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United HealthCare Insurance Company

2004 Amendment to the Certificate of

Coverage

The Certificate of Coverage is modified as described in this Amendment.

Section 1: What's Covered--Benefits

Product Design [Para]  Include when [United Access] [First Dollar Coverage] Payments is
purchased.

[(Section 1: What's Covered--Benefits) is expanded to
include the following:

Product Design [Para]  [United Access] [First Dollar Coverage] are bracketed to allow for a
change in the product name.

Select one of the following three initial paragraphs (#1, #2, or #3) and delete
the other two. The last two paragraphs in this Section will always be
included.

Group [Para]

[United Access||First Dollar Coverage]

[#1] Include this paragraph if, prior to having to meet the Annual Deductible,
[United Access][First Dollar Coverage] pays 100% of Eligible Expenses.
Delete the paragraph reference [#1].

Group [text] ?Include if [United Access][First Dollar Coverage] is limited per family as well
as per Covered Person.

Group [Para]

[To continue reading, go to right colummn on this page]

[[#1] We will pay $[50 - 2,000] per Covered Person in a single
[calendar] [Policy] year for Covered Health Services before you are
responsible for meeting the Annual Deductible or for paying
Copayments stated in the Certificate of Coveragc.[zThe total amount
of [United Access| [First Dollar Coverage| payments is further
limited to $[100 - 6,000] in a single [calendar| [Policy] year for all
Covered Persons in a family.] If Benefits are provided through an
outpatient prescription drug Rider, such Benefits are not included in
[United Access| [First Dollar Coverage| payments.]

[#2]Include this paragraph if, prior to having to meet the Annual Deductible,
[United Access][First Dollar Coverage] applies, but Copayments (both flat
dollar and percentage Copayments) are required. Delete the paragraph
reference [#2].

Group [text] ?Include if [United Access][First Dollar Coverage] is limited per family as well
as per Covered Person.

Group [Para]

[T continue reading, go to left colummn on next page.)
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United HealthCare Insurance Company

[[#2] We will pay $[50 - 2,000] per Covered Person in a single
[calendar] [Policy] year for Covered Health Services before you are
responsible for meeting the Annual Deductible stated in the
Certificate of Coverage. [ZThe total amount of [United Access| [First
Dollar Coverage| payments is further limited to $[100 - 6,000] in a
single [calendar] [Policy| year for all Covered Persons in a family.]
You are still required to pay the applicable Copayments stated in the
Benefit Information table in (Section 1: What’s Covered--Benefits). If
Benefits are provided through an outpatient prescription drug Rider,
such Benefits are not included in [United Access| [First Dollar
Coverage| payments.]

Group [Para] [#3]Include this paragraph if, prior to having to meet the Annual Deductible,
[United Access][First Dollar Coverage] pays 100% of Eligible Expenses for
services subject to percentage Copayments, but flat dollar Copayments are
required. Delete the paragraph reference [#3].

Group [text] %Include if [United Access][First Dollar Coverage] is limited per family as well

as per Covered Person.
[[#3] We will pay $[50 - 2,000] per Covered Person in a single
[calendar] [Policy] year for Covered Health Services before you are
responsible for meeting the Annual Deductible or for paying
Copayments that are charged as a percentage of Eligible Expenses
stated in the Certificate of Coverage. [zThe total amount of [United
Access| [First Dollar Coverage| payments is further limited to $[100 -
6,000] in a single [calendar| [Policy| year for all Covered Persons in a
family.] You are still required to pay the applicable flat dollar
Copayments stated in the Benefit Information table in (Section 1:
What’s Covered--Benefits). If Benefits are provided through an
outpatient prescription drug Rider, such Benefits are not included in
[United Access| [First Dollar Coverage| payments.]

Ynclude if Maximum Policy Benefit does not include [United Access][First
Dollar Coverage] payments.

Group [text]

[To continue reading, go to right colummn on this page]

The amount we pay in [United Access| [First Dollar Coverage]
payments is ['not] included in any Maximum Policy Benefit stated in
the Certificate of Coverage.

Group [text] Ynclude if [United Access][First Dollar Coverage] is limited per family as well
as per Covered Person.

Group [text] %Include if carry over does not apply to [United Access][First Dollar
Coverage].

Group [text] 3Include if the carry over amount is limited over multiple years of coverage.

*Alnclude when carry over amount is limited per person. *€Include when
carry over amount is limited per family. *Include when carry over amount is
limited per person/per family.

If you [1or all Covered Persons in your family] do not use the total
amount of [United Access| [First Dollar Coverage| payments
available for Covered Health Services in a single [calendar]| [Policy]
year, the remaining amount of [United Access| [First Dollar
Coverage| payments will [Znot] be carried over to the next [calendar]
[Policy] year. [3This carry-over amount shall not exceed [3'A$ [100 -
$4,000] per Covered Person] [ “and] [72$[200 - $12,000] for all
Covered Persons in a family].]]

[T continue reading, go to left colummn on next page.)
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United HealthCare Insurance Company

[ The Annual Deductible provision in the Payment Information table in (Section 1: What's Covered--Benefits) is

replaced with the following:

Payment Information

Payment Term Description

Group [text]

Annual
Deductible Group [text]

Yinclude when Annual Deductible
provision applies.

?Include when an Outpatient
Prescription Drug Rider is sold
and the Annual Deductible
applies to any combination of
medical and RX benefits.

The amount you pay for Covered
Health Services before you are eligible
to receive Benefits. [lFor a complete
definition of Annual Deductible, see
(Section 10: Glossary of Defined
Terms).| [2The Annual Deductible
applies to all Covered Health Services
under the Policy, including Covered
Health Services provided under the
Outpatient Prescription Drug Rider.]

Amounts
Group [Para] Include when separate individual and family Annual Deductible provisions apply:
Group [text] Ynsert appropriate amounts for individual and family Annual Deductible

[For single coverage, the Annual Deductible is EE[lO —7,500] per Covered
Person per [calendar| [Policy]| year.

If more than one person in a family is covered under the Policy, the single
coverage Annual Deductible stated above does not apply. For family coverage,
the family Annual Deductible is $[10 —22,500] per [calendar] [Policy| year. No

one in the family is eligible to receive Benefits until the family Annual
Deductible is satisfied.]

Group [Para] Include when individual with family maximum Annual Deductible provision applies:
Group [text] Yinsert appropriate amounts for individual and family Annual Deductible
[$[10 - 7,500] per Covered Person per [calendar] [Policy] year, not to exceed
$[10 - 22,500] for all Covered Persons in a family.]

Group [Para] Include when Annual Deductible provision does not apply.

[No Annual Deductible]]

[ The Out-of-Pocket Maximum provision in the Payment Information table in (Section 1: What's Covered--Benefits)

1s replaced with the following:

Payment Information

Pazment Term Descrigtion Amounts

O f Group [text] Ynclude when OOPM provision Group [Para] Include when OOPM provision applies separately to individual and to family.
ut-o1- applies. Group [text] Ynsert appropriate amounts for individual and family OOPM.
Group [text] %Include when an Outpatient
[80][MI]JAMD.1.04.AR (Rev. 1/2010) 3 (2004 Amendment to the Certificate of Coverage)



United HealthCare Insurance Company

Payment Term Descrigtion Amounts

Pocket Prescription Drug Rider is sold [For single coverage, the Out-of-Pocket Maximum is $[-0 — 10,000] per

and the Out-of-Pocket Maximum ~ - .
applies to any combination of Covered Person per [calendar]| [Policy] year.

medical and RX benefits.
The maximum you pay, out of your
pocket, in a [calendar|[Policy] year for
Copayments. [1For a complete .
definition of Out-of-Pocket [Policy] year.]
Maximum, see (Section 10: Glossary

Maximum

If more than one person in a family is covered under the Policy, the single
coverage Out-of-Pocket Maximum stated above does not apply. For family
coverage, the family Out-of-Pocket Maximum is $[10 — 30,000] per [calendar]

2 ) Group [Para] Include when OOPM provision applies to individual with family maximum.
of Defined Terms).] [ The Out-of- Group [text] Ynsert appropriate amounts for individual and family
P‘()cket Maximum apPhes to all [$ [10 - 10,000] per Covered Person per [calendar][Policy] year, not to exceed
Loxieregl Heal_th S?rwces under the $[10 - 30,000] for all Covered Persons in a family.]
POhC.y’ mclud?ng Covered Health Group [Para] Include when OOPM and Annual Deductible provisions apply.
Services provided under the - 2 . .
. L . p [text] Include if Annual Deductible does not apply to OOPM.
Outpatient Prescription Drug Rider| [The Out-of-Pocket Maximum does [Znot] include the Annual Deductible.]
Group [text] Include if OOPM provision does not apply.

[No Out-of-Pocket Maximum]]

[Emergency Health Services described in (Section 1: What's Covered--Benetfits) is replaced with the following:

Benefit Information

Description of Must Your Copayment [Does [Do You Need
Covered Health Service You Amount Copayment to Meet Annual
Notify Us? %» Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses Maximum?]

Emergency Health Services Yes, but only [$[0 - 250] per [Yes] [No] [Yes][Nol]
Services that are required to stabilize or initiate treatment in an for an Inpatient  wvisit|[[0 - 50]%]
Emergency. Emergency Health Services must be received on an Stay [No Copayment]

[80][MI]JAMD.1.04.AR (Rev. 1/2010) 4 (2004 Amendment to the Certificate of Coverage)



United HealthCare Insurance Company

Description of Must Your Copayment [Does [Do You Need
Covered Health Service You Amount Copayment to Meet Annual
Notify Us? % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses Maximum?]

outpatient basis at a Hospital or Alternate Facility.

You will find more information about Benefits for Emergency
Health Services in (Section 3: Obtaining Benefits).

Notify Us
Please remember that if you are admitted to a Hospital as a result of
an Emergency, you must notify us within one business day or the
same day of admission, or as soon as reasonably possible.

Group [text] "When the benefit plan design is to reduce benefits by one-half, insert a
number that is one-half of the benefit level (i.e. if the Copayment is 20%, the
benefit level is 80% and the number to insert here is 40%.)

Group [text] ?When the benefit plan design is to reduce benefit to 50%, insert 50%.

If you don't notify us, Benefits for the Hospital Inpatient Stay will be
reduced to [1_225—5()%] of Eligible Expenses. Benefits will not be
reduced for the outpatient Emergency Health Services.

[ Outpatient Surgery, Diagnostic and Therapeutic Services described in (Section 1: What's Covered--Benefits) is
replaced with the following:

Benefit Information

Description of Must Your Copayment [Does [Do You Need
Covered Health Service You Amount Copayment to Meet Annual
Notify Us? % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses Maximum?]

[80][MI]AMD.I1.04.AR (Rev. 1/2010) 5 (2004 Amendment to the Certificate of Coverage)



United HealthCare Insurance Company

Description of Must Your Copayment [Does [Do You Need
Covered Health Service You Amount Copayment to Meet Annual
Notify Us? %o Copayments are Help Meet Out-  Deductible?]
basgd ona percent of of-Pocket
Eligible Expenses Maximum?]

Outpatient Surgery, Diagnostic and
Therapeutic Services
Outpatient Surgery No [$[0 - 1,000] per [Yes|[No] [Yes][No]
Covered Health Services for surgery and related services received on surgical
an outpatient basis at a Hospital or Alternate Facility. procedure]

Administrative [text] ‘Include (and delete #2 below) when facility-based Physician charges are
paid as part of the facility charge.

Administrative [text] ?Include (and delete #1 above) when facility-based Physician charges are
paid according to Network status.

Benefits under this section include only the facility charge and the
charge for [lrequired Hospital-based professional services,| supplies
and equipment. Benefits for the surgeons fees [Zand facility-based
Physician's fees] related to outpatient surgery are described under
Professional Fees for Surgical and Medical Services.

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

[[0 - 50]%]
[No Copayment]

[80][MIJAMD.1.04.AR (Rev. 1/2010)
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United HealthCare Insurance Company

Description of
Covered Health Service

Must Your Copayment [Does

Notify Us?

[Do You Need
You Amount Copayment to Meet Annual

% Copayments are Help Meet Out-  Deductible?]

based on a percent of of-Pocket

Eligible Expenses M aximum?]

Outpatient Diagnostic Services
Covered Health Services received on an outpatient basis at a
Hospital or Alternate Facility including:

e Lab and radiology/X-ray.

e Mammography testing.

Administrative [text] ‘Include (and delete #2 below) when facility-based Physician charges are
paid as part of the facility charge.

Administrative [text] ?Include (and delete #1 above) when facility-based Physician charges are
paid according to Network status.

Benefits under this section include the facility charge, [Zand] the
charge for required services, supplies and equipment[l, and all
related professional fees]. IZBeneﬁts for facility-based Physician's
fees related to these services are described under Professional Fees for

Surgical and Medical Services.]

When these services ate performed in a Physician's office, Benefits
are described under Physician's Office Services below.

This section does not include Benefits for CT scans, PET scans,

MRIs, or nuclear medicine, which are described immediately below.

For preventive
diagnostic
services:
No [$[0 - 1,000] per [Yes][No] [Yes][No]
test]
[[0 - 50]%]
[No Copayment]

For preventive
mammography
testing:
No [$[0 - 1,000] per [Yes][No] [Yes][No]
test]
[[0 - 50]%]
[No Copayment]

For Sickness
and Injury-
related
diagnostic
services:
No [$[0 - 1,000] per [Yes|[No] [Yes|[No]
test]
[[0 - 50]%]
[No Copayment]

[80][MIJAMD.1.04.AR (Rev. 1/2010)
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United HealthCare Insurance Company

Description of Must Your Copayment [Does [Do You Need
Covered Health Service You Amount Copayment to Meet Annual
Notify Us? % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses Maximum?]
]
Outpatient Diagnostic/Therapeutic Semcts-s- -CT No [$[0 - 1,000] per [Yes|[No] [Yes]|[No]
Scans, PET Scans, MRI and Nuclear Medicine test]
[[0 - 50]%]

Covered Health Services for CT scans, PET scans, MRI, and nuclear
medicine received on an outpatient basis at a Hospital or Alternate
Facility.

[No Copayment]

Administrative [text] ‘Include (and delete #2 below) when facility-based Physician charges are
paid as part of the facility charge.

Administrative [text] “Include (and delete #1 above) when facility-based Physician charges are
paid according to Network status.

Benefits under this section include the facility charge, [Zand] the
charge for required services, supplies and equipment[l, and all
related professional fees]. IZBeneﬁtS for facility-based Physician's
fees related to these services are described under Professional Fees for

Surgical and Medical Services.]

Outpatient Tbergpeuﬂc Tteatments . No 1S[0 - 1,000] per [Yes|[No| Yes|[Nol]
Covered Health Services for therapeutic treatments received on an treatment]
outpatient basis at a Hospital or Alternate Facility, including dialysis, ([0 - 50]%
intravenous chemotherapy or other intravenous infusion therapy,

_ [No Copayment]
and other treatments not listed above.

Administrative [text] ‘Include (and delete #2 below) when facility-based Physician charges are
paid as part of the facility charge.

Administrative [text] ?Include (and delete #1 above) when facility-based Physician charges are
paid according to Network status.

Benefits under this section include the facility charge, [Zand] the

[80][MI]JAMD.1.04.AR (Rev. 1/2010) 8 (2004 Amendment to the Certificate of Coverage)



United HealthCare Insurance Company

Description of Must Your Copayment [Does [Do You Need
Covered Health Service You Amount Copayment to Meet Annual
Notify Us? % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses Maximum?]

]
charge for required services, supplies and equipment[l, and all

related professional fees]. [ZBeneﬁts for facility-based Physician's
fees related to these services are described under Professional Fees for
Surgical and Medical Services.)

When these services ate performed in a Physician's office, Benefits
are described under Physician's Office Services below.

[Physician’s Office Services described in (Section 1: What's Covered--Benefits) is replaced with the following:

Benefit Information

Description of Must Your Copayment [Does [Do You Need
Covered Health Service You Amount Copayment to Meet Annual
Notify Us? % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses Maximum?]
L __________________________________________________________________________________________________________________________________________|]
Group [text] %Include when a separate Copayment for a Specialist Physician office visit
applies. No [$]0 - 75] per visit] [Yes|[No] [Yes. Prostate
2
. o . 0 - 501% Cancer
Physician's Office Services 10 0P%] 1, .
except that the Screenings not
Covered Health Services for preventive medical care. Copayment for a subject to
Specialist Annual
Preventive medical care includes: Physician office Deductible.]
visit is[$[0 - 100]] [No]

e Voluntary family planning. [[0 - 50]%]]
[No Copayment

[80][MI]JAMD.1.04.AR (Rev. 1/2010) 9 (2004 Amendment to the Certificate of Coverage)



United HealthCare Insurance Company

Description of Must Your Copayment [Does [Do You Need
Covered Health Service You Amount Copayment to Meet Annual
Notify Us? % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses Maximum?]

'
applies when no

State Mandate Physician charge
e Well-baby and well-child care. Care shall include 20 visits at is assessed. |
approximately the following age intervals: Birth, 2 Weeks, 2 [No Copayment]
Months, 4 Months, 6 Months, 9 months, 12 months, 15 months,
18 months, 2 years, 3 years, 4 years, 5 years, 6 years, 8 years, 10
years, 12 years, 14 years, 16 years and 18 years.
¢ Routine physical examinations.
e Vision and hearing screenings. (Vision screenings do not include
refractive examinations to detect vision impairment. See Eye
Examinations earlier in this section.)
e Immunizations. Please Note: No Copayment, Coinsurance or
Deductible will be applicable to children’s immunization
services.
e Prostate Cancer Screenings provided at minimum one (1)
screening per [calendar]|[Policy] year for any male Covered
Person forty (40) years of age or older.
Product Design [Para]  Include if Benefits for preventive care are limited.
[Benefits for preventive medical care are limited to [1 - 5] visit[s| per
Covered Person per [calendar| [Policy] year. [This limit does not
apply to Enrolled Dependent children under the age of 19.]
Covered Health Services for the diagnosis and treatment of a No [$[0 - 75] per visit] [Yes|[No] [Yes|[No]]

Sickness or Injury. ([0 - 50]%] [2,

[80][MI]JAMD.1.04.AR (Rev. 1/2010) 10 (2004 Amendment to the Certificate of Coverage)



United HealthCare Insurance Company

Description of Must Your Copayment [Does [Do You Need
Covered Health Service You Amount Copayment to Meet Annual
Notify Us? % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses Maximum?]

except that the
Copayment for a
Specialist
Physician office
visit is[$[0 - 100]]
[10 - 50]%]]
[No Copayment
applies when no
Physician charge
is assessed. |
[No Copayment]

[80][MI]AMD.I1.04.AR (Rev. 1/2010) 1 (2004 Amendment to the Certificate of Coverage)



United HealthCare Insurance Company

[Section 10: Glossary of Defined Terms]

[ The definition of Annual Deductible is replaced with
the following:

Include if group chooses a plan design with an Annual Deductible provision.

