
athletic performance, Cosmetic purposes, anti-aging, mental performance,
salabrasion, chemosurgery, laser surgery or other skin abrasion procedures
associated with the removal of scars, tattoos, or actinic changes. In addition,
service performed for the treatment of acne, even when the medical or
surgical treatment has been provided by the Plan for the condition resulting
in the scar, are not Covered;

26)Eligible Expenses - Any otherwise Eligible Expenses that exceed the
maximum allowance or benefit limit;

27)Enteral Feeding Food Supplement - The cost of outpatient enteral tube
feedings or formula and supplies except when used for Phenylketonuria
(PKU) or any other amino and organic acid inherited disease is not Covered,
except as defined as a Covered Service;

28) Examinations- Those physical, psychiatric or psychological examinations or
testing, vaccinations, immunizations or treatments when such services are for
purposes of obtaining, maintaining or otherwise relating to career, camp,
sports, education, travel, employment, insurance, marriage or adoption. Also
excluded are services relating to judicial or administrative proceedings or
orders or which are conducted for purposes of medical research or to obtain
or maintain a license of any type;

29) Experimental Services - Those Health Services, associated expenses, or
complications resulting from Experimental, Investigational, controversial, or
unproven Services, treatments, devices and pharmacological regimens,
including, but not limited to methadone treatment. The fact that an
Experimental, Investigational or unproven Service, treatment, device or
pharmacological regimen is the only available treatment for a particular
condition will not result in Coverage if the procedure is considered to be
Experimental, Investigational or unproven in the treatment of that particular
condition. Also excluded are those Health Services and associated expenses
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for clinical trials that are not deemed to be automatically qualified to receive
Medicare coverage except as applicable to state law;

30) Exercise equipment;

31) Eye Glasses and Contact Lenses - Those charges incurred in connection with
the provision or fitting of eye glasses or contact lenses, except for initial
placement immediately after cataract surgery;

32) Bye Services - Those Health Services and associated expenses for orthoptics,
eye exercises, blepharoplasty, radial keratotomy, LASIK and other refractive
eye surgery;

33) Food or food supplements;

34)Foot Care - Foot care in connection with corns, calluses, flat feet, fallen
arches or chronic foot strain. Medical or surgical treatment of
onychomycosis (nail fungus). Nail debridement and clipping (except diabetic
members) is also excluded; :

35) Growth Hormone — Growth hormone therapy for any condition, except in
children less than 18 years of age which have been appropriately diagnosed
to have a documented growth hormone deficiency. However, this exclusion
does not apply to growth hormone therapy for the treatment of Turner’s
Syndrome or to HIV wasting syndrome;

36) Hair analysis, wigs, and hair transplants — Those services related to the
analysis of hair unless used as a diagnostic tool to determine poisoning. Also
excluded are hairstyling, wigs, hairpieces and hair prostheses;

37)Health and Athletic Club Membership Equipment — Any cost of enrollment
in a health, athletic or similar club is not Covered;

38) Hearing Services and Supplies Those services and associated expenses for
cochlear implants, hearing therapy and any related diagnostic hearing tests
except as provided in Section 6 (Covered Services) or attached Rider;

39) Home services to help meet personal, family, or domestic needs;

40)Household Equipment and Fixtures- Purchase or rental of houschold
equipment, such as, but not limited to, fitness equipment, air purifiers, central
or unit air conditioners, humidifiers, dehumidifiers, water purifiers, hypo-
allergenic pillows, power assist chairs, mattresses or waterbeds and
electronic communication devices;

41) Hypnotherapy is not Covered;

42) Implant — Health Services and associated expenses for implants are excluded,
except as specifically stated in Section 6 “Covered Services” of this COC.
There is no Coverage for repair or replacement for any otherwise Covered
implant and Health Services related to repair or replacement, except when
necessitated due to a change in Member’s medical condition. Penile implants
for the treatment of impotence having a psychological origin are not

AR _PPOCOCIND_09.23.10_ CHL Approved
[(xx/xx/xxx ]
Page 80 of 103




Covered. Dental implants are not Covered;
43) Immunizations for travel or employment;

44) Infertility Services - Those Health Services and associated expenses for the
treatment of Infertility including, but not limited to, artificial insemination,
ICSI (intracytoplasmic sperm injection), or in vivo fertilization, gamete
intrafallopian transfer (GIFT) procedures, zygote intrafallopian transfer
(ZIFT) procedures, embryo transport, reversal of voluntary sterilization,
surrogate parenting, selective reduction, cryo preservation, travel costs, donor
epgs or semen and related costs including collection and preparation, non-
Medically Necessary amniocentesis, and any Infertility treatment deemed
Experimental or Investigational. Additionally, pharmaceutical agents used
for the purpose of treating Infertility are not Covered, unless Covered by a
Rider; .

45)Lesions — The removal or destruction of skin tags are not Covered. Benign
pigmented nevi, sebaceous cysts and seborrheic keratosis that cause no
functional impairment;

46) Maintenance Therapy - There is no Coverage for Maintenance Therapy;

47)Maternity care, including term, premature labor and delivery, cesarean
sections, abortions, and prenatal and postnatal services. Complications of
pregnancy however are covered.

48)Medical Record Costs

49) Medical Complications — Complications arising directly or mdirectly from a
non-Covered Service;

50) Military Health Services — Those Health Services for treatment of military
service-related disabilities when the Member is legally entitled to other
Coverage and for which facilities are reasonably available to the Member; or
those Health Services for any otherwise Eligible Employee or Dependent
who is on active military duty except as required by the Uniformed Services
Employment and Reemployment Rights Act; or Health Services received as a
result of war or any act of war, whether declared or undeclared or caused
during service in the armed forces of any country;

51)Miscellaneous Service Charges - Telephone consultations, charges for
failure to keep a scheduled appointment or any late payment charge;

52) Nanometrics -- There is no Coverage for Nanometrics implants;

53)No legal obligation to pay - Services are excluded for Injuries and Illnesses
for which the Plan has no legal obligation to pay (e.g., free clinics, free
government programs, court-ordered care, expenses for which a voluntary
contribution is requested) or for that portion of any charge which would not
be made but for the availability of benefits from the Plan, or for work-related
injuries and Tllness. Health Services and supplies furnished under, or as part
of a study, grant, or research program are excluded;
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54) Non-Prescription Drugs — Over-the-counter drugs and medications incidental
to outpatient care and Urgent Care Services are excluded. Take home drugs
and medications resulting from an Emergency visit or Hospital stay are
Covered;

55) Nutritional-based Therapy — Nutritional-based therapies except for treatment
of phenylketonuria (PKU) and for nutritional deficiencies due to short bowel
syndrome and HIV. Oral supplements and/or enteral feedings, either by
mouth or by tube, are also excluded;

56) Obesity Services - Those Health Services and associated expenses for
procedures intended primarily for the treatment of obesity and morbid
obesity including, but not limited to, gastric bypasses, gastric balloons,
stomach stapling, jejunal bypasses, wiring of the jaw, removal of excess skin,
including pannus, and Health Services of a similar nature are not Covered.
Health Services and associated expenses for weight loss programs, nutritional
supplements, appetite suppressants, and supplies of a similar nature are not
Covered;