Yinclude when an Outpatient Prescription Drug Rider is sold and the Annual
Deductible applies to any combination of medical and RX benefits.

[Annual Deductible - the amount you must pay for Covered Health
Services in a [calendar] [Policy] year before we will begin paying for
Benefits in that [calendar| [Policy]| year. [1The Annual Deductible
applies to all Covered Health Services under the Policy, including
Covered Health Services provided under the Outpatient Prescription
Drug Rider.]

Group [Para]
Group [text]

Group [Para] Include paragraph only if the carry-over provision applies.

[Any amount you pay for medical expenses in the last three months
of the previous [calendar]| [Policy] year, that is applied to the previous
Annual Deductible, will be carried over and applied to the current
Annual Deductible. This carry-over feature applies only to the
individual Annual Deductible.]]]

[ The definition of Out-of-Pocket Maximum is
replaced with the following:

Group [Para] Include if group chooses a plan design that includes an Out-of-Pocket-
Maximum provision.

Group [text] Ynclude if Annual Deductible provision applies and if the OOPM includes the
Annual Deductible.

Group [text] ?Include when an Outpatient Prescription Drug Rider is sold and the Out-of-
Pocket Maximum applies to any combination of medical and RX benefits.

Group [text] ®Delete if benefit plan design applies all Copayments in Section 1 to the

OOPM.

[To continue reading, go to right colummn on this page]

[Out-of-Pocket Maximum - the maximum amount of [lAnnual
Deductible and] Copayments you pay every [calendar] [Policy] year.
Once you reach the Out-of-Pocket Maximum, Benefits for those
Covered Health Services that apply to the Out-of-Pocket Maximum
are payable at 100% of Eligible Expenses during the rest of that
[calendar]| [Policy]| year. [ZThe Out-of-Pocket Maximum applies to all
Covered Health Services under the Policy, including Covered Health
Services provided under the Outpatient Prescription Drug Rider.]
[SCopayments for some Covered Health Services will never apply to
the Out-of-Pocket Maximum, as specified in (Section 1: What's
Covered--Benefits) and those Benefits will never be payable at 100%
even when the Out-of-Pocket Maximum is reached.]

The following costs will never apply to the Out-of-Pocket Maximum:

e Any charges for non-Covered Health Services.

Group [Para] Exclude when an Outpatient Prescription drug Rider is sold and the Out-of-
Pocket Maximum applies to any combination of medical and Rx benefits.
e [Copayments for Covered Health Services available through any

Outpatient Prescription Drug Rider.]

e The amount of any reduced Benefits if you don't notify us as
described in (Section 1: What's Covered--Benefits) under the
Must You Notify Us? column.

e Charges that exceed Eligible Expenses.

e Any Copayments for Covered Health Services in (Section 1:
What's Covered--Benefits) that do not apply to the Out-of-
Pocket Maximum.

[T continue reading, go to left colummn on next page.)
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Group [text] ?Include if an Annual Deductible provision applies, but is not included in the
OOPM.

° [zThe Annual Deductible.]

Even when the Out-of-Pocket Maximum has been reached, you will
still be required to pay:

e Any charges for non-Covered Health Services.

e  Charges that exceed Eligible Expenses.

e The amount of any reduced Benefits if you don't notify us as
described in (Section 1: What's Covered--Benefits) under the
Must You Notify Us? column.

Group [Para] Exclude when an Outpatient Prescription drug Rider is sold and the Out-of-
Pocket Maximum applies to any combination of medical and Rx benefits.
e [Copayments for Covered Health Services available through any
Outpatient Prescription Drug Rider.]

e Copayments for Covered Health Services in (Section 1: What's
Covered--Benefits) that are subject to Copayments that do not
apply to the Out-of-Pocket Maximum.]]

[ The definition of Specialist Physician is added:

Group [Para] Include when a separate Copayment for a Specialist Physician office visit
applies.

[Specialist Physician - A Physician who has a majority of his or her
practice in areas other than general pediatrics, internal medicine,
obstetrics/gynecology, family practice or general medicine.]]

(Name and Title)

[To continue reading, go to right colummn on this page]

[T continue reading, go to left colummn on next page.)
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2004 Amendment to the Certificate of

Coverage

The Certificate of Coverage is modified as described in this Amendment.

Section 1: What's Covered--Benefits

Product Design [Para]  Include when [United Access] [First Dollar Coverage] Payments is
purchased.

[(Section 1: What's Covered--Benefits) is expanded to
include the following:

Product Design [Para]  [United Access] [First Dollar Coverage] are bracketed to allow for a
change in the product name.

Select one of the following three initial paragraphs (#1, #2, or #3) and delete
the other two. The last two paragraphs in this Section will always be
included.

Group [Para]

[United Access||First Dollar Coverage]

Group [Para] [#1] Include this paragraph if, prior to having to meet the Annual Deductible,
[United Access][First Dollar Coverage] pays 100% of Eligible Expenses.

Delete the paragraph reference [#1].

[To continue reading, go to right column on this page]

Group [text] Ynclude if [United Access][First Dollar Coverage] applies to both Network
and Non-Network Benefits.

Group [text] ?Include if [United Access][First Dollar Coverage] is limited per family as well
as per Covered Person.

[[#1] We will pay $[50 - 2,000] per Covered Person in a single
[calendar] [Policy] year for Covered Health Services received from a
Network [lor non-Network] provider before you are responsible for
meeting the Annual Deductible or for paying Copayments stated in
the Certificate of Covcragc.[ZThc total amount of [United Access|
[First Dollar Coverage| payments is further limited to $[100 - 6,000]
in a single [calendar]| [Policy] year for all Covered Persons in a family.]
If Benefits are provided through an outpatient prescription drug
Rider, such Benefits are not included in [United Access| [First Dollar
Coverage| payments.]

Group [Para] [#2]Include this paragraph if, prior to having to meet the Annual Deductible,

[United Access][First Dollar Coverage] applies, but Copayments (both flat
[T continue reading, go to left colummn on next page.)
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dollar and percentage Copayments) are required. Delete the paragraph
reference [#2].

Group [text] Ynclude if [United Access][First Dollar Coverage] applies to both Network
and Non-Network Benefits.
Group [text] %Include if [United Access][First Dollar Coverage] is limited per family as well

as per Covered Person.
[[#2] We will pay $[50 - 2,000] per Covered Person in a single
[calendar] [Policy] year for Covered Health Services received from a
Network [‘or non-Network] provider before you are responsible for
meeting the Annual Deductible stated in the Certificate of Coverage.
[ZThe total amount of [United Access| [First Dollar Coverage)|
payments is further limited to $[100 - 6,000] in a single [calendar]
[Policy] year for all Covered Persons in a family.] You are still
required to pay the applicable Copayments stated in the Benefit
Information table in (Section 1: What’s Covered--Benefits). If
Benefits are provided through an outpatient prescription drug Rider,
such Benefits are not included in [United Access| [First Dollar

Coverage| payments.]

Group [Para] [#3]Include this paragraph if, prior to having to meet the Annual Deductible,

[United Access][First Dollar Coverage] pays 100% of Eligible Expenses for

services subject to percentage Copayments, but flat dollar Copayments are

required. Delete the paragraph reference [#3].

Group [text] Ynclude if [United Access][First Dollar Coverage] applies to both Network
and Non-Network Benefits.

Group [text] %Include if [United Access][First Dollar Coverage] is limited per family as well
as per Covered Person.

[To continue reading, go to right colummn on this page]

[[#3] We will pay $[50 - 2,000] per Covered Person in a single
[calendar] [Policy] year for Covered Health Services received from a
Network [1or non-Network] provider before you are responsible for
meeting the Annual Deductible or for paying Copayments that are
charged as a percentage of Eligible Expenses stated in the Certificate
of Coverage. [zThe total amount of [United Access| [First Dollar
Coverage| payments is further limited to $[100 - 6,000] in a single
[calendar] [Policy] year for all Covered Persons in a family.] You are
still required to pay the applicable flat dollar Copayments stated in
the Benefit Information table in (Section 1: What’s Covered--
Benefits). If Benefits are provided through an outpatient prescription
drug Rider, such Benefits are not included in [United Access] [First
Dollar Coverage| payments.]

Group [text] Ynclude if Maximum Policy Benefit does not include [United Access][First
Dollar Coverage] payments.

The amount we pay in [United Access| [First Dollar Coverage|
payments is [1not] included in any Maximum Policy Benefit stated in
the Certificate of Coverage.

Group [text] Ynclude if [United Access][First Dollar Coverage] is limited per family as well
as per Covered Person.

Group [text] ZInclude if carry over does not apply to [United Access][First Dollar
Coveragel].

Group [text] 3Include if the carry over amount is limited over multiple years of coverage.

*Alnclude when carry over amount is limited per person. *Einclude when
carry over amount is limited per family. *Include when carry over amount is
limited per person/per family.

[T continue reading, go to left colummn on next page.)
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If you [lor all Covered Persons in your family] do not use the total
amount of [United Access| [First Dollar Coverage| payments
available for Covered Health Services in a single [calendar| [Policy]
year, the remaining amount of [United Access| [First Dollar
Coverage| payments will [Znot] be carried over to the next [calendar]|
[Policy]| year. [3This carry-over amount shall not exceed [3_A$ [100 -
$4,000] per Covered Person| [*Cand] [*®$[200 - $12,000] for all
Covered Persons in a family].]]

[To continue reading, go to right colummn on this page] [T continue reading, go to left colummn on next page.)
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[ The Annual Deductible provision in the Payment Information table in (Section 1: What's Covered--Benelfits) is
replaced with the following:

Payment Information

Payment Term

Description

Amounts

Annual
Deductible

Group [text] Yinclude when Annual Deductible
provision applies, but only to
Non-Network Benefits.

Group [text] ?Include when Annual Deductible
provision applies.

Group [text] ®Include when an Outpatient

Prescription Drug Rider is sold
and the Annual Deductible
applies to any combination of
medical and RX benefits.

The amount you pay for Covered
Health Services before you are eligible
to receive [lNon—Network] Benefits.
[ZFor a complete definition of Annual
Deductible, see (Section 10: Glossary
of Defined Terms).] [3The Annual
Deductible applies to all Covered
Health Services under the Policy,
including Covered Health Services
provided under the Outpatient
Prescription Drug Rider.]

Include when Annual Deductible provision applies separately to Network and non-
Network Benefits

Group [Para]

[Network
Group [Para] Include when separate individual and family Annual Deductible provisions apply:
Group [text] Ynsert appropriate amounts for individual and family Annual Deductible
[For single coverage, the Annual Deductible is $[10 —7,500] per Covered
Person per [calendar] [Policy] year.

If more than one person in a family is covered under the Policy, the single
coverage Annual Deductible stated above does not apply. For family coverage,
the family Annual Deductible is $[10 —22,500] per [calendar] [Policy| year. No

one in the family is eligible to receive Benefits until the family Annual
Deductible is satisfied.]

Group [Para] Include when individual with family maximum Annual Deductible provision applies:
Group [text] Ynsert appropriate amounts for individual and family Annual Deductible
[$[10 - 7,500] per Covered Person per [calendar] [Policy] year, not to exceed
$[10 - 22,500] for all Covered Persons in a family.]

Include when Annual Deductible provision does not apply to Network Benefits.

[No Annual Deductible]

Group [Para]

Non-Network
Group [Para] Include when separate individual and family Annual Deductible provisions apply:
Group [text] Yinsert appropriate amounts for individual and family Annual Deductible
[For single coverage, the Annual Deductible is $[10 —7,500] per Covered
Person per [calendar] [Policy] year.

If more than one person in a family is covered under the Policy, the single

[CP][SP][PPOJAMD.L04.AR (Rev. 1/2010)
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Payment Term Descrigtion Amounts

coverage Annual Deductible stated above does not apply. For family coverage,
the family Annual Deductible is $[10 —22,500] per |calendar]| [Policy] year. No
one in the family is eligible to receive Benefits until the family Annual
Deductible is satisfied.]

Group [Para] Include when individual with family maximum Annual Deductible provision applies:
Group [text] Ynsert appropriate amounts for individual and family Annual Deductible
[5[1() - 7,500] per Covered Person per [calendar] [Policy] year, not to exceed
$[1O - 22,500] for all Covered Persons in a family.]

Group [Para] Include when Annual Deductible provision does not apply to Non-Network Benefits.
[No Annual Deductible]]
Group [Para] Include when Annual Deductible provision applies to any combination of Network and

Non-Network Benefits
[Network and Non-Network
Group [Para] Include when separate individual and family Annual Deductible provisions apply:
Group [text] Ynsert appropriate amounts for individual and family Annual Deductible
[For single coverage, the Annual Deductible is $[10 —7,500] per Covered
Person per [calendar] [Policy] year.

If more than one person in a family is covered under the Policy, the single
coverage Annual Deductible stated above does not apply. For family coverage,
the family Annual Deductible is $[10 —22,500] per [calendar] [Policy]| year. No

one in the family is eligible to receive Benefits until the family Annual
Deductible is satisfied.]

Group [Para] Include when individual with family maximum Annual Deductible provision applies:
Group [text] Yinsert appropriate amounts for individual and family Annual Deductible
[$[10 - 7,500] per Covered Person per [calendar] [Policy] year, not to exceed
$[1O - 22,500] for all Covered Persons in a family.]]]
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[ The Out-of-Pocket Maximum provision in the Payment Information table in (Section 1: What's Covered--Benefits)

1s replaced with the following:

Payment Information

Payment Term

Group [text]

Out-of-
Pocket
Maximum

Group [text]

Description
'

Ynclude when OOPM provision
applies.

?Include when an Outpatient
Prescription Drug Rider is sold
and the Out-of-Pocket Maximum
applies to any combination of
medical and RX benefits.

The maximum you pay, out of your
pocket, in a [calendar|[Policy] year for
Copayments. [1For a complete
definition of Out-of-Pocket
Maximum, see (Section 10: Glossary
of Defined Terms).| [ZThe Out-of-
Pocket Maximum applies to all
Covered Health Services under the
Policy, including Covered Health
Services provided under the
Outpatient Prescription Drug Rider.]

Amounts

Include when OOPM provision applies separately to Network and Non-Network Benefits.
[Network
Group [Para] Include when OOPM provision applies separately to individual and to family.
Group [text] Ynsert appropriate amounts for individual and family OOPM.
[For single coverage, the Out-of-Pocket Maximum is $[10 —10,000] per
Covered Person per [calendar| [Policy] year.

Group [Para]

If more than one person in a family is covered under the Policy, the single
coverage Out-of-Pocket Maximum stated above does not apply. For family
coverage, the family Out-of-Pocket Maximum is $[10 — 30,000] per [calendar]
[Policy| year.]

Group [Para] Include when OOPM provision applies to individual with family maximum.
Group [text] Ynsert appropriate amounts for individual and family
[$ [10 - 10,000] per Covered Person per [calendar][Policy] year, not to exceed
$[10 - 30,000] for all Covered Persons in a family.]
Group [Para] Include when OOPM and Annual Deductible provisions apply for Network Benefits.
Group [text] ?Include if Annual Deductible does not apply to OOPM.
[The Out-of-Pocket Maximum does [Znot] include the Annual Deductible.]

Include if OOPM provision does not apply to Network Benefits.
[No Out-of-Pocket Maximum]

Group [text]

Non-Network
Group [Para] Include when OOPM provision applies separately to individual and to family.
Group [text] Ynsert appropriate amounts for individual and family OOPM.
[For single coverage, the Out-of-Pocket Maximum is $[1O —10,000] per
Covered Person per [calendar]| [Policy] year.

[CP][SP][PPOJAMD.L04.AR (Rev. 1/2010)
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Payment Term Descrigtion Amounts

If more than one person in a family is covered under the Policy, the single
coverage Out-of-Pocket Maximum stated above does not apply. For family
coverage, the family Out-of-Pocket Maximum is $[1O — 30,000] per [calendar]

[Policy] year.]

Group [Para] Include when OOPM provision applies to individual with family maximum.
Group [text] Ynsert appropriate amounts for individual and family
[$ [10 - 10,000] per Covered Person per [calendar]|[Policy] year, not to exceed
$[1O - 30,000] for all Covered Persons in a family.]

Group [Para] Include when OOPM and Annual Deductible provisions apply for Non-Network Benefits.
Group [text] ?Include if Annual Deductible does not apply to OOPM.

[The Out-of-Pocket Maximum does [Znot] include the Annual Deductible.]
Group [text] Include if OOPM provision does not apply to Non-Network Benefits.

[No Out-of-Pocket Maximum]]

Group [Para] Include when OOPM provision applies to any combination of Network and Non-Network
Benefits.
[Network and Non-Network
Group [Para] Include when OOPM provision applies separately to individual and to family.
Group [text] Ynsert appropriate amounts for individual and family OOPM.

[For single coverage, the Out-of-Pocket Maximum is $[1O —10,000] per
Covered Person per [calendar| [Policy] year.

If more than one person in a family is covered under the Policy, the single
coverage Out-of-Pocket Maximum stated above does not apply. For family
coverage, the family Out-of-Pocket Maximum is $[1O — 30,000] per [calendar]

[Policy]| year.]

Group [Para] Include when OOPM provision applies to individual with family maximum.
Group [text] Ynsert appropriate amounts for individual and family
[$ [10 - 10,000] per Covered Person per [calendar]|[Policy] year, not to exceed
$[1O - 30,000] for all Covered Persons in a family.]

Group [Para] Include when OOPM and Annual Deductible provisions apply.
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Payment Term Descrigtion Amounts

Group [text] %Include if Annual Deductible does not apply to OOPM.
[The Out-of-Pocket Maximum does [Znot] include the Annual Deductible.]]]

[Emergency Health Services described in (Section 1: What's Covered--Benetfits) is replaced with the following:

Benefit Information

Description of Must Your Copayment [Does [Do You Need
Covered Health Service You Amount Copayment to Meet Annual
Notify Us? % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses Maximum?]
'
Prdct. Designftext] ~ “Must You Notify Us?” column. ‘Include for ChoicePlus and Select Plus. Network
2 .
Include for Options PPO. IlNo] [ZYes, but [$]0 - 250] per [Yes] [No] [Yes|[No]

only for an visit] [[0 - 50]%]

Emergency Health Services Inpatient Stay]  [No Copayment]

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

You will find more information about Benefits for Emergency Non-Network  Same as Network [Same as [Same as
Health Services in (Section 3: Description of Network and Non- Yes, but or.11y Network] Network]]
Network Benefits). for an Inpatient

Stay

Prdct. Designftext]  'Delete for PPO.

Notify Us
To ensure prompt and accurate payment of your claim as a Network
Benefit, notify us within two business days or as soon as possible
after you receive outpatient Emergency Health Services at a non-
Network Hospital or Alternate Facility.

. : 1
Please remember that if you are admitted to a [ non-Network|
Hospital as a result of an Emergency, you must notify us within one
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Description of Must Your Copayment [Does [Do You Need
Covered Health Service You Amount Copayment to Meet Annual
Notify Us? % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses Maximum?]

'
business day or the same day of admission, or as soon as reasonably

possible.

Prdct. Designftext]  'Delete for PPO.

Group [text] 23\When the benefit plan design is to reduce benefits by one-half, insert a
number that is one-half of the non-network benefit level (i.e. if the out of
network Copayment is 20%, the benefit level is 80% and the number to
insert here is 40.)

Group [text] 23\When the benefit plan design is to reduce benefit to 50%, insert 50%.
If you don't notify us, Benefits for the [lnon—Network] Hospital
Inpatient Stay will be reduced to [2'325—5( %] of Eligible Expenses.
Benetfits will not be reduced for the outpatient Emergency Health
Services.

[ Outpatient Surgery, Diagnostic and Therapeutic Services described in (Section 1: What's Covered--Benefits) is
replaced with the following:

Benefit Information

Description of Must Your Copayment [Does [Do You Need
Covered Health Service You Amount Copayment to Meet Annual
Notify Us? % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible E. .
gible Expenses Maximum?]

Outpatient Surgery, Diagnostic and
Therapeutic Services

Outpatient Surgery Network
Covered Health Services for surgery and related services received on No [$[0 - 1,000] per [Yes][No] [Yes][No]

[CP][SP][PPO]AMD.1.04. AR (Rev. 1/2010) 9 (2004 Amendment to the Certificate of Coverage)
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Description of
Covered Health Service

an outpatient basis at a Hospital or Alternate Facility.

Administrative [text] ‘Include (and delete #2 below) when facility-based Physician charges are
paid as part of the facility charge.

Administrative [text] 2Include (and delete #1 above) when facility-based Physician charges are
paid according to Network status.

Benefits under this section include only the facility charge and the
charge for Ilrequired Hospital-based professional services,| supplies
and equipment. Benefits for the surgeons fees Izand facility-based

Physician's fees| related to outpatient surgery are described under
Professional Fees for Surgical and Medical Services.

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

Group [text] Ynclude if Benefit design includes a variable Copayment depending upon

the Network provider selected.
[1For Network Benetfits, the Copayment that applies to this
Benefit is based on which provider you select. Please refer to
the directory of | Copayments| |providers|, or call | Customer
Service| |[Member Services| at the telephone number on your
ID card, or the website (vww.xxxxx.com) to determine the
specific Copayment amount associated with each Network
provider.)

Notify Us?

Must
You

Your Copayment
Amount
% Copayments are
based on a percent of
Eligible Expenses

[Does
Copayment
Help Meet Out-
of-Pocket
Maximum?]

[Do You Need
to Meet Annual
Deductible?]

surgical
procedure]

[[0 - 50]%]
[No Copayment]
["Your
Copayment will
range between §[0
- 3,000] per
surgical
procedure)|

Non-Network

No [0 - 50]% [Yes][No] [Yes|[No]

[CP][SP][PPOJAMD.L04.AR (Rev. 1/2010)
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Description of
Covered Health Service

Must
You
Notify Us?

Your Copayment
Amount
% Copayments are
based on a percent of
Eligible Expenses

[Does
Copayment
Help Meet Out-
of-Pocket
Maximum?]

[Do You Need
to Meet Annual
Deductible?]

Outpatient Diagnostic Services
Covered Health Services received on an outpatient basis at a
Hospital or Alternate Facility including:

e Lab and radiology/X-ray.

e Mammography testing.

Administrative [text] ‘Include (and delete #2 below) when facility-based Physician charges are
paid as part of the facility charge.

Administrative [text] ?Include (and delete #1 above) when facility-based Physician charges are
paid according to Network status.

Benefits under this section include the facility charge, [Zand] the
charge for required services, supplies and equipment[l, and all
related professional fees]. [ZBeneﬁts for facility-based Physician's
fees related to these services are described under Professional Fees for

Surgical and Medical Services.]

!include if Non-Network Benefits are provided for preventive care.
%Include if Non-Network Benefits are not provided for preventive care.

Prdct. Design[text]
Prdct. Design[text]

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

This section does not include Benefits for CT scans, PET scans,

MRIs, or nuclear medicine, which are described immediately below.

Network

Non-Network
["No][ *No
Benefits for
preventive care
except for

children under
the age of 19.]

For preventive
diagnostic
services:
[$[0 - 1,000] per
test]

[[0 - 50]%]
[No Copayment]

For preventive
mammography
testing:

[$[0 - 1,000] per
test]

[[0 - 50]%]
[No Copayment]

10 - 50]%]
[ZNO Benefits for
preventive care
except for
children under the
age of 19.]

For Sickness

[Yes][No]

[Yes|[No]

["Yes|['No]
[ZNO Benefits
for preventive
care except for
children under

the age of 19.]

[Yes][No]

[Yes|[No]

["Yes|['No]
[ZNO Benefits
for preventive
care except for
children under

the age of 19.]
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11

(2004 Amendment to the Certificate of Coverage)



United HealthCare Insurance Company

Description of Must Your Copayment [Does [Do You Need
Covered Health Service You Amount Copayment to Meet Annual
Notify Us? % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses Maximum?]
______________________________________________________________________________________________________________________________________|
and Injury-
Network related
No diagnostic [Yes|[No] [Yes|[No]
services:
[$[0 - 1,000] per
test]
[[0 - 501%]
[No Copayment]

Non-Network
No [Yes][No] [Yes][No]

0 - 50]%
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Description of Must Your Copayment [Does [Do You Need
Covered Health Service You Amount Copayment to Meet Annual
Notify Us? % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses Maximum?]

o
Outpatient Diagnostic/Therapeutic Services - CT

Scans, PET Scans, MRI and Nuclear Medicine Network
Covered Health Services for CT scans, PET scans, MRI, and nuclear No [3[0 - E’OSO] per [Yes][Noj [Yes][Noj
medicine received on an outpatient basis at a Hospital or Alternate 0 CSS (} o
Facility. 110 - 5017
[No Copayment]
1

Administrative [text] ‘Include (and delete #2 below) when facility-based Physician charges are [ Your

paid as part of the facility charge. Copayment will
Administrative [text] ?Include (and delete #1 above) when facility-based Physician charges are range between $[()

paid according to Network status. ~3,000] pet test]

Benefits under this section include the facility charge, [2and] the

. . . . 1
charge for required services, supplies and equipment|", and all
related professional fees]. [ZBeneﬁts for facility-based Physician's
fees related to these services are described under Professional Fees for
Surgical and Medical Services.)

Non-Network
No [0 - 50]% [Yes|[No] [Yes|[No]

Group [text] Yinclude if Benefit design includes a variable Copayment depending upon
the Network provider selected.

['For Network benefits, the Copayment that applies to this
Benefit is based on which provider you select. Please refer to
the directory of [Copayments] [providers], or call [Customer
Service] [Member Services] at the telephone number on your
ID card, or the website (www.xxxxx.com) to determine the
specific Copayment amount associated with each Network
provider.]

Outpatient Therapeutic Treatments
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Description of Must Your Copayment [Does [Do You Need
Covered Health Service You Amount Copayment to Meet Annual
Notify Us? % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses Maximum?]

'
Covered Health Services for therapeutic treatments received on an

outpatient basis at a Hospital or Alternate Facility, including dialysis, Network
intravenous chemotherapy or other intravenous infusion therapy, No [$[0 - 1,000] per [Yes][No] [Yes|[No]
and other treatments not listed above. treatment]
[[0 - 50]%]
Administrative [text] ‘Include (and delete #2 below) when facility-based Physician charges are [No Copayment]

paid as part of the facility charge.

Administrative [text] ?Include (and delete #1 above) when facility-based Physician charges are
paid according to Network status.

Non-Network
Benefits under this section include the facility charge, [Zand] the No [0 - 50]% [Yes|[No] [Yes|[No]]
charge for required services, supplies and equipment[l, and all
related professional fees]. [ZBeneﬁts for facility-based Physician's
fees related to these services are described under Professional Fees for
Surgical and Medical Services.]

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

[Physician’s Office Services described in (Section 1: What's Covered--Benefits) is replaced with the following:

Benefit Information

Description of Must Your Copayment [Does [Do You Need
Covered Health Service You Amount Copayment to Meet Annual
Notify Us? %» Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses Maximum?]
L ________________________________________________________________________________________________________________________________________|]
Group [text] ®include when a separate Network Copayment for a Specialist Physician

[CP][SP][PPO]AMD.1.04. AR (Rev. 1/2010) 14 (2004 Amendment to the Certificate of Coverage)
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Description of
Covered Health Service

Must
You

Notify Us?

Your Copayment [Does [Do You Need
Amount Copayment to Meet Annual
% Copayments are Help Meet Out- Deductible?]
based on a percent of of-Pocket
Eligible Expenses Maximum?]

office visit applies.

“Include when a separate non-Network Copayment for a Specialist
Physician office visit applies.

Group [text]

Physician's Office Services

Covered Health Services for preventive medical care.

Preventive medical care includes:

e Voluntary family planning.

State Mandate

e Well-baby and well-child care. Care shall include 20 visits at
approximately the following age intervals: Birth, 2 Weeks, 2
Months, 4 Months, 6 Months, 9 months, 12 months, 15 months,
18 months, 2 years, 3 years, 4 years, 5 years, 6 years, 8 years, 10
years, 12 years, 14 years, 16 years and 18 years.

e Routine physical examinations.

e Vision and hearing screenings. (Vision screenings do not include
refractive examinations to detect vision impairment. See Eye
Excaminations earlier in this section.)

e Immunizations. Please Note: No Copayment, Coinsurance or
Deductible will be applicable to children’s immunization
services.

e Prostate Cancer Screenings provided at minimum one (1)
screening per [calendar]|[Policy] year for any male Covered
Person forty (40) years of age or older.

Prdct. Design[text]  *Include if Non-Network Benefits are provided for preventive care.

Network
No

[$[0 - 75] per V?i’sit]

[Yes][No]

[Yes. Prostate

[[0 - 50]%] [7, Cancer
except that the Screenings not
Copayment for a subject to
Network Annual
Specialist Deductible.]
Physician office [No]

visit is[$[0 - 100]]
[0 - 501%]]
[No Copayment
applies when no
Physician charge
is assessed. |
[No Copayment]
[SYour
Copayment will
range between $[0
- 75] per visit|
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Description of Must
Covered Health Service You
Notify Us?

Prdct. Design[text]  “Include if Non-Network Benefits are not provided for preventive care.

Non-Network
["No] ["Non-
Network
Benefits are not
available except
for preventive
care for
children under

the age of 19.]

Product Design [Para]  Include if Benefits for preventive care are limited.

[Benefits for preventive medical care are limited to [1 - 5] visit[s| per
Covered Person per|calendar]| [Policy] year. [This limit does not
apply to Enrolled Dependent children under the age of 19.]]

Network

Covered Health Services for the diagnosis and treatment of a No

Sickness or Injury.

Group [text] ¥Include if Benefit design includes a variable Copayment for Network

Benefits depending upon the Network provider selected.
[SFot Network Benefits, the Copayments that apply to
Physician's Office Services are based on which provider you
select. Please refer to the directory of | Copayments| |providers|,
or call |Customer Service| | Member Services| at the telephone
number on your ID card, or the website (vww.xxxxx.com) to
determine the specific Copayment amount associated with

Your Copayment

Amount

% Copayments are
based on a percent of
Eligible Expenses

['[0 - 50]%]

[4, except that the

Copayment for a
Specialist
Physician office
visit is [0-50]%]]
[2Non—Network
Benefits are not
available except
for preventive
care for children

under the age of
19.]

[$[0 - 75] per visit|

[10 - 501%] [,
except that the
Copayment for a
Network
Specialist
Physician office
visit is[$[0 - 100]]
[0 - 50]%]]
[No Copayment

[Does
Copayment
Help Meet Out-
of-Pocket
Maximum?]

["[Yes][Nol]
[ZNon—Network
Benefits are not
available except

for preventive
care for

children under

the age of 19.]

[Yes][No]

[Do You Need
to Meet Annual
Deductible?]

[1[Yes. Prostate
Cancer
Screenings not
subject to
Annual

Deductible.]
[No] ["Non-
Network
Benefits are not
available except
for preventive
care for
children under

the age of 19.]

[Yes][No]
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Description of Must Your Copayment [Does [Do You Need
Covered Health Service You Amount Copayment to Meet Annual
Notify Us? % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses Maximum?]

each Network provider.] applies when no
Physician charge

is assessed. |
[No Copayment]
5¢/

[Your
Copayment will
range between $[0
- 75] per visit|

Non-Network
No [0 - 50]% [Yes|[No] [Yes|[No]]
[4, except that the
Copayment for a
Specialist
Physician office
visit is [0-50]%0]

[ Professional Fees for Surgical and Medical Services described in (Section 1: What's Covered--Benefits) is replaced

with the following:

Benefit Information

Description of Must Your Copayment [Does [Do You Need
Covered Health Service You Amount Copayment to Meet Annual
Notify Us? % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket

Eligible Expenses Maximum?]

Professional Fees for Surgical and Network
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Description of Must Your Copayment [Does [Do You Need
Covered Health Service You Amount Copayment to Meet Annual
Notify Us? % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses Maximum?]
]
Medical Services No 0-50%] — [YesiNo|  [Yes]No
[No Copayment]

Professional fees for surgical procedures and other medical care
received in a Hospital, Skilled Nursing Facility, Inpatient
Rehabilitation Facility or Alternate Facility, or for Physician house

[1Your
Copayment will
range between [0 -

calls. 50]%]
When these services are performed in a Physician's office, Benefits
are described under Physician's Office Services above. Non-Network
No 10 - 501% [Yes][No] [Yes]No]]
Group [text] Ynclude if Benefit design includes a variable Copayment for Network

Benefits depending upon the Network provider selected.
[1For Network Benefits, the Copayment that applies to this
Benefit is based on which provider you select. Please refer to
the directory of |Copayments| |providers|, or call | Customer
Service| |[Member Services| at the telephone number on your
ID card, or the website (vww.xxxxx.com) to determine the
specific Copayment amount associated with each Network
provider.]
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[Section 10: Glossary of Defined Terms]|

[ The definition of Annual Deductible is replaced with
the following:

Group [Para] Include if group chooses a plan design with an Annual Deductible provision.

Group [text] Yinclude text if the Annual Deductible applies only to Non-Network Benefits.
Delete text if both Network and Non-Network Benefits are subject to payment
of an Annual Deductible. Match with information in Table in Section 1.

Group [text] ?Include when an Outpatient Prescription Drug Rider is sold and the Annual

Deductible applies to any combination of medical and RX benefits.
[Annual Deductible - the amount you must pay for Covered Health
Services in a [calendar] [Policy] year before we will begin paying for
[1Non<Network] Benetfits in that [calendar] [Policy] year. [ZThe
Annual Deductible applies to all Covered Health Services under the
Policy, including Covered Health Services provided under the
Outpatient Prescription Drug Rider.]

Group [Para] Include paragraph only if the carry-over provision applies.

[Any amount you pay for medical expenses in the last three months
of the previous [calendar]| [Policy] year, that is applied to the previous
Annual Deductible, will be carried over and applied to the current
Annual Deductible. This carry-over feature applies only to the
individual Annual Deductible.]]]

[ The definition of Out-of-Pocket Maximum is
replaced with the following:

Group [Para] Include if group chooses a plan design that includes an Out-of-Pocket-
Maximum provision.

Group [text] Ynclude if Annual Deductible provision applies and if the OOPM includes the
Annual Deductible.

Group [text] %Delete if combined Network/Non-Network Out-of-Pocket Maximum applies.

[To continue reading, go to right colummn on this page]

Group [text] 3Include if combined Network/Non-Network Out-of-Pocket Maximum applies.

Group [text] *Include when an Outpatient Prescription Drug Rider is sold and the Out-of-
Pocket Maximum applies to any combination of medical and RX benefits.

Group [text] *Delete if benefit plan design applies all Copayments in Section 1 to the

OOPM.
[Out-of-Pocket Maximum - the maximum amount of [1Annual
Deductible and] Copayments you pay every [calendar] [Policy] year.
[ZIf you use both Network Benefits and Non-Network Benefits, two
separate Out-of-Pocket Maximums apply. Once you reach the Out-
of-Pocket Maximum for Network Benefits, Benefits for those
Covered Health Services that apply to the Out-of-Pocket Maximum
are payable at 100% of Eligible Expenses during the rest of that
[calendar] [Policy] year. Once you reach the Out-of-Pocket Maximum
for Non-Network Benefits, Benefits for those Covered Health
Services that apply to the Out-of-Pocket Maximum are payable at
100% of Eligible Expenses during the rest of that [calendar] [Policy]
year.| [3Once you reach the Out-of-Pocket Maximum, Benefits for
those Covered Health Services that apply to the Out-of-Pocket
Maximum are payable at 100% of Eligible Expenses during the rest
of that [calendar] [Policy]| year.] [AThe Out-of-Pocket Maximum
applies to all Covered Health Services under the Policy, including
Covered Health Services provided under the Outpatient Prescription
Drug Rider.] [5Copayments for some Covered Health Services will
never apply to the Out-of-Pocket Maximum, as specified in (Section
1: What's Covered--Benefits) and those Benefits will never be payable
at 100% even when the Out-of-Pocket Maximum is reached.]