57) Occupational Injury- Those Health Services and associated expenses related
to the treatment of an Occupational Injury or Illness for which the Member is
eligible to receive treatment under any Workers' Compensation or
Occupational disease laws or benefit plans;

58) Oral Surgery Supplies — Those supplies required as part of an orthodontic
treatment program, required for correction of an occlusal defect,
encompassing orthoganathic or prognathic surgical procedures, or removal of
symptomatic bony impacted teeth;

59) Orthodontia and related services;

60) Orthotic Appliances and Prosthetic Devices and Repairs — No Coverage is
provided for repair, or duplicates nor is Coverage provided for Health
Services related to any repair. Over the counter braces, splints and Orthotics
are not Covered. Advanced versions of devices are not Covered. Orthopedic
shoes are not Covered. Cranial helmets are not Covered, unless the
congenital defect of the skull adversely effects normal brain, auditory, visual
or central nervous system development. Shoe inserts are not Covered unless
the Member has diabetes with demonstrated peripheral neuropathy or the
insert is needed for a shoe that is part of a brace;

61) Other Coverage Services — Those Health Services for which other Coverage
is required by federal, state, or local law to be purchased or provided through
other arrangements, including, but not limited to, Coverage required by
workers’ compensation, no-fault automobile insurance or other similar
legislation;

62) Over-the-counter supplies such as ACE wraps, elastic supports, finger
splints, Orthotics, and braces;
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63) Personal Comfort - Those personal comfort and convenience items or
services such as television, telephone, barber or beauty service, guest service
and similar incidental services and supplies;

64) Physical, Psychiatric, or Psychological Examinations or Testing, Etc.
Those physical, psychiatric, neuropsychological, —or psychological
examinations or testing, or vaccinations, immunizations, or treatments and
associated expenses, when such services are for purposes of obtaining,
maintaining or otherwise related to education, employment, insurance, travel,
marriage or adoption, senile dementia and Alzheimer's, or relating to judicial
or administrative proceeds or orders, or which are conducted for purposes of
medical research, or to obtain or maintain a license or official document of

any type; o
65) Pre-existing Medical Conditions are excluded as described in Section 2.
66) Prescription Medication

o Those prescription medications for outpatient treatment, except as
Covered under a Prescription Rider to the Agreement. Specifically
excluded from Coverage are:

o Non-prescription contraceptive devices (e.g., condoms, spermicidal
agents);

e  Any outpatient prescription drug which is to be administered, in whole
or in part, while a Member is in a Hospital, medical office or other
health care facility;

e Compounded prescriptions whose ingredients do not require a
prescription;

o  Cost for packaging required for drugs dispensed in nursing homes;

e  Dietary supplements, appetite suppressants, and other drugs used to treat
obesity or assist in weight reduction;

e Drugs and products for smoking cessation (e.g., Nicorette gum and
smoking cessation skin patches);

¢ Drugs and products used for Cosmetic purposes;
e Drugs and products used for fertility;

e Drugs and products used to enhance athletic performance including
testosterone gel, and growth hormones;

e  Drugs used primarily for hair restoration;
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e Experimental products, or drugs prescribed for Experimental
indications, including those labeled “Caution — Limited by Federal Law
to Investigational Use”,

e Injectable and self-injectable medications, except those designated by
the Plan;

e  Over-the-counter (OTC) products not requiring a prescription to be
dispensed (e.g., aspirin, antacids, herbal products, oxygen, medicated
soaps, food supplements, and bandages);

o Legend drugs for which there is a non-Prescription Drug alternative
(e.g., OTC);

e  Prescription Drugs related to a non-Covered Service;

e  Products not approved by the FDA, medications with no FDA approved
indications;

e  Vitamins and minerals (both OTC and legend), except legend prenatal
vitamins for pregnant or nursing females, liquid or chewable legend
pediatric vitamins for children;

e  Prescription Medications taken for travel;
e Replacement prescriptions resulting from loss or theft;

s Any non-FDA approved medication usage, including, but not limited to
medical condition, dosage, age limitations, or route of administration;

67)Private Duty Nursing - Private duty nursing services, nursing care on a full-
time basis in Your home, or home health aides;

68) Private inpatient room, unless Medically Necessary or if a Semi-private room
is unavailable;

69) Radial keratotomy, LASIK, and blepharoplasty;

70)Reduction or Augmentation Mammoplasty - Reduction or augmentation
mammoplasty is excluded unless associated with Reconstructive Surgery
following a Medically Necessary mastectomy. Breast reduction for male
physiologic gynecomastia is also excluded;

71) Rehabilitative Services — Maintenance therapy and those rehabilitative
services and associated expemses which are not short-term rehabilitative

services;
72) Robotics;
73) Sex Transformation Services — Health Services and associated expenses for
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sex transformation operations regardless of any diagnosis of gender role
disorientation or psychosexual orientation, including any treatment or studies
related to sex transformation. Also excluded is hormonal support for sex
transformation;

74) Sexual Dysfunction — Self-administered prescription medication and penile
prostheses for the treatment of sexual dysfunction, including erectile
dysfunction, impotence and anorgasmy;

75) Skin Abrasion, Etc. - Salabrasion, chemosurgery, laser surgery or other such
skin abrasion procedures associated with the removal of scars, tattoos, actinic
changes and/or which are performed as a treatment for acne even when the

medical or surgical treatment has been provided by the Plan for the condition

resulting in the scar; _
76) Skin tags;

77) Smoking Cessation Those services and supplies for smoking cessation
programs and treatment of nicotine addiction;

78) Speech Therapy - Ilealth Services for the diagnosis and treatment of chronic
brain Injury, including augmentative communication devices, developmental
delay, mental retardation or cerebral palsy are not Covered, except as
provided in Section 6 (Covered Services) or attached Rider ;

79) Sports Related Services — Those services or devices used specifically as
safety items or to affect performance primarily in sports-related activities,
and all expenses related to physical conditioning programs such as athletic
training, body-building, exercise, fitness, flexibility, and diversion or general
motivation; personal trainers; braces and Orthotics (including protective
braces and devices);

80) Sterilization Services — Those Health Services and associated expenses
related to voluntary sterilizations and the reversal of voluntary sterilizations;

81) Surgery performed solely to address psychological or emotional factors;

82) Surrogate motherhood services and supplies, including, but not limited to, all
services and supplies relating to the conception and pregnancy of a Member
acting as a surrogate mother;

83) Syringes - Disposable syringes (except for insulin syringes);

84) Third Party Liability - Services for which a third party has liability are
excluded, including services Covered by federal, state, and other laws, except
as they may apply to federal and state medical assistance programs;

85) Transplant Organ Removal — Those Health Services and associated expenses
for removal of an organ for the purposes or transplantation from a donor who
is not a Member unless the recipient is a Member and the donor’s medical
Coverage excludes reimbursement for organ harvesting. Also excluded are
Health Services and associated expenses for transplants involving mechanical
or animal organs; |
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86) Transplant services, screening tests, and any related conditions or
complications related to organ donation when a Member is donating organ or
tissue 1o a non-Covered individual;

87) Travel Expenses - Travel or transportation expenses, except ambulance
service as specifically described in this Plan, even though prescribed by a
Participating Provider, except as specified in Section 6;

88) Treatment for disorders relating to learning, motor skills, communication,
and pervasive developmental conditions such as, cerebral palsy and ADD;