The following costs will never apply to the Out-of-Pocket Maximum:

[T continue reading, go to left colummn on next page.)
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e Any charges for non-Covered Health Services.

Group [Para] Exclude when an Outpatient Prescription drug Rider is sold and the Out-of-
Pocket Maximum applies to any combination of medical and Rx benefits.
e [Copayments for Covered Health Services available through any

Outpatient Prescription Drug Rider.]

e The amount of any reduced Benefits if you don't notify us as
described in (Section 1: What's Covered--Benefits) under the
Must You Notify Us? column.

e Charges that exceed Eligible Expenses.

e Any Copayments for Covered Health Services in (Section 1:
What's Covered--Benefits) that do not apply to the Out-of-
Pocket Maximum.

ZInclude if an Annual Deductible provision applies, but is not included in the
OOPM.

° [ZThe Annual Deductible.]

Group [text]

Even when the Out-of-Pocket Maximum has been reached, you will
still be required to pay:

e Any charges for non-Covered Health Services.

e  Charges that exceed Eligible Expenses.

e The amount of any reduced Benefits if you don't notify us as
described in (Section 1: What's Covered--Benefits) under the
Must You Notify Us? column.

Exclude when an Outpatient Prescription drug Rider is sold and the Out-of-
Pocket Maximum applies to any combination of medical and Rx benefits.

Group [Para]

e [Copayments for Covered Health Services available through any
Outpatient Prescription Drug Rider.]

e Copayments for Covered Health Services in (Section 1: What's
Covered--Benefits) that are subject to Copayments that do not

[To continue reading, go to right colummn on this page]

apply to the Out-of-Pocket Maximum.]]
[ The definition of Specialist Physician is added:

Include when a separate Copayment for a Specialist Physician office visit
applies.

Group [Para]

[Specialist Physician - A Physician who has a majority of his or her
practice in areas other than general pediatrics, internal medicine,
obstetrics/gynecology, family practice or general medicine.]]

(Name and Title)

[T continue reading, go to left colummn on next page.)
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2002 Amendment to the Certificate of

Coverage

The Certificate of Coverage is modified as described in this Amendment.

[Section 1: What's Covered - Benefits]

[ "Accessing Benefits'" in (Section 1: What's Covered -
Benefits) is replaced with the following:|

[Accessing Benefits]

[You can choose to receive either Network Benefits or Non-
Network Benefits. In most cases, you must see a Network Physician
or other Network provider to obtain Network Benefits. For facility
services, Network Benefits apply to Covered Health Services that are
provided at a Network facility under the direction of either a
Network or non-Network Physician or other provider.|

YInclude text if the plan design supports paying non-network benefits for a
non-Network facility-based Physician (a non-Network anesthesiologist,
radiologist, or pathologist).

[*Covered Health Services provided in a Network facility by a non-
Network facility-based Physician (a non-Network anesthesiologist,

Admin. [text]

[To continue reading, go to right column on this page)

radiologist, or pathologist) will be paid as Non-Network Benefits.]

You must show your identification card (ID card) every time you
request health care services from a Network provider. If you do not
show your ID card, Network providers have no way of knowing that
you are enrolled under a [UnitedHealthcare| Policy. As a result, they
may bill you for the entire cost of the services you receive. For details
about when Network Benefits apply, see (Section 3: Description of
Network and Non-Network Benefits).

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

e Covered Health Services are received while the group Policy is in
effect.

e Covered Health Services are received prior to the date that any of
the individual termination conditions listed in (Section 8: When
Coverage Ends) occurs.

[To continue reading, go to left column on next page.]
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e The person who receives Covered Health Services is a Covered
Person and meets all eligibility requirements specified in the
Policy.

Admin. [text] *Always include unless the Shared Savings Program does not apply to

Benefits under this COC. "Shared Savings Program"” is bracketed to
accommodate possible name change.

Depending on the geographic area and the service you receive, you
may have access [ through our [Shared Savings Program]] to non-
Network providers who have agreed to discount their charges for
Covered Health Services. If you receive Covered Health Services
from these providers, and if your Copayment is expressed as a
percentage of Eligible Expenses for Non-Network Benefits, that
percentage will remain the same as it is when you receive Covered
Health Services from non-Network providers who have not agreed
to discount their charges; however, the total that you owe may be less
when you receive Covered Health Services [*from [Shared Savings
Program| providers than] from other non-Network providers,
because the Eligible Expense may be a lesser amount.]

[To continue reading, go to right colummn on this page] [T continue reading, go to left colummn on next page.)
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[ The following information is added to the Payment Information table in (Section 1: What's Covered - Benefits):]

[Payment Information]

Plan [Para Include if a separate deductible applies to Mental Health Services, Substance Abuse Services, or a combination of both.
Plan [text] YInclude references to describe if this deductible applies only to Mental Health Services, only to Substance Abuse Services, or to a combination of both.
[The following payment information applies to Benefits for [lMental Health Services| [1and] [1Substance Abuse Services|.]

Payment Term Description Amounts
_______________________________________________________________________________________________________________________________________________|
1 Plan [text] "Include references to describe if [Network
[[ Mental this deductible applies only to Group [Para] Include when deductible provision applies to Network Benefits
Mental Health Services, only to 1 . :
Health Substance Abuse Services, or to Group [text] . Insert appropriate amount for deductible.

. a combination of both. [$[70 - 25,000] per Covered Person per [calendar]| [Policy] year.]
SCI’VICCS] Group [text] ?Include when deductible Group [Para] Include when deductible provision does not apply to Network Benefits.
[1and] provision aplgliES, bet only to [This deductible provision does not apply]]

Non-Network Benefits. ’
1
[ Substance [The amount you must pay for [Non-Network
Abuse Covered [lMental Health Services| Group [Para] Include when deductible applies to Non-Network Benefits
. [1ar1d] [1Substance Abuse Services] Group [text] . Yinsert appropriate amount for deductible
SCI'VICCS] before you are eligible to receive [$[70 - 25,000] per Covered Person per [calendar]| [Policy] year.]
< 2 N . Group [Para] Include when deductible provision does not apply to Non-Network Benefits.
Non-Network]| Benefits. P P ppRly
DeduCtlble] : | ] [This deductible provision does not apply.]]
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[ The following information is added to the Payment Information table in (Section 1: What's Covered - Benefits):]

[Payment Information]

Plan [Para Include if a separate OOPM applies to Mental Health Services, Substance Abuse Services, or a combination of both.
Plan [text] YInclude references to describe if this OOPM applies only to Mental Health Services, only to Substance Abuse Services, or to a combination of both.
[The following payment information applies to Benefits for [lMental Health Services| [1and] [1Substance Abuse Services|.]

Payment Term Description Amounts
|
1 Plan [text] Ynclude references to describe if [Network
[[ Mental this OOPM feature applies only Group [Para] Include when this OOPM provision applies to Network Benefits.
to Mental Health Services, only G y . f OOPM
Health to Substance Abuse Services, or roup [teXt][$[1() 25”58?) SEJWOP“&S amoumcfp : calenda][Policy] |
. to a combination of both. - 29, per Covered Person per |calenaar||Policy| year.
Services 2
1 ] Group [tex{ plrrtl)c\/lilgij(?n\l\g;)?)r;i gg erall OOPM Plan [Para Include when this OOPM provision and either the Annual Deductible provision or the
. ' MH/SA deductibl isi ly for Network Benefits.
[ and] [The maximum you pay, out of your 1 eductble provisions apply for Network Benefts.
1 ket i lend licy f Plan [text] Include references to describe if this OOPM feature applies only to Mental Health
[ Substance pocket, in a [ca LnlL ar|[Policy] year for Services, only to Substance Abuse Services, or to a combination of both.
Abuse Copayrnerits for 1[ Mental Health Group [text] ?Include if an Annual Deductible provision applies to Network Benefits.
Services] | gnd] [‘Substance Abuse [This [lMental Health Services| [land] [1Substance Abuse Services| Out-of-
SCI'VICCS] Setvices]. ["This amount is not Pocket Maximum does not include [Zthc Annual Deductible or] the [lMental
Out-of- mdu}k’d in the OV_’CMH (,)ut—of—Pocket Health Services| [1ar1d] [1Substance Abuse Services] Deductible.]
Maximum stated in your Certificate.]] Group [text] Include if this OOPM provision does not apply to Network Benefits.
Pocket [This out-of-pocket maximum provision does not apply.]]

Maximum | [ Non-Nerwork

Group [Para] Include when this OOPM provision applies to Non-Network Benefits.
Group [text] Ynsert appropriate amount of OOPM.
[$[1O - 25,000] per Covered Person per [calendar|[Policy]| year.]

Plan [Para Include when this OOPM provision and either the Annual Deductible provision or the
MH/SA deductible provisions apply for Non-Network Benefits.

Plan [text] Yinclude references to describe if this OOPM feature applies only to Mental Health
Services, only to Substance Abuse Services, or to a combination of both.

Group [text] ?Include if an Annual Deductible provision applies to Non-Network Benefits.
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Payment Term Description Amounts

[This [lMental Health Services| [land] [lSubstance Abuse Services| Out-of-
Pocket Maximum does not include [Zthc Annual Deductible or] the [ Mental
Health Services| [1and] [1Substance Abuse Services] Deductible.]

Group [text] Include if this OOPM provision does not apply to Non-Network Benefits.
[This out-of-pocket maximum provision does not apply.]]

[Durable Medical Equipment described in Section 1: (What's Covered - Benefits) is replaced with the following:]

[Benefit Information]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] %o Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
Group [text] Must You Notify Us Column: *Include when group chooses a plan with an [Mf]
annual DME limit of more than $1,000. [No] [[0 - 50]%] [Yes] [No] [Yes][No]
Group [text] Must You Notify Us Column: ZInclude when group chooses a plan with an [No Copayment]
annual DME limit of $1,000 or less per year.
[Durable Medical Equipment A
Durable Medical Equipment that meets each of the followi ol
Cﬂ‘i;ia_e cdical Bquipment that mects cach o the fofowing Network] [0 - 50]% [Yes| [No] [Yes|[No]
' [1Yes, for items
e Ordered or provided by a Physician for outpatient use. m;lr%(t)}(;?m
e Used for medical purposes. lZ’N o]

e Not consumable or disposable.
e Not of use to a person in the absence of a disease or disability.
If more than one piece of Durable Medical Equipment can meet

your functional needs, Benefits are available only for the most cost-
effective piece of equipment.
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[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

|
Examples of Durable Medical Equipment include:

e Equipment to assist mobility, such as a standard wheelchair.
e A standard Hospital-type bed.

e Oxygen and the rental of equipment to administer oxygen
(including tubing, connectors and masks.)

e Delivery pumps for tube feedings (including tubing and
connectors.)

e Braces, including necessary adjustments to shoes to
accommodate braces. Braces that stabilize an Injured body part
and braces to treat curvature of the spine are considered Durable
Medical Equipment and are a Covered Health Service. Braces
that straighten or change the shape of a body part are orthotic
devices, and are excluded from coverage. Dental braces are also
excluded from coverage.

e Mechanical equipment necessary for the treatment of chronic or
acute respiratory failure (except that air-conditioners,
humidifiers, dehumidifiers, air purifiers and filters, and personal
comfort items are excluded from coverage).

Group [text] Yinclude when group chooses a plan with DME purchase of every two-five
years. The standard is once every three years.

Group [text] ?Include when group chooses a plan with DME purchase of once every
year.

We provide Benefits only for a single purchase (including repait/
replacement) of a type of Durable Medical Equipment once every
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[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

L _______ _________________________________________________________________________________|
[ltwo—ﬁve] [calendar]| [Policy] [1years] [Zyear].

We will decide if the equipment should be purchased or rented. To
receive Network Benefits, you must purchase or rent the Durable
Medical Equipment from the vendor we identify.

Group [Para] Include when a group chooses to limit benefit.

Group [text] Ynsert benefit limit selected by group. Standard options are $750, $1,000,
$1,500, $2,000 or $2,500.

Group [text] ?Include if Annual Deductible provision applies.

[Any combination of Network and Non-Network Benefits for
Durable Medical Equipment is limited to ['$750 - $100,000] per
[calendar] [Policy] year. This limit applies to the total amount that we
will pay for the Durable Medical Equipment, and does not include
any Copayment [20r Annual Deductible| responsibility you may
have.]

Group [Para] Include when group chooses a plan with an annual DME limit of more than
$1,000. When this option is selected, the Must You Notify Us? column
should read "Yes for items more than $1,000." If a group chooses a plan
with an annual DME limit of $1,000 or less per year, remove the entire
notification requirement language and select "No" in the "Must You Notify
Us?" column.

[Notify Us
Please remember that for Non-Network Benefits you must notify us
before obtaining any single item of Durable Medical Equipment that
costs more than $1,000 (either purchase price or cumulative rental of
a single item). If you don't notify us, you will be responsible for
paying all charges and no Benefits will be paid.]]
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[Home Health Care described in Section 1: (What's Covered - Benefits) is replaced with the following:]

[Benefit Information]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
[Network]
[Home Health Care [No] [$0 - 50] per visit] [Yes|[No] [Yes|[No]
Services received from a Home Health Agency that are both of the [[0 - 50]%]
following: [No Copayment]
2
["Your
e Ordered by a Physician. Copayment will
e Provided by or supervised by a registered nurse in your home. range between $[0
— 50] per visit]
Benefits are available only when the Home Health Agency services
are provided on a part-time, intermittent schedule and when skilled [Non-
care is required. Network] [0 - 50]% [Yes][No] [Yes|[No]
[Yes]

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

e It must be delivered or supervised by licensed technical or
professional medical personnel in order to obtain the specified
medical outcome, and provide for the safety of the patient.

e Itis ordered by a Physician.

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

e It requires clinical training in order to be delivered safely and
effectively.
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

|
e It is not Custodial Care.

We will decide if skilled care is required by reviewing both the skilled
nature of the service and the need for Physician-directed medical
management. A service will not be determined to be "skilled" simply
because there is not an available caregiver.

Group [Para] Include when group chooses to limit benefit.

Group [text] Ynsert benefit limit selected by group. Standard is 60 visits.

[Any combination of Network and Non-Network Benefits is limited
to ['40 - 200] visits per [calendar|[Policy] year. One visit equals four
hours of skilled care setrvices.]

Group [text] "When the benefit plan design is to reduce benefits by one-half, insert a
number that is one-half of the non-network benefit level (i.e. if the out of
network copayment is 20%, the benefit level is 80% and the number to
insert here is 40%.)

Group [text] ?\When the benefit plan design is to reduce benefit to 50%, insert 50%.
Notify Us

Please remember that for Non-Network Benefits you must notify us

five business days before receiving services. If you don't notify us,

Benefits will be reduced to [ *25-50%)] of Eligible Expenses.

Group [text] ?Include if Benefit design includes a variable Copayment for Network
Benefits depending upon the Network provider selected.

[ZFOI' Network Benefits, the Copayment that applies to this
Benefit is based on which provider you select. Please refer to
the directory of | Copayments| |providers|, or call | Customer
Service| [Member Services| at the telephone number on your
ID card, or the website (www.xxxxx.com) to determine the
specific Copayment amount associated with each Network

CHCPLSAMD.L02.AR (Rev. 1/2010) 9



[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

provider.]]

[Hospital - Inpatient Stay described in Section 1: (What's Covered - Benefits) is replaced with the following:]

[Benefit Information]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
base'd' on a percent of of-Pocket
Eligible Expenses] Maximum?]
. . [Network]
[Hospital - Inpatient Stay [No] [10 - 50/%] [Yes| No|  [Yes|[No]
Inpatient Stay in a Hospital. Benefits are available for: [$[0 - 25,000] per
Inpatient Stay]
e Supplies and non-Physician services received during the [$[0 - 1,000] per
Inpatient Stay. day]
e Room and board in a Semi-private Room (a room with two or [$[0 - 1,000] per
more beds). day to a maximum
Admin. [text] Yinclude when facility-based Physicians are paid depending upon Network of $[O " 5,000] pet
status and not as part of the facility charge. Inpatient Stay]
! [No Copayment]
Benefits for Physician services [ (including facility-based Physician [3$Your
services)| are described under Professional Fees for Surgical and Medical

Copayment will
range between §[0
Notify Us —1,200] per day[f,_

Please remember that for Non-Network Benefits you must notify us tO 4 maximum o

Services.
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
__________________________________________________________________________________________________________________________________|
as follows: 4 days|.]
e Tor elective admissions: five business days before admission. [Non-
0
e For non-elective admissions: within one business day or the Nerwork [0-50% [Yes] [No] [Yes] [No]

same day of admission. Yes]

e TFor Emergency admissions: within one business day or the same
day of admission, or as soon as is reasonably possible.

Group [text] "When the benefit plan design is to reduce benefits by one-half, insert a
number that is one-half of the non-network benefit level (i.e. if the out of
network copayment is 20%, the benefit level is 80% and the number to
insert here is 40%.)

Group [text] ?When the benefit plan design is to reduce benefit to 50%, insert 50%.

If you don't notify us, Benefits will be reduced to [1'225—50“ o] of
Eligible Expenses.

Group [text] ®Include if Benefit design includes a variable Copayment for Network
Benefits depending upon the Network provider selected.

[3F0t Network Benefits, the Copayment that applies to this
Benetfit is based on which provider you select. Please refer to
the directory of | Copayments| |providers|, or call | Customer
Service| |[Member Services| at the telephone number on your
ID card, or the website (vww.xxxxx.com) to determine the
specific Copayment amount associated with each Network
provider.] ]
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[United HealthCare Insurance Company]

[ Outpatient Surgery, Diagnostic and Therapeutic Services described in Section 1: (What's Covered - Benefits) is
replaced with the following:|

[Benefit Information]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] %» Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

[Outpatient Surgery, Diagnostic and
Therapeutic Services

Outpatient Surgery [Network]
Covered Health Services for surgery and related services received on [No] [$[0 - 1,000] per [Yes] [No] [Yes|[No]
an outpatient basis at a Hospital or Alternate Facility. surgical
procedure] [[O -
Admin. [text] Yinclude (and delete #2 below) when facility-based Physician charges are 50]% ]
paid as part of the facility charge.
: 2 . iy [No Copayment]
Admin. [text] Include (and delete #1 above) when facility-based Physician charges are 1
paid according to Network status. [ Your
Copayment will
Benefits under this section include only the facility charge and the range between $[0
charge for Ilrequired Hospital-based professional services,| supplies - 3,000] per
and equipment. Benefits for the surgeons fees [Zand facility-based surgical
Physician's fees] related to outpatient surgery are described under procedure]
Professional Fees for Surgical and Medical Services. [Non-
Network]
When these services are performed in a Physician's office, Benefits [No [[0 - 50]%] [Yes][No] [Yes|[No]

are described under Physician's Office Services below.

Group [text] Ynclude if Benefit design includes a variable Copayment for Network
Benefits depending upon the Network provider selected.
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

]
[1For Network Benetfits, the Copayment that applies to this

Benefit is based on which provider you select. Please refer to
the directory of | Copayments| |providers|, or call | Customer
Service| |[Member Services| at the telephone number on your
ID card, or the website (vww.xxxxx.com) to determine the
specific Copayment amount associated with each Network

provider.)
Outpatient Diagnostic Services [Network] For lab and
Covered Health Setvices received on an outpatient basis at a [No] radiology/Xray: [Yes][No] [Yes|[No]
Hospital or Alternate Facility including: [$[0 - 1’0(])01 per
test

[[0-50]% ]

e Lab and radiology/X-ray. No Copayment]

e Mammography testing.

Admin. [text] Yinclude (and delete #2 below) when facility-based Physician charges are For
paid as part of the facility charge.
, 2 " iy mammography
Admin. [text] Include (and delete #1 above) when facility-based Physician charges are ;
testing: Yes|[No] [Yes|[No]

paid according to Network status.

[$[0 - 1,000] per

Benefits under this section include the facility charge, [1ar1d] the test|
charge for required services, supplies and equipment[l, and all [[0-50]% ]
related professional fees]. IZBeneﬁts for facility-based Physician's [No Copayment]]

fees related to these services are described under Professional Fees for

Surgical and Medical Services.]

[Non-
When these services ate performed in a Physician's office, Benefits MjTWOIk] 0. 501% IN VesIN Ves!IN
are described under Physician's Office Services below. [No] [0 - 507 [No [Yes][No] [Yes|[No]
Benefits for
This section does not include Benefits for CT scans, Pet scans, preventive care.|
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

MRIs, or nuclear medicine, which are described immediately below.

Outpatient Diagnostic/Therapeutic Services - CT

Scans, Pet Scans, MRI and Nuclear Medicine [ Network] [Yes][Noj [Yes][Noj
[No] [Yes] [$]0 - 1,000] per
Covered Health Services for CT scans, Pet scans, MRI, and nuclear test]
medicine received on an outpatient basis at a Hospital or Alternate [[0-50]% ]
Facility. [No Copayment]
[1Your

Admin. [text] Yinclude (and delete #2 below) when facility-based Physician charges are Copayment will

paid as part of the facility charge. ranoe between $[O
Admin. [text] ?Include (and delete #1 above) when facility-based Physician charges are 3g000

paid according to Network status. - 3,000] per test]
Benefits under this section include the facility charge, [1and] the [Non-
charge for required services, supplies and equipment[l, and all Network]
related professional fees]. [ZBeneﬁts for facility-based Physician's [NoJ [Yes] [0 - 50]% [Yes|[No] [Yes|[No]

fees related to these services are described under Professional Fees for
Surgical and Medical Services.)

Group [Para] Include text and select yes under "Must you notify us" if notification is
required. Option included for requiring notification by the Covered Person
for Network Benefits - if this is required, remove the bracketed "for Non-
Network Benefits" language.

Group [text] "When the benefit plan design is to reduce benefits by one-half, insert a
number that is one-half of the benefit level (i.e. if the copayment is 20%, the
benefit level is 80% and the number to insert here is 40%.)

Group [text] ?\When the benefit plan design is to reduce benefit to 50%, insert 50%.

[Notify Us]

[Please remember that [for Non-Network Benefits| you must notify

us before receiving these services. If you don't notify us, Benefits
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

- __________________________________________________________________________________________|
will be reduced to ['*25-50%)] of Eligible Expenses.]

Group [text] Ynclude if Benefit design includes a variable Copayment for Network
Benefits depending upon the Network provider selected.

[1For Network Benefits, the Copayment that applies to this
Benefit is based on which provider you select. Please refer to
the directory of | Copayments| |providers|, or call | Customer
Service| |[Member Services| at the telephone number on your
ID card, or the website (www.xxxxx.com) to determine the
specific Copayment amount associated with each Network
provider.)

Outpatient Therapeutic Treatments
Covered Health Services for therapeutic treatments received on an
outpatient basis at a Hospital or Alternate Facility, including dialysis,

. . ; . Network]
intravenous chemotherapy or other intravenous infusion therapy, [ Network
and other treatments not listed above. [No] [$[0 - 1,000] per [Yes|[No] [Yes|[No]
treatment|
Admin. [text] Ynclude (and delete #2 below) when facility-based Physician charges are [[0 - 50] %]
paid as part of the facility charge. [No Copayment]]
Admin. [text] ?Include (and delete #1 above) when facility-based Physician charges are
paid according to Network status.
Benefits under this section include the facility charge, [1and] the [Non-
. . . . 1 Network]
charge for required services, supplies and equipment|”, and all

_ 0
related professional fees]. [ZBeneﬁts for facility-based Physician's [No] [0- 5017 [Yes][Noj [Yes][Noj
fees related to these services are described under Professional Fees for

Surgical and Medical Services.]
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

When these services are performed in a Physician's office, Benefits
are described under Physician's Office Services below.]

[Physicians Office Services described in Section 1: (What's Covered - Benefits) is replaced with the following:|

[Benefit Information]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
Network]
. . ' . [_
[PhYSICIaIl s Office Services [No] [1$[5 - 75] per [Yes|[No] [Yes. Prostate
Covered Health Services received in a Physician's office including: visit] [No Cancer
Copayment Screenings not
e Diagnosis and treatment of a Sickness or Injury. applies when no subject to
e Preventive medical care. Physician charge Anngal
. . is assessed.]] Deductible.]
e Voluntary family planning. [0 - 50%] [No]
¢ Routine physical examinations. [No Copayment]

[lYour
Copayment will
range between §[0
— 75| per visit]
[18]5 - 75] per
visit|, except that

e Vision and hearing screenings. (Vision screenings do not include
refractive examinations to detect vision impairment. See Eye
Examinations eatlier in this section.)

e Well-baby and well-child care. Care shall include 20 visits at
approximately the following age intervals: Birth, 2 Weeks, 2
Months, 4 Months, 6 Months, 9 months, 12 months, 15 months,
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
_______________________________________________________________________________________________________________________________|

18 months, 2 years, 3 years, 4 years, 5 years, 6 years, 8 years, 10 the Copayment
years, 12 years, 14 years, 16 years and 18 years. for a Specialist

Physician is [§[5 -
75] per visit [No

e Immunizations. Please Note: No Copayment, Coinsurance or
Deductible will be applicable to Network or Non-Network

Children’s Immunization Services. C(?payment
applies when no
State Mandate Physician charge
e Prostate Cancer Screenings provided at minimum one (1) [Non- is assessed.[]
screening per [calendar]|[Policy] year for any male Covered DNetwork] o p
Person forty (40) years of age or older. [No] [%_ 502_/0 R [Yes][No] Y eé rostate
. ] t
Group [text] Ynclude if Benefit design includes a variable Copayment for Network [No ege 1S ot a1.'1cer
Benefits depending upon the Network provider selected. preventive care, Screeglngs not
) except for subject to
["For Network Benetits, the Copayment that applies to this children under the Annual
Benetfit is based on which provider you select. Please refer to age of 19.] Deductible.]
the directory of |Copayments| |providers|, or call | Customer [No]

Service| [Member Services| at the telephone number on your
ID card, or the website (vww.xxxxx.com) to determine the
specific Copayment amount associated with each Network
provider.] ]
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[United HealthCare Insurance Company]

[ Professional Fees for Surgical and Medical Services described in Section 1: (What's Covered - Benefits) is replaced
with the following:]

[Benefit Information]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum'-’]
; . [Network]
[Professmnal Fees for Surglcal and [No] 10 - 50]%] [Yes| [No] [Yes][No]
Medical Services [No Copayment]
Professional fees for surgical procedures and other medical care
received in a Hospital, Skilled Nursing Facility, Inpatient N,
CRaeliabﬂitation Facility or Alternate Facility, or for Physician house ]\/'[ﬁk] 0 - 501% Yes|[No| Yes|[No|
' [No]

When these services are performed in a Physician's office, Benefits
are described under Physician's Office Services above.]

[ Prosthetic Devices described in Section 1: (What's Covered - Benefits) is replaced with the following:]

[Benefit Information]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
. . [Network]
[Prosthetic Devices [No] (10 - 50]%) [Yes| [No [Yes|[No]
External prosthetic devices that replace a limb or an external body [No Copayment]

part, limited to:
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
______________________________________________________________________________________________________________________________|
e Artificial arms, legs, feet and hands. [Non-
o Network] [0 - 50]% [Yes| [No] [Yes|[No]
e Artificial eyes, ears and noses. [No]

e Breast prosthesis as required by the Women's Health and Cancer
Rights Act of 1998. Benefits include mastectomy bras and
lymphedema stockings for the arm.

If more than one prosthetic device can meet your functional needs,
Benefits are available only for the most cost-effective prosthetic

device.

Group [text] Yinclude when group chooses a plan with a Prosthetic purchase every two
or more years. The standard is once every three years.

Group [text] ?Include when group chooses a plan with a Prosthetic purchase of once
every year.

The prosthetic device must be ordered or provided by, or under the
direction of a Physician. Except for items required by the Women's
Health and Cancer Rights Act of 1998, Benefits for prosthetic
devices are limited to a single purchase of each type of prosthetic
device every [ltwo—ﬁvc] [calendar] [Policy] [lyears] [zyear].

Group [Para] Include when group chooses to limit benefit.

Group [text] Ynsert benefit limit selected by group. Standard options are $2,500 and
$5,000.

Group [text] %Include if Annual Deductible provision applies.

[Except for items required by the Women's Health and Cancer
Rights Act of 1998, any combination of Network and Non-Network
Benefits for prosthetic devices is limited to ['$2,500-$100,000] per
[calendar] [Policy] year. This limit applies to the total amount that we
will pay for the prosthetics, and does not include any Copayment
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

[20r Annual Deductible] responsibility you may have.

Once this Benefit limit is reached, no additional Benefits are
available except for items required by the Women's Health and

Cancer Rights Act of 1998.]]
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[United HealthCare Insurance Company]

[Rehabilitation Services - Outpatient Therapy described in Section 1: (What's Covered - Benefits) is replaced with
the following:|

[Benefit Information]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
oqe . . . [M
[Rehabilitation Services - Outpatient [No] [$[5- 75] per visit]  [Yes] [No] [Yes|[No]
Therapy [[0 - 50]%]
Short-term outpatient rehabilitation services for: [No Czopayment]
["Your
; Copayment will
e Ph 1 th .
ysieat therapy range between $[0
e Occupational therapy. — 75| per visit]
e Speech therapy.
_— ) [Non- [Yes|[No]
e Pulmonary rehabilitation therapy. Network]
e Cardiac rehabilitation therapy. [No] [0 - 50]% [Yes] [No]

Rehabilitation services must be performed by a licensed therapy
provider, under the direction of a Physician.

Benefits are available only for rehabilitation services that are
expected to result in significant physical improvement in your
condition within two months of the start of treatment.

Please note that we will pay Benefits for speech therapy only when
the speech impediment or speech dysfunction results from Injury,
stroke or a Congenital Anomaly.

Group [Para] Include when group chooses to limit benefit.
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
L __________________________________________________________________________________________________________________________________________________|]
Group [text] Ynsert benefit limit selected by group. Standard is 20 visits for each, except

that standard for cardiac therapy is 36 visits.
[Any combination of Network and Non-Network Benefits is limited
as follows:

. [110—100] visits of physical therapy per [calendar|[Policy| year.
. [110—100] visits of occupational therapy per [calendar]|[Policy|

year.

. [11()—100] visits of speech therapy per [calendar|[Policy]| year.

o [11()—100] visits of pulmonary rehabilitation therapy per
[calendar][Policy]| year.

o [11()—100] visits of cardiac rehabilitation therapy per
[calendar|[Policy| year.]

Group [text] ?Include if Benefit design includes a variable Copayment for Network

Benefits depending upon the Network provider selected.

[2F0t Network Benefits, the Copayment that applies to this
Benefit is based on which provider you select. Please refer to
the directory of | Copayments| |providers|, or call | Customer
Service| [Member Services| at the telephone number on your
ID card, or the website (www.xxxxx.com) to determine the
specific Copayment amount associated with each Network
provider.]|
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[Section 2: What's Not Covered -
Exclusions]

[Section 2 is modified by replacing exclusion #3 under
Medical Supplies and Appliances with the following
exclusion:)

[Medical Supplies and Appliances|

[3. Orthotic appliances that straighten or re-shape a body part
(including cranial banding and some types of braces).]

[Section 2 is modified by replacing exclusion #3 under
Mental Health/Substance Abuse with the following
exclusion:|

[Mental Health/Substance Abuse]

[3. Mental Health Services as treatment for insomnia and other sleep
disorders, neurological disorders and other disorders with a
known physical basis.]

[To continue reading, go to right column on this page) [To continue reading, go to left column on next page.]
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[United HealthCare Insurance Company]

[Section 3: Description of Network and

[The introductory portion of the Network Benefits
section in (Section 3: Description of Network and
Non-Network Benetfits) is replaced with the
following:]

[Network Benefits]

[Network Benefits are generally paid at a higher level than Non-
Network Benefits. Network Benefits are payable for Covered Health
Services which are:

e Provided by or under the direction of a Network Physician or
other Network provider.

e TFor facility services, these are Benefits for Covered Health
Services that are provided at a Network facility under the
direction of either a Network or non-Network Physician or other
provider.

e Emergency Health Services.

Admin. [text] Ynclude text if the plan design supports paying non-network benefits for a
non-Network facility-based Physician (a non-Network anesthesiologist,
radiologist, or pathologist).

[To continue reading, go to right column on this page)

Non-Network Benefits]|

['Covered Health Services provided in a Network facility by a non-
Network facility-based Physician (a non-Network anesthesiologist,
radiologist, or pathologist) will be paid as Non-Network Benefits.]]

[Designated Facilities and Other Providers in (Section
3: Description of Network and Non-Network
Benefits) is replaced with the following:|

[Designated Facilities and Other Providers

If you have a medical condition that we believe needs special
services, we may direct you to a Designated Facility or other provider
chosen by us. If you require certain complex Covered Health Services
for which expertise is limited, we may direct you to a non-Network
facility or provider.

In both cases, Network Benefits will only be paid if your Covered
Health Services for that condition are provided by or arranged by the
Designated Facility or other provider chosen by us.

[To continue reading, go to left column on next page.]
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[United HealthCare Insurance Company]

You or your Network Physician must notify us of special service
needs (including, but not limited to, transplants or cancer treatment)
that might warrant referral to a Designated Facility or non-Network
facility or provider. If you do not notify us in advance, and if you
receive services from a non-Network facility (regardless of whether it
is a Designated Facility) or other non-Network provider, Network
Benefits will not be paid. Non-Network Benefits may be available if
the special needs services you receive are Covered Health Services for
which Benefits are provided under the Policy.]

[ The introductory portion of the Non-Network
Benefits section in (Section 3: Description of Network
and Non-Network Benetfits) is replaced with the
following:]

[Non-Network Benefits]

[Non-Network Benefits are generally paid at a lower level than
Network Benefits. Non-Network Benefits are payable for Covered
Health Services which are any of the following:

e Provided by a non-Network Physician or other non-Network
provider.

e Provided at a non-Network facility.

Admin. [text] YInclude text if the plan design supports paying non-network benefits for a

non-Network facility-based Physician (a non-Network anesthesiologist,
radiologist, or pathologist).

o [lNon—Network Benefits include Covered Health Services that
are provided by a non-Network facility-based Physician (a non-
Network anesthesiologist, radiologist, or pathologist) at a
Network facility.]

Admin. [text] 'Always include unless the Shared Savings Program does not apply to

Benefits under this COC. "Shared Savings Program"” is bracketed to
accommodate possible name change.

[To continue reading, go to right column on this page]

Depending on the geographic area and the service you receive, you
may have access [lthrough our [Shared Savings Program]] to
providers who have agreed to discount their charges for Covered
Health Services. If you receive Covered Health Services from these
providers, and if your Copayment is expressed as a percentage of
Eligible Expenses for Non-Network Benefits, that percentage will
remain the same as it is when you receive Covered Health Services
from non-Network providers who have not agreed to discount their
charges; however, the total that you owe may be less when you
receive Covered Health Services [1from [Shared Savings Program)|
providers than] from other non-Network providers, because the
Eligible Expense may be a lesser amount.]

[Emergency Health Services in (Section 3: Description
of Network and Non-Network Benefits) is replaced
with the following:|

[Emergency Health Services]

[We provide Benefits for Emergency Health Services when required
for stabilization and initiation of treatment as provided by or under
the direction of a Physician.

Network Benefits are paid for Emergency Health Services, even if
the services are provided by a non-Network provider.

If you are confined in a non-Network Hospital after you receive
Emergency Health Services, we must be notified within one business
day or on the same day of admission if reasonably possible. We may
elect to transfer you to a Network Hospital as soon as it is medically
appropriate to do so. If you choose to stay in the non-Network
Hospital after the date we decide a transfer is medically appropriate,
Non-Network Benefits may be available if the continued stay is
determined to be a Covered Health Service.]

[T continue reading, go to left colummn on next page.)
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[Section 5: How to File a Claim]

[ Payment of Benefits in (Section 5: How to File a
Claim) is replaced with the following:|

[ Payment of Benefits]

Admin. [text] YInclude the following provision and delete option #2 below if assignment of
benefits is agreed to.

[llf a Subscriber provides written authorization to allow this, all or a
portion of any Eligible Expenses due to a provider may be paid
directly to the provider instead of being paid to the Subscriber. But
we will not reimburse third parties that have purchased or been
assigned benefits by Physicians or other providers.