89) Vericose Veins;

90) Vision Aids, Associated ServicesExpenses incurred for eyeglasses, lenses or
frames; fitting of lenses or frames; orthoptics or vision training;
biomicroscopy; field charting or aniseikonia investigation, devices to correct
vision; LASIK, radial keratotomy low vision aids and services or other
refractive surgery; any service or material not provided by the Plan’s
Designated Vision Provider, except as provided in a Vision Rider;

92) Vision care and optometry services, except as provided in Section 6;
93) Vocational therapy;

94) War related Illness, Injury, services or care for military services-connected
disabilities and conditions for which You are legally entitled to Veteran’s
Administration services and for which. facilities are reasonably accessible to
You;

95) Health Services resulting from war or an act of war;
96) Work hardening programs;

97) Workers' Compensation Health Services - Payment for services or supplies
for an Illness or Injury eligible for, or Covered by, any Federal, State or local
Government Workers® Compensation Act, Occupational Disease law or other
legislation of similar purpose, unless the employer is not required by law to
provide such coverage;

The following limitations apply:

98) Any services, Hospital, professional or otherwise that are not performed by a
Participating Provider will be covered at the Out-of-Network benefit level.
This limitation shall not apply for Medical Emergencies or Urgent Care
Services rendered at an urgent care center or after hour’s facility. In the
event that specific Health Services canmot be provided by or through a
Participating Provider, You may be eligible for Coverage of Eligible
Expenses at the In-Network level for Medically Necessary Health Services
obtained through non-Participating Providers if Authorized in advance
through the Plan.

99) Benefits will be reduced as follows when a Member does not participate in
our Utilization Management Program:
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If a Member elects not to request Prior Authorization and Continued Stay
Review for inpatient Hospital services or fails to act within the required time
limits, a $1,000 penalty will be assessed. Any penalty is not applicable to the
Out of-Pocket Maximum.

Tf other services which require Prior Authorization as stipulated in Section
2.3 are performed without a Prior Authorization, Coverage of those Covered
Services will be reduced by 20%, subject to any applicable Deductible and
Coinsurance. Any payment due to a reduction of benefits does not apply to
the Out-of-Pocket Maximum. Any Deductible will be applied prior to a
reduction in benefits.
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9.1

9.2

SECTION 9
CLAIMS AND REIMBURSEMENT

Participating Provider Expenses

Participating Providers are responsible for submitting a claim form for Eligible
Expenses for each Health Service and may not bill Members for Health Services
except for applicable Copayments, Coinsurance, Annual Deductibles, and non-
Covered Services. In the event a Member is billed by a Participating Provider for
Covered Eligible Expenses, the Member should contact the Plan at the telephone
number listed on the Schedule of Important Numbers in this Certificate and on the
back of Your identification card.

Notice of Claim.

For services received from Non-Participating Providers that are Covered under the
Policy, and for services Covered as at the Out-of-Network benefit level, claims for
reimbursement must be submitted in accordance with the procedure set forth in
this Section 9.

Written notice must be given to the Plan within twenty (20) days after the
occurrence or commencement of any loss covered under the Policy. Failure to give
nofice within such time shall not invalidate nor reduce any claim if it shall be
shown not to have been reasonably possible to give such notice and that notice was
given as soon as reasonably possible.

The Plan shall furnish to the person-making claim, or to the policyholder for
delivery to such person, such forms as are usually furnished by it for filing proof of
loss. If such forms are not furnished before the expiration of fifteen (15) days after
the Plan received notice of any claim under the policy, the person making such
claims shall be deemed to have complied with the requirements of the policy as to
proof of loss upon submitting, within the time fixed in the policy for filing proof of
loss, written proof covering the occurrence, character and extent of the loss for
which claim is made.

Written proof of loss (i.e. cancelled check, credit card statement) and a completed
claim form must be submitted to the Plan within ninety (90) days of the date of the
loss. The claim form itself may qualify as proof of loss if the bill has not been paid
prior to the filing of the claim. Failure to furnish such proof within the ninety (90)
days shall not invalidate nor reduce any claim if it was not reasonably possible to
furnish such proof within the ninety (90} days, provided such proof is furnished as
soon as is reasonably possible and in no event, except in the absence of legal
capacity of the claimant, later than one (1) year from the time proof is otherwise
required.
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9.3

9.4

All benefits payable under the policy shall be payable not more than thirty (30)
days after receipt of proof that is subject to due proof of loss, and that subject to
that proof of loss, all benefits payable under the certificate shall be paid as soon as
possible after receipt of such proof.

Section Timing

The Plan may accept a late claim if extenuating circumstances prevent the Member
from making a claim during the ninety (90) day period. Each Member shall file
with the Plan all pertinent information concerning himself or herself as the Plan
may require and in the manner and form as the Plan specifies. The Member shall
not have any rights or be entitled to benefits unless he or she files the required
information. Each Member claiming benefits under the Plan shall supply written
proof that Eligible Expenses were incurred or that the benefit is Covered under the
Plan. Examples of acceptable proof of loss include a copy of a cancelled check, or
a credit card statement. Claim forms may be obtained from the Plan by calling the
telephone number listed on the back of Your identification card. If the Plan
determines that a Member has not incurred a Covered expense or that the benefit is
not Covered under the Plan or if the Member fails to furnish the requested proof,
no reimbursement shall be made to the Member.

In the event of a question or dispute concerning Coverage for Health Services, the
Plan may reasonably require that a Member be examined at the Plan’s expense by
a Physician designated by the Plan during the pendency of a claim and to make an
autopsy in the case of death where it is not forbidden by law.

No action at law or in equity shall be brought to recover on the policy prior to the
expiration of sixty (60) days after proof of loss has been filed and no action shall
be brought at all unless brought within three (3) years from the expiration of the
time within which proof of loss is required by the Policy.

Reinstatement

In the event that the Plan terminates Your Coverage due to non-payment of
Premiums, You may apply for reinstatement within sixty (60} days of termination,
but You and any of Your Eligible Dependents will be subject to Medical
Underwriting. A new evaluation of Your (and Your Dependents’) medical history
will determine the Plan’s approval of Your reinstatement enrollment request and
Your final Premium rates for Coverage.

The Plan will notify You when Your application for reinstatement has been
accepted. Your enrollment has not been reinstated unless and until You receive
such notice. Such acceptance renders all terms and conditions of the Contract
binding on the Plan, the Subscriber and any Dependent Members. Coverage shall
become effective upon payment of applicable Premiums. Pre-existing Condition
Exclusions may apply as explained in Section 1.76.
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The reinstated policy shall cover only loss resulting from such accidental injury as
may be sustained after the date of reinstatement and loss due to such sickness as
may begin more that ten (10) days after such date. In all other respects the insured
and insurer shall have the same rights thereunder as they had under the policy
immediately before the due date of the defaulted Premium, subject to any
provisions endorsed hereon or attached hereto in connection with the
reinstatement. Any Premium accepted in connection with a reinstatement shall be
applied to a period for which Premium has not been previously paid, but not to any
period more than sixty (60) days prior to the date or reinstatement.