Benefits will be paid to you unless either of the following is true:

e The provider notifies us that your signature is on file, assigning
benefits directly to that provider.

e You make a written request at the time you submit your claim.]

Admin. [text] Include the following provision and delete option #1 above if assignment of
benefits is not agreed to.

[zYou may not assign your Benefits under the Policy to a non-
Network provider without our consent. We may, however, in our
discretion, pay a non-Network provider directly for services rendered
to you.]

[To continue reading, go to right column on this page] [T continue reading, go to left colummn on next page.)
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Section 9: General Legal Provisions

[Subrogation and Reimbursement is replaced with the
following:]

[Subrogation and Reimbursement]|

[Subrogation is the substitution of one person or entity in the place
of another with reference to a lawful claim, demand or right.
Immediately upon paying or providing any Benefit, we shall be
subrogated to and shall succeed to all rights of recovery, under any
legal theory of any type for the reasonable value of any services and
Benefits we provided to you, from any or all of the following listed
below.

In addition to any subrogation rights and in consideration of the
coverage provided by this Certificate of Coverage, we shall also have
an independent right to be reimbursed by you for the reasonable
value of any services and Benefits we provide to you, from any or all
of the following listed below.

e Third parties, including any person alleged to have caused you to
suffer injuries or damages.

¢  Your employer.

e Any person or entity who is or may be obligated to provide
benefits or payments to you, including benefits or payments for
underinsured or uninsured motorist protection, no-fault or
traditional auto insurance, medical payment coverage (auto,

[To continue reading, go to right column on this page]

homeowners or otherwise), workers’ compensation coverage,
other insurance carriers or third party administrators.

e Any person or entity who is liable for payment to you on any

equitable or legal liability theory.

These third parties and persons or entities are collectively referred to
as “Third Parties”.

You agree as follows:

e That you will cooperate with us in protecting our legal and
equitable rights to subrogation and reimbursement, including, but
not limited to:

— providing any relevant information requested by us,

— signing and/or delivering such documents as we or our
agents reasonably request to secure the subrogation and
reimbursement claim,

— responding to requests for information about any accident or
injuries,
— making court appearances, and

— obtaining our consent or our agents' consent before releasing
any party from liability or payment of medical expenses.

e That failure to cooperate in this manner shall be deemed a breach
of contract, and may result in the termination of health benefits
or the instigation of legal action against you.

[To continue reading, go to left column on next page.]
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e That we have the sole authority and discretion to resolve all e That you will not accept any settlement that does not fully
disputes regarding the interpretation of the language stated compensate or reimburse us without our written approval, nor
herein. will you do anything to prejudice our rights under this provision.

e In the event that you recover from a Third Party, we agree to pay e That you will assign to us all rights of recovery against Third
our share of the reasonable costs of collection and attorney fees Parties, to the extent of the reasonable value of services and
in the proportion we benefit from the recovery. benefits we provided.

e That regardless of whether you have been fully compensated or e That our rights will be considered as the first priority claim
made whole, we may collect from you the proceeds of any full or against Third Parties, including tortfeasors for whom you are
partial recovery that you or your legal representative obtain, seeking recovery, to be paid before any other of your claims are
whether in the form of a settlement (either before or after any paid.

determination of liability) or judgment, with such proceeds
available for collection to include any and all amounts earmarked
as non-economic damage settlement or judgment.

e That we may, at our option, take necessary and appropriate action
to preserve our rights under these subrogation provisions,
including filing suit in your name, which does not obligate us in

e That benefits paid by us may also be considered to be benefits any way to pay you part of any recovery we might obtain.

advanced. e That we shall not be obligated in any way to pursue this right

e That you agree that if you receive any payment from any independently or on your behalf.]
potentially responsible party as a result of an injury or illness,
whether by settlement (either before or after any determination
of liability), or judgment, you will serve as a constructive trustee
over the funds, and failure to hold such funds in trust will be
deemed as a breach of your duties hereunder.

e That you or an authorized agent, such as your attorney, must
hold any funds due and owing us, as stated herein, separately and
alone, and failure to hold funds as such will be deemed as a
breach of contract, and may result in the termination of health
benefits or the instigation of legal action against you.

e That we may set off from any future benefits otherwise provided
by us the value of benefits paid or advanced under this section to
the extent not recovered by us.

[To continue reading, go to right column on this page] [To continue reading, go to left column on next page.]
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[Section 10: Glossary of Defined Terms]

[ The definition of Alternate Facility is replaced with
the following:|
[Alternate Facility - a health care facility that is not a Hospital and

that provides one or more of the following services on an outpatient
basis, as permitted by law:

e Surgical services.
e Emergency Health Services.

e Rehabilitative, laboratory, diagnostic or therapeutic services.]

Ynclude text as standard for groups that purchase MH/SA coverage. Delete
text if group has not purchased MH/SA benefits

Group [text]

1 . . . .
["An Alternate Facility may also provide Mental Health Services or
Substance Abuse Services on an outpatient or inpatient basis.]

[ The definition of Designated Facility is replaced with
the following:|

[Designated Facility - a facility that has entered into an agreement
on behalf of the facility and its affiliated staff with us or with an
organization contracting on our behalf, to render Covered Health
Services for the treatment of specified diseases or conditions. A
Designated Facility may or may not be located within your
geographic area. The fact that a Hospital is a Network Hospital does
not mean that it is a Designated Facility.]

[To continue reading, go to right column on this page]

[ The definition of Eligible Expenses is replaced with

the following:|
[Eligible Expenses - the amount we will pay for Covered Health
Services, incurred while the Policy is in effect, are determined as

stated below:

For Network Benefits, Eligible Expenses are based on either of the
following:

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

e When Covered Health Services are received from non-Network
providers as a result of an Emergency or as otherwise arranged by
us, Eligible Expenses are billed charges unless a lower amount is
negotiated.

For Non-Network Benefits, Eligible Expenses are based on either of
the following:

Include the provisions that apply for determining Eligible Expenses for Non-
Network Benefits.

Admin. [text]
e When Covered Health Services are received from non-Network

providers, Eligible Expenses are determined, [at our discretion,
based on [ the lesser of]:

[To continue reading, go to left column on next page.]
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— [[Available data resources of competitive fees in that
geographic area.|

— [Our most commonly used contracted fee(s) with Network
providers for the same or similar service within the
geographic market| [or] [the amount determined by us which
Network providers have agreed to accept as payment in full.]

— [Fee(s) that are negotiated with the provider.|

— |[A percentage of the published rates allowed by Medicare for
the same or similar service [within the geographic market].

— [A percentage of the published rates allowed by CMS for the
same or similar service [within the geographic market|.]

— |A percentage of the published rates allowed by Medicare in
[name of county, name of state| for the same or similar
service. |

— |A percentage of the published rates allowed by CMS in
[name of county, name of state| for the same or similar
service.|

— [__% of the billed charge.]
— [A fee schedule that we develop.]

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

Eligible Expenses are determined solely in accordance with our
reimbursement policy guidelines. We develop our reimbursement
policy guidelines, in our discretion, following evaluation and
validation of all provider billings in accordance with one or more of
the following methodologies:

[To continue reading, go to right column on this page]

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

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

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

[ The definition of Network is replaced with the
following:]

Admin. [text] *Always include unless the Shared Savings Program does not apply to

Benefits under this COC. "Shared Savings Program"” is bracketed to
accommodate possible name change.

[Network - when used to describe a provider of health care services,
this means a provider that has a participation agreement in effect
(either directly or indirectly) with us or with our affiliate to participate
in our Network; however, this does not include those providers who
have agreed to discount their charges for Covered Health Services
[1by way of their participation in the [Shared Savings Program|]. Our
affiliates are those entities affiliated with us through common
ownership or control with us or with our ultimate corporate parent,
including direct and indirect subsidiaries.

A provider may enter into an agreement to provide only certain
Covered Health Services, but not all Covered Health Services, or to
be a Network provider for only some of our products. In this case,
the provider will be a Network provider for the Covered Health
Services and products included in the participation agreement, and a
non-Network provider for other Covered Health Services and
products. The participation status of providers will change from time
to time.]

[T continue reading, go to left colummn on next page.)

CHCPLSAMD.I.02.AR (Rev. 1/2010)

30



[United HealthCare Insurance Company]

[ The definition of Network Benelits is replaced with
the following:|

[Network Benefits - Benefits for Covered Health Services that are
provided by or under the direction of a Network Physician or other
Network provider. For facility services, these are Benefits for
Covered Health Services that are provided at a Network facility
under the direction of either a Network or non-Network Physician
or other provider. Network Benefits include Emergency Health
Services.]

Ynclude text if the plan design supports paying non-network benefits for a
non-Network facility-based Physician (a non-Network anesthesiologist,
radiologist, or pathologist).

Admin. [text]

[ The definition of Non-Network Benetfits is replaced
with the following:]

[Non-Network Benefits - Benefits for Covered Health Services that
are provided by a non-Network Physician or other non-Network
provider, or Covered Health Services that are provided at a non-
Network facility. [1Covered Health Services provided in a Network
facility by a non-Network facility-based Physician (a non-Network
anesthesiologist, radiologist, or pathologist) will be paid as Non-
Network Benefits.|]

[ The definition of Out-of-Pocket Maximum is
replaced with the following:|

Group [Para] Include if group chooses a plan design that includes an Out-of-Pocket-
Maximum provision.
Group [text] Ynclude if Annual Deductible provision applies and if the OOPM includes the

Annual Deductible.
[ Qut-of-Pocket Maximum - the maximum amount of [1Annual
Deductible and] Copayments you pay every [calendar| [Policy] year. If
you use both Network Benefits and Non-Network Benefits, two

[To continue reading, go to right column on this page]

separate Out-of-Pocket Maximums apply. Once you reach the Out-
of-Pocket Maximum for Network Benefits, Benefits for those
Covered Health Services that apply to the Out-of-Pocket Maximum
are payable at 100% of Eligible Expenses during the rest of that
[calendar]| [Policy] year. Once you reach the Out-of-Pocket Maximum
for Non-Network Benefits, Benefits for those Covered Health
Services that apply to the Out-of-Pocket Maximum are payable at
100% of Eligible Expenses during the rest of that [calendar| [Policy]|
year. Copayments for some Covered Health Services will never apply
to the Out-of-Pocket Maximum, as specified in (Section 1: What's
Covered--Benefits) and those Benefits will never be payable at 100%
even when the Out-of-Pocket Maximum is reached.

The following costs will never apply to the Out-of-Pocket Maximum:

e Any charges for non-Covered Health Services.

e Copayments for Covered Health Services available by an optional
Rider.

e The amount of any reduced Benefits if you don't notify us as
described in (Section 1: What's Covered--Benefits) under the
Must You Notify Us? column.

e Charges that exceed Eligible Expenses.

e Any Copayments for Covered Health Services in Section 1:
What's Covered--Benefits) that do not apply to the Out-of-
Pocket Maximum.

ZInclude if an Annual Deductible provision applies, but is not included in the
OOPM.

° [2The Annual Deductible.]

Group [text]

Even when the Out-of-Pocket Maximum has been reached, you will
still be required to pay:

[T continue reading, go to left colummn on next page.)
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Any charges for non-Covered Health Services.

Charges that exceed Eligible Expenses.

e The amount of any reduced Benefits if you don't notify us as
described in (Section 1: What's Covered - Benefits) under the
Must Youn Notify Us? column.

e Copayments for Covered Health Services available by an optional
Rider.

e Copayments for Covered Health Services in (Section 1: What's
Covered - Benefits) that are subject to Copayments that do not
apply to the Out-of-Pocket Maximum.]

[ The following definition of | Shared Savings Program)|
is added:]

Admin. [text] 'Always include unless the Shared Savings Program does not apply to
Benefits under this COC. "Shared Savings Program" is bracketed to
accommodate possible name change.

[l[Sbared Savings Program)| - the [Shared Savings Program|
provides access to discounts from the providet's charges when
services are rendered by those non-Network providers that
participate in that program. We will use the [Shared Savings Program|
to pay claims when doing so will lower Eligible Expenses. We do not
credential the [Shared Savings Program| providers and the [Shared
Savings Program| providers are not Network providers. Accordingly,
Benefits for Covered Health Services provided by [Shared Savings
Program| providers will be paid at the Non-Network Benefit level
(except in situations when Benefits for Covered Health Services
provided by non-Network providers are payable at Network Benefit
levels, as in the case of Emergency Health Services). When we use
the [Shared Saving Program] to pay a claim, patient responsibility is
limited to Copayments calculated on the contracted rate paid to the
provider, in addition to any required Annual Deductible.]

[To continue reading, go to right column on this page] [T continue reading, go to left colummn on next page.)
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2002 Amendment to the Certificate of

Coverage

The Certificate of Coverage is modified as described in this Amendment.

[Section 1: What's Covered - Benefits]

[ "Accessing Benefits'" in (Section 1: What's Covered -
Benefits) is replaced with the following:|

[Accessing Benefits]

Admin. [text] YInclude text if the plan design supports paying non-network benefits for any

service provided by a non-network facility-based physician in a Network
facility.
[You can choose to receive either Network Benefits or Non-
Network Benefits. To obtain Network Benefits you must see a

Network Physician or other Network provider.

['For facility services, Network Benefits apply to Covered Health
Services that are provided at a Network facility by a Network
Physician or other Network provider. To be payable as Network
Benefits, the Covered Health Services you receive must be provided
by a Network provider at a Network facility. Covered Health Services

[To continue reading, go to right column on this page)

provided in a Network facility by a non-Network facility-based
Physician (a non-Network anesthesiologist, radiologist, or
pathologist) will be paid as Non-Network Benefits.|

You must show your identification card (ID card) every time you
request health care services from a Network provider. If you do not
show your ID card, Network providers have no way of knowing that
you are enrolled under a [UnitedHealthcare| Policy. As a result, they
may bill you for the entire cost of the services you receive. For details
about when Network Benefits apply, see (Section 3: Description of
Network and Non-Network Benefits).

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

e Covered Health Services are received while the group Policy is in
effect.

[To continue reading, go to left column on next page.]
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e Covered Health Services are received prior to the date that any of
the individual termination conditions listed in (Section 8: When
Coverage Ends) occurs.

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

Admin. [text] 'Always include unless the Shared Savings Program does not apply to

Benefits under this COC. "Shared Savings Program" is bracketed to
accommodate possible name change.

Depending on the geographic area and the service you receive, you
may have access [1through our [Shared Savings Program]|] to non-
Network providers who have agreed to discount their charges for
Covered Health Services. If you receive Covered Health Services
from these providers, and if your Copayment is expressed as a
percentage of Eligible Expenses for Non-Network Benefits, that
percentage will remain the same as it is when you receive Covered
Health Services from non-Network providers who have not agreed
to discount their charges; however, the total that you owe may be less
when you receive Covered Health Services [1from [Shared Savings
Program| providers than] from other non-Network providers,
because the Eligible Expense may be a lesser amount.]

[To continue reading, go to right colummn on this page] [T continue reading, go to left colummn on next page.)
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[ The following information is added to the Payment Information table in (Section 1: What's Covered - Benefits):]

[Payment Information]

Plan [Para Include if a separate deductible applies to Mental Health Services, Substance Abuse Services, or a combination of both.
Plan [text] YInclude references to describe if this deductible applies only to Mental Health Services, only to Substance Abuse Services, or to a combination of both.
[The following payment information applies to Benefits for [lMental Health Services| [1and] [1Substance Abuse Services|.]

Payment Term Description Amounts
_______________________________________________________________________________________________________________________________________________|
1 Plan [text] "Include references to describe if [Network
[[ Mental this deductible applies only to Group [Para] Include when deductible provision applies to Network Benefits
Mental Health Services, only to 1 . :
Health Substance Abuse Services, or to Group [text] . Insert appropriate amount for deductible.

. a combination of both. [$[70 - 25,000] per Covered Person per [calendar]| [Policy] year.]
SCI’VICCS] Group [text] ?Include when deductible Group [Para] Include when deductible provision does not apply to Network Benefits.
[1and] provision aplgliES, bet only to [This deductible provision does not apply]]

Non-Network Benefits. ’
1
[ Substance [The amount you must pay for [Non-Network
Abuse Covered [lMental Health Services| Group [Para] Include when deductible applies to Non-Network Benefits
. [1ar1d] [1Substance Abuse Services] Group [text] . Yinsert appropriate amount for deductible
SCI'VICCS] before you are eligible to receive [$[70 - 25,000] per Covered Person per [calendar]| [Policy] year.]
< 2 N . Group [Para] Include when deductible provision does not apply to Non-Network Benefits.
Non-Network]| Benefits. P P PRl
DeduCtlble] : | ] [This deductible provision does not apply.]]
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[ The following information is added to the Payment Information table in (Section 1: What's Covered - Benefits):]

[Payment Information]

Plan [Para Include if a separate OOPM applies to Mental Health Services, Substance Abuse Services, or a combination of both.
Plan [text] YInclude references to describe if this OOPM applies only to Mental Health Services, only to Substance Abuse Services, or to a combination of both.
[The following payment information applies to Benefits for [lMental Health Services| [1and] [1Substance Abuse Services|.]

Payment Term Description Amounts
|
1 Plan [text] Ynclude references to describe if [Network
[[ Mental this OOPM feature applies only Group [Para] Include when this OOPM provision applies to Network Benefits.
to Mental Health Services, only G y . f OOPM
Health to Substance Abuse Services, or roup [teXt][$[1() 25”58?) SEJWOP“&S amoumcfp : calenda][Policy] |
. to a combination of both. - 29, per Covered Person per |calenaar||Policy| year.
Services 2
1 ] Group [tex{ plrrtl)c\/lilgij(?n\l\g;)?)r;i gg erall OOPM Plan [Para Include when this OOPM provision and either the Annual Deductible provision or the
. ' MH/SA deductibl isi ly for Network Benefits.
[ and] [The maximum you pay, out of your 1 eductble provisions apply for Network Benefts.
1 ket i lend licy f Plan [text] Include references to describe if this OOPM feature applies only to Mental Health
[ Substance pocket, in a [ca LnlL ar|[Policy] year for Services, only to Substance Abuse Services, or to a combination of both.
Abuse Copayrnerits for 1[ Mental Health Group [text] ?Include if an Annual Deductible provision applies to Network Benefits.
Services] | gnd] [‘Substance Abuse [This [lMental Health Services| [land] [1Substance Abuse Services| Out-of-
SCI'VICCS] Setvices]. ["This amount is not Pocket Maximum does not include [Zthc Annual Deductible or] the [lMental
Out-of- mdu}k’d in the OV_’CMH (,)ut—of—Pocket Health Services| [1ar1d] [1Substance Abuse Services] Deductible.]
Maximum stated in your Certificate.]] Group [text] Include if this OOPM provision does not apply to Network Benefits.
Pocket [This out-of-pocket maximum provision does not apply.]]

Maximum | [ Non-Nerwork

Group [Para] Include when this OOPM provision applies to Non-Network Benefits.
Group [text] Ynsert appropriate amount of OOPM.
[$[1O - 25,000] per Covered Person per [calendar|[Policy]| year.]

Plan [Para Include when this OOPM provision and either the Annual Deductible provision or the
MH/SA deductible provisions apply for Non-Network Benefits.

Plan [text] Yinclude references to describe if this OOPM feature applies only to Mental Health
Services, only to Substance Abuse Services, or to a combination of both.

Group [text] ?Include if an Annual Deductible provision applies to Non-Network Benefits.
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Payment Term Description Amounts

[This [lMental Health Services| [land] [lSubstance Abuse Services| Out-of-
Pocket Maximum does not include [Zthc Annual Deductible or] the [ Mental
Health Services| [1and] [1Substance Abuse Services] Deductible.]

Group [text] Include if this OOPM provision does not apply to Non-Network Benefits.
[This out-of-pocket maximum provision does not apply.]]

[Durable Medical Equipment described in Section 1: (What's Covered - Benefits) is replaced with the following:]

[Benefit Information]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
b%slgd.&n aEpercent of of-Pocket
igible Expenses] Maximum?]
Group [text] Must You Notify Us Column: *Include when group chooses a plan with an [M{]
annual DME limit of more than $1,000. [lYes, for items [[0 - 50]%] [Yes| [No] [Yes|[No]
Group [text] Must You Notify Us Column: 2Include when group chooses a plan with an more than lNO Copayment]
annual DME limit of $1,000 or less per year. $1 OOO]
. . 2,
[Durable Medical Equipment ["No]
Durable Medical Equipment that meets each of the following
criteria: [Non: o
Network] [0 - 50]% [Yes] [No] [Yes|[No]
1 .
e Otrdered or provided by a Physician for outpatient use. [Yes, for items
. morte than
e Used for medical purposes. $1,000]
e Not consumable or disposable. [2NO]

e Not of use to a person in the absence of a disease or disability.

If more than one piece of Durable Medical Equipment can meet
your functional needs, Benefits are available only for the most cost-
effective piece of equipment.
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[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

|
Examples of Durable Medical Equipment include:

e Equipment to assist mobility, such as a standard wheelchair.
e A standard Hospital-type bed.

e Oxygen and the rental of equipment to administer oxygen
(including tubing, connectors and masks).

e Delivery pumps for tube feedings (including tubing and
connectors).

e Braces, including necessary adjustments to shoes to
accommodate braces. Braces that stabilize an Injured body part
and braces to treat curvature of the spine are considered Durable
Medical Equipment and are a Covered Health Service. Braces
that straighten or change the shape of a body part are orthotic
devices, and are excluded from coverage. Dental braces are also
excluded from coverage.

e Mechanical equipment necessary for the treatment of chronic or
acute respiratory failure (except that air-conditioners,
humidifiers, dehumidifiers, air purifiers and filters, and personal
comfort items are excluded from coverage).

Group [text] Yinclude when group chooses a plan with DME purchase of every two-five
years. The standard is once every three years.

Group [text] ?Include when group chooses a plan with DME purchase of once every
year.

We provide Benefits only for a single purchase (including repait/
replacement) of a type of Durable Medical Equipment once every
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[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

L _______ _________________________________________________________________________________|
[ltwo—ﬁve] [calendar]| [Policy] [1years] [zyear].

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

Group [Para] Include when a group chooses to limit benefit.

Group [text] Ynsert benefit limit selected by group. Standard options are $750, $1,000,
$1,500, $2,000 or $2,500.

Group [text] ?Include if Annual Deductible provision applies.

[Any combination of Network and Non-Network Benefits for
Durable Medical Equipment is limited to [1$750 - $100,000] per
[calendar] [Policy] year. This limit applies to the total amount that we
will pay for the Durable Medical Equipment, and does not include
any Copayment [Zor Annual Deductible] responsibility you may
have.]

Group [Para] Include when group chooses a plan with an annual DME limit of more than
$1,000. When this option is selected, the Must You Notify Us? column
should read "Yes for items more than $1,000." If a group chooses a plan
with an annual DME limit of $1,000 or less per year, remove the entire
notification requirement language and select "No" in the "Must You Notify
Us?" column.

[Notify Us
Please remember that you must notify us before obtaining any single
item of Durable Medical Equipment that costs more than $1,000
(either purchase price or cumulative rental of a single item). If you
don't notify us, you will be responsible for paying all charges and no
Benetits will be paid.]]
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[Home Health Care described in Section 1: (What's Covered - Benefits) is replaced with the following:]

[Benefit Information]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
[Network]
[Home Health Care [Yes] [S[0 - 50] per visit]  [Yes|[No] [Yes|[No]
Services received from a Home Health Agency that are both of the [[0 - 50]%]
following: [No Copayment]
2
["Your
e Ordered by a Physician. Copayment will
e Provided by or supervised by a registered nurse in your home. range between $[0
— 50] per visit]
Benefits are available only when the Home Health Agency services
are provided on a part-time, intermittent schedule and when skilled [Non-
care is required. Network] [0 - 50]% [Yes][No] [Yes|[No]
[Yes]

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

e It must be delivered or supervised by licensed technical or
professional medical personnel in order to obtain the specified
medical outcome, and provide for the safety of the patient.

e Itis ordered by a Physician.

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

e It requires clinical training in order to be delivered safely and
effectively.
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

|
e It is not Custodial Care.

We will decide if skilled care is required by reviewing both the skilled
nature of the service and the need for Physician-directed medical
management. A service will not be determined to be "skilled" simply
because there is not an available caregiver.

Group [Para] Include when group chooses to limit benefit.

Group [text] Ynsert benefit limit selected by group. Standard is 60 visits.

[Any combination of Network and Non-Network Benefits is limited
to ['40 - 200] visits per [calendar|[Policy] year. One visit equals four
hours of skilled care setrvices.]

Group [text] "When the benefit plan design is to reduce benefits by one-half, insert a
number that is one-half of the benefit level (i.e. if the copayment is 20%, the
benefit level is 80% and the number to insert here is 40%.)

Group [text] ?\When the benefit plan design is to reduce benefit to 50%, insert 50%.
Notify Us

Please remember that you must notify us five business days before

receiving services. If you don't notify us, Benefits will be reduced to

[%25-50%] of Eligible Expenses.

Group [text] ?Include if Benefit design includes a variable Copayment for Network
Benefits depending upon the Network provider selected.

[ZFor Network Benefits, the Copayment that applies to this
Benefit is based on which provider you select. Please refer to
the directory of | Copayments| |providers|, or call | Customer
Service| [Member Services| at the telephone number on your
ID card, or the website (www.xxxxx.com) to determine the
specific Copayment amount associated with each Network
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[United HealthCare Insurance Company]

[Description of
Covered Health Service]

[Must [Your Copayment [Does [Do You Need
You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

provider.]]

[Hospital - Inpatient Stay described in Section 1: (What's Covered - Benefits) is replaced with the following:]

[Benefit Information]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
. . [Network]
[Hospital - Inpatient Stay [Yes] [[0 - 50]%] [Yes| [No [Yes|[No]

Inpatient Stay in a Hospital. Benefits are available for:

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

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

Admin. [text] Yinclude when facility-based Physicians are paid depending upon Network

status and not as part of the facility charge.

Benefits for Physician services [1(including facility-based Physician
services)| are described under Professional Fees for Surgical and Medical
Services.

Notify Us

[$[0 - 25,000] per
Inpatient Stay]
[$[0 - 1,000] per

day]

[$[0 - 1,000] per
day to a maximum
of $[0 - 5,000] per

Inpatient Stay]

[No Copayment]

[’$Your

Copayment will
range between §[0
—1,200] per day],

to 2 maximum of
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
- ________________________________________________________________________________________________________________________________|
Please remember that you must notify us as follows: 4 days|.]
e Tor elective admissions: five business days before admission. [Non-
0
e For non-elective admissions: within one business day or the Nerwork] [0-50% [Yes] [No] [Yes] [No]
same day of admission. [Yes]

e TFor Emergency admissions: within one business day or the same
day of admission, or as soon as is reasonably possible.

Group [text] "When the benefit plan design is to reduce benefits by one-half, insert a
number that is one-half of the benefit level (i.e. if the copayment is 20%, the
benefit level is 80% and the number to insert here is 40%.)

Group [text] ?When the benefit plan design is to reduce benefit to 50%, insert 50%.

If you don't notify us, Benefits will be reduced to [1'225—50“ o] of
Eligible Expenses.

Group [text] ®Include if Benefit design includes a variable Copayment for Network
Benefits depending upon the Network provider selected.

[3F0t Network Benefits, the Copayment that applies to this
Benefit is based on which provider you select. Please refer to
the directory of | Copayments| |providers|, or call | Customer
Service| [Member Services| at the telephone number on your
ID card, or the website (Wwww.xxxxx.com) to determine the
specific Copayment amount associated with each Network
provider.]|
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[United HealthCare Insurance Company]

[ Outpatient Surgery, Diagnostic and Therapeutic Services described in Section 1: (What's Covered - Benefits) is
replaced with the following:|

[Benefit Information]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

[Outpatient Surgery, Diagnostic and
Therapeutic Services

Outpatient Surgery [Network]
Covered Health Services for surgery and related services received on [No] [$]0 - 1,000] per [Yes] [No| [Yes][No]
an outpatient basis at a Hospital or Alternate Facility. surgical
procedure] [|O -
Admin. [text] Yinclude (and delete #2 below) when facility-based Physician charges are 50] % ]
paid as part of the facility charge. [No Coba ment]
Admin. [text] %Include (and delete #1 above) when facility-based Physician charges are 1 pay
paid according to Network status. [ Your
Copayment will
Benefits under this section include only the facility charge and the range between $[0
charge for [lrequired Hospital-based professional services,| supplies - 3,000] per
and equipment. Benefits for the surgeons fees [Zand facility-based surgical
Physician's fees| related to outpatient surgery are described under procedure]
Professional Fees for Surgical and Medical Services. [Non-
Network]
[No] [10 - 50]%] [Yes|[No] [Yes|[No]

When these services ate performed in a Physician's office, Benefits
are described under Physician's Office Services below.

Group [text] Ynclude if Benefit design includes a variable Copayment for Network
Benefits depending upon the Network provider selected.

[' For Network Benefits, the Copayment that applies to this
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[United HealthCare Insurance Company]

[Description of [Must
Covered Health Service] You
Notify Us?]

[Your Copayment

Amount
% Copayments are
based on a percent of
Eligible Expenses]

[Does [Do You Need
Copayment to Meet Annual
Help Meet Out- Deductible?]
of-Pocket
Maximum?]

Benefit is based on which provider you select. Please refer to
the directory of | Copayments| |providers|, or call | Customer
Service| |[Member Services| at the telephone number on your
ID card, or the website (vww.xxxxx.com) to determine the
specific Copayment amount associated with each Network
provider.)

[Network]
Outpatient Diagnostic Services [No]
Covered Health Services received on an outpatient basis at a
Hospital or Alternate Facility including:
e Lab and radiology/X-ray.
e Mammography testing.
Admin. [text] Yinclude (and delete #2 below) when facility-based Physician charges are
paid as part of the facility charge.
Admin. [text] ?Include (and delete #1 above) when facility-based Physician charges are
paid according to Network status.
Benefits under this section include the facility charge, [1ar1d] the
charge for required services, supplies and equipment[l, and all
related professional fees]. [ZBeneﬁts for facility-based Physician's
fees related to these services are described under Professional Fees for
Surgical and Medical Services.] [Non-
Network]
[No]

When these services ate performed in a Physician's office, Benefits
are described under Physician's Office Services below.

This section does not include Benefits for CT scans, Pet scans,

For Iab and

radiology/Xray:

[$]0 - 1,000] per
test]
[[0-50]% ]
[No Copayment]

For

mammography

testing:
[$]0 - 1,000] per
test]
[[0-50]% ]
[No Copayment]

[0 - 50]% [No
Benefits for
preventive care. |

[Yes][No] [Yes][No]
[Yes][No] [Yes][No]
[Yes][No] [Yes][No]
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
L _________________________________________________________________________________________________________________________________________|]

MRIs, or nuclear medicine, which are described immediately below.

[Network] [Yes][No] [Yes|[No]
Outpatient Diagnostic/Therapeutic Services - CT [No] [Yes] [$[0 - 1,000] per
Scans, Pet Scans, MRI and Nuclear Medicine [ te;(%o/ ]

- 0
Covered Health Services for CT scans, Pet scans, MRI, and nuclear [No Clopayment]
medicine received on an outpatient basis at a Hospital or Alternate ["Your
Facility. Copayment will
range between $[0
Admin. [text] lInlclude (and delete #2 below) when facility-based Physician charges are - 3,000] per test]
paid as part of the facility charge.
Admin. [text] ?Include (and delete #1 above) when facility-based Physician charges are [Non-
paid according to Network status. _

Network]

Benefits under this section include the facility charge, [1and] the [No] [Yes] [0 - 50]% [Yes|[No] [Yes|[No]

charge for required services, supplies and equipment[l, and all
related professional fees]. [ZBeneﬁts for facility-based Physician's
fees related to these services are described under Professional Fees for
Surgical and Medical Services.)

Group [Para] Include text and select yes under "Must you notify us" if notification is
required.
Group [text] "When the benefit plan design is to reduce benefits by one-half, insert a

number that is one-half of the benefit level (i.e. if the copayment is 20%, the
benefit level is 80% and the number to insert here is 40%.)

Group [text] \When the benefit plan design is to reduce benefit to 50%, insert 50%.
[Notify Us]

[Please remember that you must notify us before receiving these

services. If you don't notify us, Benefits will be reduced to [ *25-

50%] of Eligible Expenses.]
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

Group [text] Yinclude if Benefit design includes a variable Copayment for Network
Benefits depending upon the Network provider selected.

[lFor Network Benefits, the Copayment that applies to this
Benetfit is based on which provider you select. Please refer to
the directory of | Copayments| |providers|, or call | Customer
Service| |[Member Services| at the telephone number on your
ID card, or the website (vww.xxxxx.com) to determine the
specific Copayment amount associated with each Network
provider.]

Outpatient Therapeutic Treatments
Covered Health Services for therapeutic treatments received on an

outpatient basis at a Hospital or Alternate Facility, including dialysis, [ Network]
intravenous chemotherapy or other intravenous infusion therapy, [No] [$[0 - 1,000] per [Yes|[No] [Yes|[No]
and other treatments not listed above. treatment]
0 - 50]%

Admin. [text] Yinclude (and delete #2 below) when facility-based Physician charges are [l C 0]

paid as part of the facility charge. [No Copayment]
Admin. [text] ?Include (and delete #1 above) when facility-based Physician charges are

paid according to Network status.

. o » 1 [Non-

Benefits under this section include the facility charge, ["and] the Nerwork]
charge for required services, supplies and equipment[l, and all [No] [0 - 50]% [Yes|[No] [Yes|[No]

related professional fees]. [ZBeneﬁts for facility-based Physician's
fees related to these services are described under Professional Fees for
Surgical and Medical Services.]

When these services are performed in a Physician's office, Benefits
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

are described under Physician's Office Services below.]

[Physicians Office Services described in Section 1: (What's Covered - Benefits) is replaced with the following:|

[Benefit Information]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] %» Copayments are Help Meet Out-  Deductible?]
base.d. on a percent of of-Pocket
Eligible Expenses] Maximum?]
. . . [Network]
U
[Physician's Office Services [No] [1$[5 - 75] per [Yes|[No] [Yes. Prostate
Covered Health Services received in a Physician's office including: visit] [No Cancer
Copayment Screenings not
e Diagnosis and treatment of a Sickness or Injury. applies when no subject to
e Preventive medical care. Pbys1c1an charge Annual
' . is assessed.|] Deductible.]
e Voluntary family planning. [0 - 50%] [No]
¢ Routine physical examinations. [No Copayment]
1
e Vision and hearing screenings. (Vision screenings do not include [Your

Copayment will
range between §[0
— 75| per visit]

refractive examinations to detect vision impairment. See Eye
Excaminations eatlier in this section.)

e Well-baby and well-child care. Care shall include 20 visits at
approximately the following age intervals: Birth, 2 Weeks, 2 [Non-
Months, 4 Months, 6 Months, 9 months, 12 months, 15 months, Network] [0 - 50]% [Yes|[No] [Yes. Prostate
18 months, 2 years, 3 years, 4 years, 5 years, 6 years, 8 years, 10
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
___________________________________________________________________________________________________________________________|
years, 12 years, 14 years, 16 years and 18 years. [No] [No Benefits for Cancer
e Immunizations. Please Note: No Copayment, Coinsurance or preventive care, Screer'nngs not
Deductible will be applicable to Network or Non-Network | exeept for subject to
Children’s Immunization Services. children under the Annqal
age of 19.] Deductible.]
State Mandate [No]

e Prostate Cancer Screenings provided at minimum one (1)
screening per [calendar]|[Policy] year for any male Covered
Person forty (40) years of age or older.

Group [text] Ynclude if Benefit design includes a variable Copayment for Network
Benefits depending upon the Network provider selected.

[lFOI' Network Benefits, the Copayment that applies to this
Benefit is based on which provider you select. Please refer to
the directory of | Copayments| |providers|, or call | Customer
Service| [Member Services| at the telephone number on your
ID card, or the website (www.xxxxx.com) to determine the
specific Copayment amount associated with each Network
provider.]|
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[United HealthCare Insurance Company]

[ Professional Fees for Surgical and Medical Services described in Section 1: (What's Covered - Benefits) is replaced
with the following:]

[Benefit Information]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum'-’]
; . [Network]
[Professmnal Fees for Surglcal and [No] 10 - 50]%] [Yes| [No] [Yes][No]
Medical Services [No Copayment]
Professional fees for surgical procedures and other medical care
received in a Hospital, Skilled Nursing Facility, Inpatient N,
CRaeliabﬂitation Facility or Alternate Facility, or for Physician house ]\/'[ﬁk] 0 - 501% Yes|[No| Yes|[No|
' [No]

When these services are performed in a Physician's office, Benefits
are described under Physician's Office Services above.]