9.5 Payment to Public Entities _

. _Any benefits payable hereunder to an insured Member shall be payable with or
without assignment from the insured to a public Hospital or clinic for services or
supplies provided to the insured if a proper claim is submitted by the public
Hospital or clinic. Payment to the public Hospital or clmic shall discharge the Plan
from any and all obligations and liability to the Member to the extent of the
benefits paid. In the event the Plan has already made payment on such charges to
the insured prior to receipt of the claim from the public Hospital or clinic, the Plan
will not be required to pay the claim to the public Hospital or clinic again.

All other benefits of the policy shall be payable to the person insured.
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SECTION 10
RESOLVING COMPLAINTS AND GRIEVANCES PROCEDURES

10.1 Complaints and Inquiries

10.1.1 Investication Upon Receipt of a Complaint or Inquiry by Telephone: If
You have a Complaint or Inquiry, You may submit it by telephone. (See
the attached Schedule of Important Telephone Numbers and Addresses.)
When this is done, the Member Services representative will make every
effort to resolve the issue within one (1) working day. In some cases,
however, it may take as long as fifteen (15) working days or more from
the date of the call for resolution.

10.1.2 Written Inquiries: You may submit a written Inquiry to the Member
Services Department. (See the attached Schedule of Important Telephone
Numbers and Addresses.) You will be sent an acknowledgement letter
within three (3) working days of the original receipt of the Inquiry. When
this is done, you will receive resolution of the Inquiry within thirty (30)
calendar days.

10.1.3 Written Complaints; You may submit a Complaint in writing to the
Member Services Department. (See the attached Schedule of Important
Telephone Numbers and Addresses.) You will be sent an
acknowledgement letter within ten (10) working days of the original
receipt of the Complaint. The investigation of the Complaint will be
completed within twenty (20) working days of original receipt of the
Complaint unless you receive notice from the Plan that additional time is
required. Within five (5) working days after the completion of the
investigation, You and Your Authorized Representative will be notified of
the resolution of the Complaint.

10.2 Appeals

10.2.1 Notice of Appeal: If You wish to submit a Medical Necessity or
Administrative Appeal, You should contact Member Services in writing.
If You prefer, You may also request information by contacting Member
Services by telephone. (Sec the attached Schedule of Important
Telephone Numbers and Addresses.) However, a formal Appeal must be
submitted in writing and must include the following information:

o Member name;
e Provider name;
¢ Date(s) of service;
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e Member’s and/or Member’s Authorized Representative’s mailing
address;

e Clear indication of the remedy or corrective action being sought and
an explanation of why the Plan should “reverse” the Adverse Benefit
Determination;

e Copy of documentation to support the reversal of decision, e.g.
Emergency details, date, time, symptoms, why the Member did not
contact the PCP, etc.; and

e In cases where the Member’s Authorized Representative is appealing
on behalf of the member, a completed Member Designated Release of
Information form, which can be obtained by calling the Member
Services Department

Requesting information by telephone does not constitute filing an Appeal.

If you need a notice in a non-English version, please contact the Member
Services Department.

10.2.2

10.2.3

10.2.4

Pre-Service Appeal Review: A pre-service Appeal may be requested by
You or Your Authorized Representative but must be submitted in writing
within 180 days of an Adverse Benefit Determination.

Within fifteen (15) calendar days after the receipt of the Medical
Necessity Appeal, the Plan will notify You and Your Authorized
Representative in writing of the Plan's decision.

Within thirty (30) calendar days after the receipt of an Administrative
Appeal, the Plan will notify You and Your Authorized Representative in
writing of the Plan's decision.

Post-Service Appeal Review: A Post-Service Appeal may be requested by
You or Your Authorized Representative but must be submitted in writing
within 180 days of an Adverse Benefit Determination.

Within thirty (30) calendar days after the receipt of the Medical Necessity
Appeal, the Plan will notify You and Your Authorized Representative in
writing of the Plan's decision. '

Within sixty (60) calendar days after the receipt of an Administrative
Appeal, the Plan will notify You and Your Authorized Representative in
writing of the Plan's decision.

Urgent Care Appeal Review: An Urgent Care Appeal may be requested by
You or Your Authorized Representative but must be submitted in writing
within 180 days of an Adverse Benefit Determination. ~ For Appeals
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10.2.5

satisfying the definition of an Urgent Care Appeal you may request an
expedited Appeal of a Plan decision verbally or in writing. Within a
reasonable period of time not to exceed twenty-four (24) hours of
receiving a valid request for an Urgent Care Appeal, the Plan will verbally
notify You of its decision. The Plan will then send a written confirmation
of its decision within twenty-four (24) hours.

External Review: If You or Your Authorized Representative are not
satisfied with the decision of the Plan and have exhausted the internal
appeal process, You or Your Authorized Representative may request an
external review in writing or via electronic media within sixty (60) days
after receipt of the Plan’s decision. The Independent Review Organization
assigned will be chosen from a list compiled and maintained by the
Arkansas Insurance Department.

10.2.5.1 Within five (5) business days after receipt of the request for an

external review, You or Your Authorized Representative and
treating Physician will be notified in writing whether the request is
complete and if the request has been accepted for external review.

o If the request is not complete, the notice will imclude the
information needed to make the request complete. The
additional information must be submitted within seven (7)
business days following receipt of the notice.

10.2.5.2 Within forty-five (45) calendar days after receipt of the request for

an external review, the Independent Review Organization shall
provide written notice of its decision to uphold, reverse, or
partially uphold or reverse the Adverse Benefit Determination to
You or Your Authorized Representative, treating Physician and the
Plan.

» Ifthe Independent Review Organization has overturned any
portion or all of the Adverse Benefit Determination, the
Plan shall immediately approve the Coverage that was the
subject of the Adverse Benefit Determination.

e You or Your Authorized Representative may request an
expedited external review. Within seventy-two (72) hours
[(twenty-four (24) hours for Urgent Care)] of the request,
the Independent Review Organization will make a decision
to uphold or reverse the Adverse Benefit Determination and
notify You or Your Authorized Representative, the treating
Physician and the Plan. [The Independent Review
Organization must provide written confirmation of the
decision with forty-eight (48) hours after notice of the
decision.]
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10.2.5.3 .An expedited external review may not be provided for Adverse
Benefit Determinations involving a Retrospective Review.

10.2.5.4 Except in the case of a request for an expedited external review, at
the time of filing a request for an external review, You or Your
Authorized Representative shall submit to the Independent Review
Organization a filing fee of $25 along with the information and
documentation to be used by the Independent Review Organization
conducting the external review.

10.2.5.5 At any time during the external review process and upon receipt of
additional information, the Plan may reconsider its Adverse
Benefit Determination.

o The external review process will be terminated; and

e The Plan will immediately notify You or Your Authorized
Representative, treating Physician and the Independent
Review Organization of its decision.

10.2.6 Department of Insurance: The Member, Member’s Authorized
Representative, or a Physician acting on behalf of a Member has the right
to contact the Department of Insurance at any time in this process. The
Department may be contacted at the number listed in the Schedule of
Important Numbers.
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SECTION 11
CONFIDENTIALITY OF YOUR HEALTH INFORMATION

11.1 Privacy Information

The Plan needs information about You to manage Your benefits. We collect your
information from many sources and keeping your information safe is one of our
most important jobs. We make sure that only people who need to use Your
information have access to it. We may use and share Your information for:

o Treatment
e Payment
e Health care operations

These uses are covered under state and federal laws. Our policies will reflect the
most protective laws that apply to You.

Here are some other ways that we may use or share Your personal information:

e To help providers and other health plans in Your treatment, payment and
health care operations.

s To give out information if required by law.

¢ To other businesses who work for us.

e To tell you about treatment options or health related services.
e To help the sponsor of Your health plan serve You.

e To people You have said may receive Your information.

e To those having a relationship that gives them the right to act on Your
behalf.

e To researchers who take all required steps to protect Your privacy.
Other times, we may need to get your permission to use or share Your
health information.
11.2 Notice of Privacy Practices

As one of our members, You have certain rights. More information is in the
Plan’s Notice of Privacy Practices, which You should read. These rights, with
some limits, include:

e Asking for restrictions
» Asking for confidential communications

o Asking to see and get copies of Your information
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¢ Asking for corrections to Your information
s Asking for a report of how we may have shared Your information

» Sending a complaint or receiving more information
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12.1

12.2

12.3

12.4

12.5

12.6

SECTION 12
GENERAL PROVISIONS

Applicability

The provisions of this Agreement shall apply equally to the Subscriber and
Dependents and all benefits and privileges made available to You shall be
available to Your Dependents.

Governing Law

This Plan is delivered and governed by the laws of the State of Arkansas.

Limitation of Action

Members are encouraged to exhaust the Plan Complaint and Grievance Procedure
prior to pursuing legal action, (in a court or other government tribunal) as this is
the most expeditious and cost-effective method of resolving Member concerns.

Nontransferable

No person other than You is entitled to receive health care service Coverage or
other benefits to be furnished by the Plan under this Agreement. Such right to
health care service Coverage or other benefits is not transferable.

Relationship Among Parties Affected by Agreement

The relationship between the Plan and Participating Providers is that of
independent contractors. Participating Providers are not agents or employees of
the Plan, nor is the Plan or any employee of the Plan an employee or agent of
Participating Providers. Participating Providers shall maintain the provider-patient
relationship with You and are solely responsible to You for all Participating
Provider services.

You are nota agent or representatives of the Plan, and neither shall be liable for
any acts or omissions of the Plan for the performance of services under this
Agreement.

Contractual Relationships

The Plan agrees to provide Coverage for Health Services to Members, subject to
the terms, conditions, exclusions and limitations of the Agreement. This COC is
issued on the basis of the Subscriber's enrollment in the Plans payment to the Plan
of the required Premium. The Plan has the right to increase Premium rates,
provided the Member if is the Member is given thirty-one (31) days advance
written notice.
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12.7

12.8

12.9

Reservations and Alternatives

The Plan reserve the right to contract with other corporations, associations,
partnerships, or individuals for the furnishing and rendering of any of the services
or benefits described herein. The identity of the service providers and the nature
of the services provided may be changed from time to time and without prior
notice to or approval by Enrolling Units or Members. You must cooperate with
those persons or entities in the performance of their responsibilities.

Severability

In the event that any provision of this Agreement is held to be invalid or
unenforceable for any reason, the mvalidity or unenforceability of that provision
shall not affect the remainder of this Agreement, which shall continue in full force
and effect in accordance with its remaining terms.

Valid Amendment

No change in this Agreement shall be valid unless approved by an Officer of the -
Plan, and evidenced by endorsement on this Agreement and/or by Amendment to
this Agreement. Such Amendments will be incorporated mto this COC.
Amendments to the COC are effective upon thirty-one (31) days written notice to
the Member. No change will be made to the COC unless made by an Amendment
or a Rider that is issued by the Plan. No agent has authority to change the COC or
to waive any of its provisions. Copayment changes shall be made only on the
anniversary date of Your COC unless by mutual agreement of the Plan and the
Enrolling Unit

12.10 Waiver

The failure of the Plan or You to enforce any provision of this Agreement shall not
be deemed or construed to be a waiver of the enforceability of such provision.
Similarly, the failure to enforce any remedy arising from a default under the terms
of this Agreement shall not be deemed or construed to be a waiver of such default.

12.11 Entire Agreement

This Agreement, including the endorsements and attached papers, shall constitute
the entire Agreement between the parties. All statements, in the absence of fraud,
pertaining to Coverage under this Agreement that are made by You shall be
deemed representations, but not warranties. No such statement shall void or
reduce under the Agreement or be used in defense of a legal action unless it is
contained in a written instrument. Finally, no such statements, except fraudulent
statements, made by the applicant in the application for such policy shall be used
to void the policy or to deny a claim for loss incurred commencing after the
expiration of such two (2) year period. After this policy has been in force for a
period of two (2) years during the lifetime of the Member (excluding any period
during which the insured is disabled), it shall become incontestable as to the
statements contained in the application. |
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Notwithstanding the Schedule of Benefits in this Plan, the Plan may provide
different benefits to different Enrolling Units or individuals, as determined by the
Plan and applicable Enrolling Units or individuals. Such differences in benefits
shall be allowed only as the result of a written Amendment to the Agreement or a
written Rider or similar document, approved by the Plan. The Enrolling Unit will
notify those Members affected by such different benefits.

12.12 Participation in Policies of The Plan

Any Member who wishes to participate in matters of the Plan’s policies and
operations may do so by submitting suggestions, in writing, to Member Services at
the address on the attached Schedule of Important Telephone Numbers and
Addresses. The Member Advisory Committee will investigate the viability and
appropriateness of the suggestion and recommend approval or disapproval to the
Plan's policymaking body, pursuant to Arkansas law.

12.13 Records

The Member shall furnish the Plan with all medical information and proofs of
previous coverage that the Plan may reasonably require with regard to any matters
pertaining to this COC in the event the Plan is unable to obtain this information
directly from the Provider or insurer.

By accepting Coverage under the COC, each Member, including Enrolled
Dependents, whether or not such Enrolled Dependents have signed the application
of the Subscriber, authorizes and directs any person or institution that has provided
services to the Member, to furnish the Plan or any of the Plan' s designees at any
reasonable time, upon its request, relevant information and records or copies of
records relating to the services provided to the Member. The Plan agrees that such
information and records will be considered confidential. Upon the Member’s
consent, the Plan and any of the Plan's designees shall have the right to release, and
secondarily release any and all records concerning Health Services which are
necessary to implement and administer the terms of the COC or for appropriate
medical review or quality assessment.

12.14 Examination of Members and Autopsy

Physical Examinations and Autopsy: The insurer at its own expense shall have the
right and opportunity to examine the person of the insured when and as often as it
may reasonably require during the pendency of a claim hereunder and to make an
autopsy in case of death where it is not forbidden by law.

12.15 Clerical Error

Clerical error shall not deprive any individual of Coverage under the COC or
create a right to additional benefits.

12.16 Notice
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Written notice given by the Plan to all affected Subscribers and their Enrolled
Dependents in the administration of Coverage under the COC.

12.17 Workers' Compensation

The Coverage provided under the COC does not substitute for and does not affect
any requirements for Coverage by Workers' Compensation Insurance.

12.18 Conformity with Statutes

Any provision of the COC which, on its Effective Date, is in conflict with the
requirements of statutes or regulations of the jurisdiction in which it is delivered, is
hereby amended to conform to the minimum requirements of such statutes and
regulations.

12.19 Non-Discrimination

In compliance with state and federal law, the Plan shall not discriminate on the
basis of age, color, disability, gender, marital status, national origin, religion,
sexual preference, or public assistance status.

12.20 Provisions Relating to Medicaid Eligibility

Payment for benefits will be made in accordance with assignment of rights made
by or on behalf of a Member, as required by a State plan for medical assistance
approved under title XIX of the Social Security Act. To the extent that payment
has been made under such State plan in any case in which the Plan has a legal
liability under the Plan to make payment for such Health Services, the Plan will
pay for such Health Services in accordance with any State law, provided that the
State has acquired such rights to payment.

The fact that a person is eligible for or provided medical assistance under a State
plan for medical assistance approved under Title XIX of the Social Security Act
shall not be taken into account in enrolling such person, or in determining or
making benefit payments under the Plan.

12.21 Policies and Procedures

The Plan may adopt policies, procedures, rules and interpretations to promote
orderly and efficient administration of this Agreement.

12.22 Discretionary Authority

The Plan has the discretionary authority to interpret the Agreement in order to
make eligibility and benefit determinations. The Plan also has the discretionary
authority to make factual determinations as to whether any individual is entitled to
receive any benefits under this Agreement. In no way shall this section limit any
Member’s rights as set forth in the Resolving Complaints and Grievances section or
any rights permitted under law.

12.23 Value Added Services
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From time to time the Plan may offer to provide Members access to discounts on
health care related goods or services. While the Plan has arranged for access to
these goods, services and/or third party provider discounts, the third party service
providers are liable to the Members for the provision of such goods and/or services.
The Plan is not responsible for the provision of such goods and/or services nor is it
liable for the failure of the provision of the same. Further, the Plan is not liable to
the Members for the negligent provision of such goods and/or services by third
party service providers. These discounts are subject to modification or
discontinuance without notice.
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SECTION 13
UTILIZATION REVIEW POLICY AND PROCEDURES

13.1 Utilization Review Circumstances

Utilization review is performed under the following circumstances:

s Prospective or Pre-Service Review - Conducting utilization review for the
purpose of Prior Authorization is called Prospective or Pre-Service Review.
Services include, but are not limited to, elective inpatient admission and
outpatient surgeries that require Prior Authorization.

e Concurrent Care Review - Review that occurs at the time care is rendered.
When You are Hospitalized or Confined to a SNF, concurrent review is
conducted on site or by telephone with the utilization review department at
each facility.

« Retrospective or Post-Service Review - Retrospective or Post-Service review
is utilization review that takes place for medical services that have not been
Authorized by the Plan, after the services have been provided. For example,
Emergency Room visits are reviewed after they occur.

Toll Free Telephone Number - The toll free telephone number of the utilization
review department is listed in the Plan’s Schedule of Important Telephone
Numbers and Addresses. Voice messages recorded regarding Utilization Review
will be returned within two (2) working days.

13.2 Timing Of Utilization Review Decisions
The time-frame for making utilization review decisions is as follows:

e Prospective or Pre-Service Review —

1. Notification of a determination shall be verbally by mail or within two
(2) business days of the receipt of the request and receipt of all
information necessary to complete the review.

2. A determination as to the necessity or appropriateness of an admission,
service, or procedure shall be reviewed by a physician or determined
in accordance with standards or guidelines approved by a physician.

3. In the case of an Adverse Benefit Determination, the notice of Adverse
Benefit Determination must include the principal reason for the
determination and the procedures to initiate an appeal.

e Concurrent Care Review —
1. Notification of a determination shall be verbally by mail or within two

(2) business days of the receipt of the request and receipt of all
information necessary to complete the review.
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13.3

13.4

2. A determination as to the necessity or appropriateness of an admission,
service, or procedure shall be reviewed by a physician or determined
in accordance with standards or guidelines approved by a physician.

3. In the case of an Adverse Benefit Determination, the notice of Adverse
Benefit Determination must include the principal reason for the
determination and the procedures to initiate an appeal.

e Retrospective or Post-Service Review —

1. Notification of a determination shall be verbally by mail or within two
(2) business days of the receipt of the request and receipt of all
information necessary to complete the review.

2. A determination as to the necessity or appropriateness of an admission,
service, or procedure shall be reviewed by a physician or determined
in accordance with standards or guidelines approved by a physician,

3. In the case of an Adverse Benefit Determmation, the notice of Adverse
Benefit Determination must include the principal reason for the
determination and the procedures to initiate an appeal.

Reconsideration

You have the right to request reconsideration of any adverse determination
involving a Prospective or Pre-Service Review as well as any Concurrent Care
Review determination. In the case of a Prospective or Concurrent Care Review
determination, the attending Physician shall have the right to appeal that
determination over the telephone on an expedited basis, if he/she believes that the
determination warrants immediate Appeal.

A decision shall occur within forty-eight (48) hours of the date the reconsideration
is filed and the receipt of all information necessary to complete the
reconsideration.

Right To Appeal

If the reconsideration process does not resolve the difference of opinion, the
Adverse Benefit Determination may be appealed by You or Your Provider on
Your behalf though the standard appeal process. Please see the Complaint and
Grievance Procedure Section for the time frames for- such Appeals.
Reconsideration is not a prerequisite to any Appeal.
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Schedule of Benefits

This Schedule is part of Your COC but does not replace it. Many words are defined
elsewhere in the COC, and other limitations or exclusions may be listed in other sections of
Your COC. Reading this Schedule by itself could give You an inaccurate impression of the
terms of Your Coverage. This Schedule must be read with the rest of Your COC. [This is a
QHDHP. Please see Section 2.11 for additional information regarding Your benefits.]
Coinsurance amounts are a percentage of the Plan’s Out of Network Rate (ONR). Prior
Authorization may be required for some services. Please refer to Your COC for further
details or contact Member Services at the phone number listed in the “Schedule of Important
Numbers and Addresses” section of Your COC or on the back of Your ID card.

Member Responsibility

In-Network

Out-of-Network

Annual Deductible

Total amount a Member is required to
pay each [calendar] [Contract] Year
before he or she is eligible for certain
Health Services. The Annual
Deductible need only be met once per
Member per [calendar] [Contract] Year.

[Pharmacy Services are included in the
Deductible.]

In some cases, In-Network Deductible
will not apply.

Individual
[$0-$15,000]

[Family
[$0-$45,000]]

Individual
[$0-$45,000]

[Family
[$0-$90,000]]

Annual Out-of-Pocket Maximum

[Copayments,] [Annual Deductible,]
[and] [Coinsurance] apply to the Out-of-
Pocket Maximum

[Pharmacy Services are included in the
Annual Out-of-Pocket Maximum.]

Individual
[$0-$25,000]

[Family
[$0-$75,000]]

Individual
[$0-$50,000]

[Family
[$0-$150,000]]

[Maximum Annual Benefit

Combined total of all benefits each
[calendar][Contract] Year.

Individual
[$10,000-unlimited]

Individual
[$10,000-unlimited]

[Family [Family
[$10,000-unlimited]] [$10,000-unlimited]]]
Maximum Lifetime Benefit Unlimited Unlimited
Combined total of all benefits.
Physician Office - Preventive Care $0 For Primary Care

Services [$0-$250 Copay

YOU ARE RESPONSIBLE FOR AMOUNTS IN EXCESS OF OUT-OF-NETWORK RATES (ONR) IN
ADDITION TO APPLICABLE COPAYMENT, COINSURANCE AND DEDUCTIBLES.
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[Preventative services for adults and
children (PCP& Specialist) includes A
and B Services recommended by the US
Preventative Services Task Force.]
Services include routine health
assessment, well-child care, child health
supervision services, childhood
immunizations, hearing test, annual self-
referred gynecological examination,
mammogram and pap smear.

[Maximum benefit is an In-Network
and Out-of-Network combined limit.]

per visit] [or] [then] [O-
50% [of ONR]
Coinsurance [per visit]]
[after Deductible] [4-
unlimited visits]
For Specialty Care
Services [$0-$250 Copay
per visit] [or][then] [O-
50% [of ONR]
Coinsurance [per visit]]
[after Deductible]

Physician Office — Medical Services
Services include diagnosis, consultation
and treatment, diagnostic tests and
radiology services, immunizations and
injections, surgery, allergy tests and
treatment.

For Primary Care
Services [$0-$250 Copay
per visit] [or][then[ [O-
50% Coinsurance [per
visit]] [after Deductible]
For Specialty Care
Services [$0-$250 Copay
per visit] [or][then[ [O-
50% Coinsurance [per
visit]] [after Deductible]

For Primary Care
Services [$0-$250 Copay
per visit] [or] [then] [O-
50% [of ONR]
Coinsurance [per visit]]
[after Deductible] For
Specialty Care Services
[$0-$250 Copay per visit]
[or][then[ [0-50% [of
ONR] Coinsurance [per
visit]] [after Deductible]

Chiropractic Office Visits
Services include treatment that is
Medically Necessary, clinically
appropriate, and within the
chiropractor’s scope of practice.

[Visit limitation is an In-Network and
Out-of-Network combined limit.]

[$0-$250 Copay per visit]
[or] [then] [0-50%
Coinsurance [per visit]]
[after Deductible] [10-
unlimited visits]

[$0-$250 Copay per visit]
[or] [then] [0-50% [of
ONR] Coinsurance [per
visit]] [after Deductible]
[10-unlimited visits]

Emergency Room Services
Coverage is provided for worldwide
Emergency Health Services as defined
in section [1.35] of the COC.

[$0-$500 Copay per visit]
[or] [then] [0-50%
Coinsurance [per visit]]
([Copay; Coinsurance]
waived if the patient is
admitted) [after
Deductible]

[$0-$500 Copay per visit]
[or] [then] [0-50% [of
ONR] Coinsurance per
visit] ([Copay;
Coinsurance] waived if
the patient is admitted)
[after Deductible]

Emergency Ambulance Services
Coverage is provided for Emergencies
as defined in Sections [1.35] and 6 of the

[$0-$500 Copay per
occurrence] [or] [then] [0-
50% Coinsurance [per

[$0-$500 Copay per
occurrence] [or] [then] [0-
50% [of ONR]

YOU ARE RESPONSIBLE FOR AMOUNTS IN EXCESS OF OUT-OF-NETWORK RATES (ONR) IN
ADDITION TO APPLICABLE COPAYMENT, COINSURANCE AND DEDUCTIBLES.
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COC.

[visit]] [after Deductible]

Coinsurance [per visit]]
[after Deductible]

Urgent Care Services

Urgent Care Services at Alternate
Facilities both in and out of the Service
Area are Covered.

[$0-$500 Copay per visit]
[or] [then] [0-50%
Coinsurance [per visit]]
[after Deductible]

[$0-$500 Copay per visit]
[or] [then] [0-50% [of
ONR] Coinsurance [per
visit]] [after Deductible]

Outpatient Services and Diagnostic
Procedures and Tests

Coverage includes diagnostic procedures
and tests, including but not limited to lab
and radiology, not performed in the
Physician’s office. Certain procedures
and tests are considered surgery,
including but not limited to colonoscopy
and endoscopy. Refer to the Outpatient
Surgery section.

[$0-$500 Copay per visit]
[or] [then] [0-50%
Coinsurance [per visit]]
[after Deductible] [0-20%
penalty for failure to

precertify]

[$0-$500 Copay per visit]
[or] [then] [0-50% [of
ONR] Coinsurance [per
visit]] [after Deductible]
[0-20% penalty for failure
to precertify]

Outpatient Surgery

Benefits are provided for Covered
Services rendered at an outpatient
Hospital and may include an overnight
observation stay. Certain procedures and
tests are considered surgery, including
but not limited to colonoscopy and
endoscopy.

[$0-$500 Copay per visit]
[or] [then] [0-50%
Coinsurance [per visit]]
[up to a maximum of $0-
$2000] [per [calendar]
[[Contract] Year] [after
Deductible] [0-20%
penalty for failure to

precertify]

[$0-$500 Copay per visit]
[or] [then] [0-50% [of
ONR] Coinsurance [per
visit]] [up to a maximum
of $0-$2000] [per
[calendar][Contract]
Year] [after Deductible]
[0-20% penalty for failure
to precertify]

[Outpatient Surgery Freestanding
Facility

Benefits are provided for Covered
Services rendered at a Freestanding
surgery center.

[$0-$500 Copay per visit]
[or] [then] [0-50%
Coinsurance [per visit]]
[up to a maximum of $0-
$2000] [per
[calendar][Contract]
Year] [after Deductible]
[0-20% penalty for failure
to precertify]

[$0-$500 Copay per visit]
[or] [then] [0-50% [of
ONR] Coinsurance [per
visit]] [up to a maximum
of $0-$2000] [[per
[calendar][Contract]
Year] [after Deductible]
[0-20% penalty for failure
to precertify]]

[High Technology Diagnostic Services,
Tests, and Procedures

Including, but not limited to: MRI,
MRA, CT Scans, Thallium Scans,
Nuclear Stress Tests, PET Scans,
Echocardiograms, Ultrasounds

[$0-$500 Copay per visit]
[or] [then] [0-50%
Coinsurance [per visit]]
[up to a maximum of $0-
$2000] [per
[calendar][Contract]
Year] [after Deductible]
[0-20% penalty for failure
to precertify]

[$0-$500 Copay per visit]
[or] [then] [0-50% [of
ONR] Coinsurance [per
visit]] [up to a maximum
of $0-$2000] [per
[calendar][Contract]
Year] [after Deductible]
[0-20% penalty for failure
to precertify]]

YOU ARE RESPONSIBLE FOR AMOUNTS IN EXCESS OF OUT-OF-NETWORK RATES (ONR) IN
ADDITION TO APPLICABLE COPAYMENT, COINSURANCE AND DEDUCTIBLES.
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[Injectables

Includes Injectable medications, allergy
and therapeutic injections and
chemotherapy. There may be more than
one Copayment/Coinsurance charged by
the same Provider on the same day.]

[[$0-$500 Copay] [or]
[then] [0-50%
Coinsurance] [up to a
maximum of $0-$500]
per injection with the
exception of
immunizations [after
Deductible]]

[[$0-$500 Copay]
[or] [then] [0-50% [of
ONR] Coinsurance] [up
to a maximum of $0-
$500] per injection with
the exception of
immunizations [after
Deductible]]

[Self-Injectable Medications
Medications considered by the Plan to
be Self-Injectable Medications are
Covered only under a Pharmacy Rider,
if purchased.]

[Not Covered under the
medical policy.]

[Not Covered under the
medical policy.]

Inpatient Hospital Services

Coverage is provided for Medically
Necessary Physician and surgeon
services, Semi-private room, operating
rooms and related facilities, intensive
and coronary care units, laboratory, x-
rays, radiology services and procedures,
medications and biologicals, anesthesia,
special duty nursing as prescribed, short-
term rehabilitation services, nursing
care, meals and special diets.

[$0-$1000 Copay]
[or][then] [0-50%
Coinsurance] [per
admission; per day] [up to
a maximum of $0-$2000]
[per [calendar][Contract]
Year] [after Deductible]
[$0-$1000 penalty for
failure to precertify]

[$0-$1000 Copay]
[or][then] [0-50% [of
ONR] Coinsurance] [per
admission; per day] [up to
a maximum of $0-$2000]
[per [calendar] [Contract]
Year] [after Deductible]
[$0-$1000 penalty for
failure to precertify]

Transplant Services

Services and supplies for certain
transplants are Covered [when provided
at a Designated Transplant Network
Facility and by a Designated Transplant
Network Physician]. [Please see Your
COC for further details.]

Donor screening testing is limited to
four (4) donors. This is a combined
In-Network and Out-of-Network
limit.

[$0-$1000 Copay]
[or][then] [0-50%
Coinsurance] [per
admission; per day] [up to
a maximum of $0-$2000]
[per [calendar] [Contract]
Year] [after Deductible]
[$0-$1000 penalty for
failure to precertify]

Covered only at a
Designated Transplant
Network Facility by a
Designated Transplant

Network Physician

Skilled Nursing Facility
[Coverage is provided when approved
by the Plan.]

[Coverage is provided in lieu of an
inpatient Hospital admission when
approved by the Plan.]

[Coverage is provided on a Semi-private

[$0-$1000 Copay]
[or][then] [0-50%
Coinsurance] [per
admission; per day] [up to
a maximum of $0-$2000]
[per [calendar] [Contract]
Year] Limited to [0-150]
days per [[calendar]

[$0-$1000 Copay]
[or][then] [0-50% [of
ONR] Coinsurance] [per
admission; per day] [up to
a maximum of $0-$2000]
[per [calendar] [Contract]
Year] Limited to [0-150]
days per [[calendar]

YOU ARE RESPONSIBLE FOR AMOUNTS IN EXCESS OF OUT-OF-NETWORK RATES (ONR) IN
ADDITION TO APPLICABLE COPAYMENT, COINSURANCE AND DEDUCTIBLES.
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basis.]

[Maximum benefit is an In-Network and
Out-of-Network combined limit.]

[Contract] Year] [after
Deductible] [$0-$1000
penalty for failure to

precertify]

[Contract] Year] [after
Deductible] [$0-$1000
penalty for failure to

precertify]

Home Health Care

Coverage is provided when services are
rendered by licensed Providers and
Authorized in advance by the Plan.

[Maximum benefit is an In-Network and
Out-of-Network combined limit.]

[$0-$500 Copay per visit]
[or] [then] [0-50%
Coinsurance per
[visit][day]] [Limited to
20-50 [visits][days] per
[calendar] [Contract]
Year][after Deductible]
[0-20% penalty for failure
to precertify]

[$0-$500 Copay per visit]
[or] [then] [0-50% [of
ONR] Coinsurance per
[visit][day]] [Limited to
20-50 [visits][days] per
[calendar] [Contract]
Year] [after Deductible]
[0-20% penalty for failure
to precertify]

Hospice

Coverage is provided when services are
rendered by licensed Providers and
Authorized in advance by the Plan.

[Maximum benefit is an In-Network and
Out-of-Network combined limit.]

[$0-$500 Copay per visit]
[or] [then] [0-50%
Coinsurance [per

[visit][day]] [Limited to
20-50 [visits][days] per
[calendar] [Contract]

Year][ [after Deductible]

[0-20% penalty for failure

to precertify]

[$0-$500 Copay per visit]
[or] [then] [0-50% [of
ONR] Coinsurance [per
[visit][day]] [Limited to
20-50 [visits][days] per
[calendar] [Contract]
Year] [after Deductible]
[0-20% penalty for failure
to precertify]

Durable Medical Equipment (DME),
Orthotics and Prosthetics

Coverage is provided when services are
rendered by [licensed] Providers and

[0-50% Coinsurance [of
Covered expenses]] [after
Deductible] [0-20%
penalty for failure to

[0-50% [of ONR]
Coinsurance [of Covered
expenses]] [after
Deductible] [0-20%

Authorized in advance by the Plan. precertify] penalty for failure to
precertify]

[Maximum benefit is an In-Network and

Out-of-Network combined limit.]

[Eyeglasses and Contacts 100% of Covered [0-50% Coinsurance [of

Coverage is provided for the first pair of
eyeglasses or corrective lenses following
cataract surgery

[Maximum benefit is an In-Network and
Out-of-Network combined limit.]

eyewear up to [$50-$500]

Covered expenses]] [after
Deductible]]

[Hearing Aids
Coverage is provided for hearing aids.

[Maximum benefit is an In-Network and
Out-of-Network combined limit.]

[$0-$500 Copay per
hearing aid] [or] [then]
[0-50% Coinsurance [per
hearing aid]] [limited to a
benefit maximum of
$250-$5000] [after
Deductible]

[$0-$500 Copay per
hearing aid] [or] [then]
[0-50% [of ONR]
Coinsurance [per hearing
aid]] [limited to a benefit
maximum of $250-
$5000] [after

YOU ARE RESPONSIBLE FOR AMOUNTS IN EXCESS OF OUT-OF-NETWORK RATES (ONR) IN
ADDITION TO APPLICABLE COPAYMENT, COINSURANCE AND DEDUCTIBLES.
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Deductible]]

Physical, Occupational, and Speech
Therapy

Coverage is provided for Medically
Necessary inpatient or outpatient
physical, occupational, and speech
therapy when [rendered by licensed
Providers and] Authorized in advance by
the Plan.

[Maximum benefit is an In-Network and
Out-of-Network combined limit.]

[$0-$500 Copay per visit]
[or] [then] [0-50%
Coinsurance [per
[visit][day]] [after

Deductible] [0-20%
penalty for failure to
precertify]
[Physical therapy: 20-
unlimited visits]
[Occupational therapy:
20-unlimited visits]
[Speech therapy: 20-
unlimited visits]
[10-60 combined visits]
[Limited to 12-unlimited

[$0-$500 Copay per visit]
[or] [then] [0-50% [of
ONR] Coinsurance [per
[visit][day]] [after
Deductible] [0-20%
penalty for failure to
precertify]
[Physical therapy: 20-
unlimited visits]
[Occupational therapy:
20-unlimited visits]
[Speech therapy: 20-
unlimited visits]
[10-60 combined visits
[Limited to 12-unlimited

visits per visits per
[Contract][calendar] [Contract][calendar]
Year] Year]

YOU ARE RESPONSIBLE FOR AMOUNTS IN EXCESS OF OUT-OF-NETWORK RATES (ONR) IN
ADDITION TO APPLICABLE COPAYMENT, COINSURANCE AND DEDUCTIBLES.
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