[ Prosthetic Devices described in Section 1: (What's Covered - Benefits) is replaced with the following:]

[Benefit Information]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
. . [Network]
[Prosthetic Devices [No] (10 - 50]%) [Yes| [No [Yes|[No]
External prosthetic devices that replace a limb or an external body [No Copayment]

part, limited to:
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
______________________________________________________________________________________________________________________________|
e Artificial arms, legs, feet and hands. [Non-
o Network] [0 - 50]% [Yes| [No] [Yes|[No]
e Artificial eyes, ears and noses. [No]

e Breast prosthesis as required by the Women's Health and Cancer
Rights Act of 1998. Benefits include mastectomy bras and
lymphedema stockings for the arm.

If more than one prosthetic device can meet your functional needs,
Benefits are available only for the most cost-effective prosthetic

device.

Group [text] Yinclude when group chooses a plan with a Prosthetic purchase every two
or more years. The standard is once every three years.

Group [text] ?Include when group chooses a plan with a Prosthetic purchase of once
every year.

The prosthetic device must be ordered or provided by, or under the
direction of a Physician. Except for items required by the Women's
Health and Cancer Rights Act of 1998, Benefits for prosthetic
devices are limited to a single purchase of each type of prosthetic
device every [ltwo—ﬁvc] [calendar] [Policy] [lyears] [zyear].

Group [Para] Include when group chooses to limit benefit.

Group [text] Ynsert benefit limit selected by group. Standard options are $2,500 and
$5,000.

Group [text] %Include if Annual Deductible provision applies.

[Except for items required by the Women's Health and Cancer
Rights Act of 1998, any combination of Network and Non-Network
Benefits for prosthetic devices is limited to ['$2,500-$100,000] per
[calendar] [Policy] year. This limit applies to the total amount that we
will pay for the prosthetics, and does not include any Copayment
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

[20r Annual Deductible] responsibility you may have.

Once this Benefit limit is reached, no additional Benefits are
available except for items required by the Women's Health and

Cancer Rights Act of 1998.]]
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[United HealthCare Insurance Company]

[Rehabilitation Services - Outpatient Therapy described in Section 1: (What's Covered - Benefits) is replaced with
the following:|

[Benefit Information]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
oqe . . . [M
[Rehabilitation Services - Outpatient [No] [$[5- 75] per visit]  [Yes] [No] [Yes|[No]
Therapy [[0 - 50]%]
Short-term outpatient rehabilitation services for: [No Czopayment]
["Your
; Copayment will
e Ph 1 th .
ysieat therapy range between $[0
e Occupational therapy. — 75| per visit]
e Speech therapy.
_— ) [Non- [Yes|[No]
e Pulmonary rehabilitation therapy. Network]
e Cardiac rehabilitation therapy. [No] [0 - 50]% [Yes] [No]

Rehabilitation services must be performed by a licensed therapy
provider, under the direction of a Physician.

Benefits are available only for rehabilitation services that are
expected to result in significant physical improvement in your
condition within two months of the start of treatment.

Please note that we will pay Benefits for speech therapy only when
the speech impediment or speech dysfunction results from Injury,
stroke or a Congenital Anomaly.

Group [Para] Include when group chooses to limit benefit.
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
L __________________________________________________________________________________________________________________________________________________|]
Group [text] Ynsert benefit limit selected by group. Standard is 20 visits for each, except

that standard for cardiac therapy is 36 visits.
[Any combination of Network and Non-Network Benefits is limited
as follows:

. [110—100] visits of physical therapy per [calendar|[Policy| year.
. [110—100] visits of occupational therapy per [calendar]|[Policy|

year.

. [11()—100] visits of speech therapy per [calendar|[Policy]| year.

o [11()—100] visits of pulmonary rehabilitation therapy per
[calendar][Policy]| year.

o [11()—100] visits of cardiac rehabilitation therapy per
[calendar|[Policy| year.]

Group [text] ?Include if Benefit design includes a variable Copayment for Network

Benefits depending upon the Network provider selected.

[2F0t Network Benefits, the Copayment that applies to this
Benefit is based on which provider you select. Please refer to
the directory of | Copayments| |providers|, or call | Customer
Service| [Member Services| at the telephone number on your
ID card, or the website (www.xxxxx.com) to determine the
specific Copayment amount associated with each Network
provider.]|
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[United HealthCare Insurance Company]

[Section 2: What's Not Covered -
Exclusions]

[Section 2 is modified by replacing exclusion #3 under
Medical Supplies and Appliances with the following
exclusion:)

[Medical Supplies and Appliances|

[3. Orthotic appliances that straighten or re-shape a body part
(including cranial banding and some types of braces).]

[Section 2 is modified by replacing exclusion #3 under
Mental Health/Substance Abuse with the following
exclusion:|

[Mental Health/Substance Abuse]

[3. Mental Health Services as treatment for insomnia and other sleep
disorders, neurological disorders and other disorders with a
known physical basis.]

[To continue reading, go to right column on this page) [To continue reading, go to left column on next page.]
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[United HealthCare Insurance Company]

[Section 3: Description of Network and

[The introductory portion of the Network Benefits
section in (Section 3: Description of Network and
Non-Network Benetfits) is replaced with the
following:]

[Network Benefits]

[Network Benefits are generally paid at a higher level than Non-
Network Benefits. Network Benefits are payable for Covered Health
Services which are:

Ynclude text if the plan design supports paying non-network benefits for any
service provided by a non-network facility-based physician in a Network
facility.

Admin. [text]

e Provided by a Network Physician or other Network provider.

e Emergency Health Services.

e Covered Health Services that are described as Network Benefits
in (Section 1: What's Covered - Benefits.)

[lCovered Health Services provided in a Network facility by a non-
Network facility-based Physician (a non-Network anesthesiologist,
radiologist, or pathologist) will be paid as Non-Network Benefits.]

[To continue reading, go to right column on this page)

Non-Network Benefits]|

[Designated Facilities and Other Providers in (Section
3: Description of Network and Non-Network
Benefits) is replaced with the following:|

[Designated Facilities and Other Providers

If you have a medical condition that we believe needs special
services, we may direct you to a Designated Facility or other provider
chosen by us. If you require certain complex Covered Health Services
for which expertise is limited, we may direct you to a non-Network
facility or provider.

In both cases, Network Benefits will only be paid if your Covered
Health Services for that condition are provided by or arranged by the
Designated Facility or other provider chosen by us.

You or your Network Physician must notify us of special service
needs (including, but not limited to, transplants or cancer treatment)
that might warrant referral to a Designated Facility or non-Network
facility or provider. If you do not notify us in advance, and if you
receive services from a non-Network facility (regardless of whether it
is a Designated Facility) or other non-Network provider, Network
Benefits will not be paid. Non-Network Benefits may be available if
the special needs services you receive are Covered Health Services for
which Benefits are provided under the Policy.]

[To continue reading, go to left column on next page.]
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[United HealthCare Insurance Company]

[ The introductory portion of the Non-Network
Benefits section in (Section 3: Description of Network
and Non-Network Benetfits) is replaced with the
following:]

[Non-Network Benefits]

Admin. [text] YInclude text if the plan design supports paying non-network benefits for any

service provided by a non-network facility-based physician in a Network

facility.
[Non-Network Benefits are generally paid at a lower level than
Network Benefits. Non-Network Benefits are payable for Covered
Health Services that are provided by non-Network Physicians or
non-Network providers, or at a non-Network facility. [lNon—
Network Benefits include Covered Health Services that are provided
by a non-Network facility-based Physician (a non-Network
anesthesiologist, radiologist, or pathologist) at a Network facility.]

'Always include unless the Shared Savings Program does not apply to
Benefits under this COC. "Shared Savings Program"” is bracketed to
accommodate possible name change.

Admin. [text]

Depending on the geographic area and the service you receive, you
may have access [lthrough our [Shared Savings Program]|] to
providers who have agreed to discount their charges for Covered
Health Services. If you receive Covered Health Services from these
providers, and if your Copayment is expressed as a percentage of
Eligible Expenses for Non-Network Benefits, that percentage will
remain the same as it is when you receive Covered Health Services
from non-Network providers who have not agreed to discount their
charges; however, the total that you owe may be less when you
receive Covered Health Services [1from [Shared Savings Program)|
providers than] from other non-Network providers, because the
Eligible Expense may be a lesser amount. ]

[To continue reading, go to right column on this page]

[Emergency Health Services in (Section 3: Description
of Network and Non-Network Benefits) is replaced
with the following:|

[Emergency Health Services]

[We provide Benefits for Emergency Health Services when required
for stabilization and initiation of treatment as provided by or under
the direction of a Physician.

Network Benefits are paid for Emergency Health Services, even if
the services are provided by a non-Network provider.

If you are confined in a non-Network Hospital after you receive
Emergency Health Services, we must be notified within one business
day or on the same day of admission if reasonably possible. We may
elect to transfer you to a Network Hospital as soon as it is medically
appropriate to do so. If you choose to stay in the non-Network
Hospital after the date we decide a transfer is medically appropriate,
Non-Network Benefits may be available if the continued stay is
determined to be a Covered Health Service.]

[T continue reading, go to left colummn on next page.)
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[Section 5: How to File a Claim]

[ Payment of Benefits in (Section 5: How to File a
Claim) is replaced with the following:|

[ Payment of Benefits]

Admin. [text] YInclude the following provision and delete option #2 below if assignment of
benefits is agreed to.

[llf a Subscriber provides written authorization to allow this, all or a
portion of any Eligible Expenses due to a provider may be paid
directly to the provider instead of being paid to the Subscriber. But
we will not reimburse third parties that have purchased or been
assigned benefits by Physicians or other providers.

Benefits will be paid to you unless either of the following is true:

e The provider notifies us that your signature is on file, assigning
benefits directly to that provider.

e You make a written request at the time you submit your claim.]

Admin. [text] Include the following provision and delete option #1 above if assignment of
benefits is not agreed to.

[zYou may not assign your Benefits under the Policy to a non-
Network provider without our consent. We may, however, in our
discretion, pay a non-Network provider directly for services rendered
to you.]

[To continue reading, go to right column on this page] [T continue reading, go to left colummn on next page.)
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Section 9: General Legal Provisions

[Subrogation and Reimbursement is replaced with the

following:]

[Subrogation and Reimbursement]|

[Subrogation is the substitution of one person or entity in the place
of another with reference to a lawful claim, demand or right.
Immediately upon paying or providing any Benefit, we shall be
subrogated to and shall succeed to all rights of recovery, under any
legal theory of any type for the reasonable value of any services and
Benefits we provided to you, from any or all of the following listed
below.

In addition to any subrogation rights and in consideration of the
coverage provided by this Certificate of Coverage, we shall also have
an independent right to be reimbursed by you for the reasonable
value of any services and Benefits we provide to you, from any or all
of the following listed below.

e Third parties, including any person alleged to have caused you to
suffer injuries or damages.

¢  Your employer.

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

[To continue reading, go to right column on this page)

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

These third parties and persons or entities are collectively referred to
as “Third Parties”.

You agree as follows:

e That you will cooperate with us in protecting our legal and
equitable rights to subrogation and reimbursement, including, but
not limited to:

— providing any relevant information requested by us,

— signing and/or delivering such documents as we or our
agents reasonably request to secure the subrogation and
reimbursement claim,

— responding to requests for information about any accident or
injuries,
— making court appearances, and

— obtaining our consent or our agents' consent before releasing
any party from liability or payment of medical expenses.

e That failure to cooperate in this manner shall be deemed a breach
of contract, and may result in the termination of health benefits
or the instigation of legal action against you.

e That we have the sole authority and discretion to resolve all
disputes regarding the interpretation of the language stated
herein.

[T continue reading, go to left colummn on next page.)
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In the event that you recover from a Third Party, we agree to pay
our share of the reasonable costs of collection and attorney fees
in the proportion we benefit from the recovery.

That regardless of whether you have been fully compensated or
made whole, we may collect from you the proceeds of any full or
partial recovery that you or your legal representative obtain,
whether in the form of a settlement (either before or after any
determination of liability) or judgment, with such proceeds
available for collection to include any and all amounts earmarked
as non-economic damage settlement or judgment.

That benefits paid by us may also be considered to be benefits
advanced.

That you agree that if you receive any payment from any
potentially responsible party as a result of an injury or illness,
whether by settlement (either before or after any determination
of liability), or judgment, you will serve as a constructive trustee
over the funds, and failure to hold such funds in trust will be
deemed as a breach of your duties hereunder.

That you or an authorized agent, such as your attorney, must
hold any funds due and owing us, as stated herein, separately and
alone, and failure to hold funds as such will be deemed as a
breach of contract, and may result in the termination of health

That we may set off from any future benefits otherwise provided
by us the value of benefits paid or advanced under this section to
the extent not recovered by us.

That you will not accept any settlement that does not fully
compensate or reimburse us without our written approval, nor
will you do anything to prejudice our rights under this provision.

That you will assign to us all rights of recovery against Third
Parties, to the extent of the reasonable value of services and
benefits we provided.

That our rights will be considered as the first priority claim
against Third Parties, including tortfeasors for whom you are
seeking recovery, to be paid before any other of your claims are
paid.

That we may, at our option, take necessary and appropriate action
to preserve our rights under these subrogation provisions,
including filing suit in your name, which does not obligate us in
any way to pay you part of any recovery we might obtain.

That we shall not be obligated in any way to pursue this right
independently or on your behalf.]

benefits or the insti%ation of le%al action a%ainst zfou.

[Section 10: Glossary of Defined Terms]

[To continue reading, go to right column on this page)

[T continue reading, go to left colummn on next page.)
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[ The definition of Alternate Facility is replaced with
the following:|

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

e Surgical services.
e Emergency Health Services.

e Rehabilitative, laboratory, diagnostic or therapeutic services.]

Group [text] Ynclude text as standard for groups that purchase MH/SA coverage. Delete
text if group has not purchased MH/SA benefits

1 . . .
["An Alternate Facility may also provide Mental Health Services or
Substance Abuse Services on an outpatient or inpatient basis.]

[ The definition of Designated Facility is replaced with
the following:|

[Designated Facility - a facility that has entered into an agreement
on behalf of the facility and its affiliated staff with us or with an
organization contracting on our behalf, to render Covered Health
Services for the treatment of specified diseases or conditions. A
Designated Facility may or may not be located within your
geographic area. The fact that a Hospital is a Network Hospital does
not mean that it is a Designated Facility.]

[ The definition of Eligible Expenses is replaced with

the following:|

[Eligible Expenses - the amount we will pay for Covered Health
Services, incurred while the Policy is in effect, are determined as
stated below:

[To continue reading, go to right column on this page]

For Network Benefits, Eligible Expenses are based on either of the
following:

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

e When Covered Health Services are received from non-Network
providers as a result of an Emergency or as otherwise arranged by
us, Eligible Expenses are billed charges unless a lower amount is
negotiated.

For Non-Network Benefits, Eligible Expenses are based on either of
the following:

Admin. [text] Include the provisions that apply for determining Eligible Expenses for Non-

Network Benefits.
e When Covered Health Services are received from non-Network
providers, Eligible Expenses are determined, [at our discretion,
based on | the lesser of]:

— [[Available data resources of competitive fees in that
geographic area.|

— [Our most commonly used contracted fee(s) with Network
providers for the same or similar service within the
geographic market| [or] [the amount determined by us which
Network providers have agreed to accept as payment in full.]

— [Fee(s) that are negotiated with the provider.]

— [A percentage of the published rates allowed by Medicare for
the same or similar service [within the geographic market].

— [A percentage of the published rates allowed by CMS for the
same or similar service [within the geographic market|.]

[T continue reading, go to left colummn on next page.)

OPTIONSAMD.I.02.AR (Rev. 1/2010)



[United HealthCare Insurance Company]

— [A percentage of the published rates allowed by Medicare in
[name of county, name of state| for the same or similar
service. |

— |A percentage of the published rates allowed by CMS in
[name of county, name of state| for the same or similar
service.|

— [__% of the billed charge.]
— [A fee schedule that we develop.]

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

Eligible Expenses are determined solely in accordance with our
reimbursement policy guidelines. We develop our reimbursement
policy guidelines, in our discretion, following evaluation and
validation of all provider billings in accordance with one or more of
the following methodologies:

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

e As reported by generally recognized professionals or publications.

e Asused for Medicare.

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

[To continue reading, go to right column on this page)

[ The definition of Network is replaced with the
following:]

Admin. [text] 'Always include unless the Shared Savings Program does not apply to

Benefits under this COC. "Shared Savings Program"” is bracketed to
accommodate possible name change.

[Network - when used to describe a provider of health care services,
this means a provider that has a participation agreement in effect
(either directly or indirectly) with us or with our affiliate to participate
in our Network; however, this does not include those providers who
have agreed to discount their charges for Covered Health Services
[lby way of their participation in the [Shared Savings Program|]. Our
affiliates are those entities affiliated with us through common
ownership or control with us or with our ultimate corporate parent,
including direct and indirect subsidiaries.

A provider may enter into an agreement to provide only certain
Covered Health Services, but not all Covered Health Services, ot to
be a Network provider for only some of our products. In this case,
the provider will be a Network provider for the Covered Health
Services and products included in the participation agreement, and a
non-Network provider for other Covered Health Services and
products. The participation status of providers will change from time
to time.]

[ The definition of Network Benefits is replaced with
the following:|

[Network Benefits - Benefits for Covered Health Services that are
provided by a Network Physician or other Network provider.
Network Benefits include Emergency Health Services.]

[T continue reading, go to left colummn on next page.)
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[ The definition of Non-Network Benefits is replaced
with the following:]

Admin. [text] Ynclude text if the plan design supports paying non-network benefits for any

service provided by a non-network facility-based physician at a Network

facility.
[Non-Network Benefits - Benefits for Covered Health Services that
are provided by a non-Network Physician or other non-Network
provider, or Covered Health Services that are provided at a non-
Network facility. [1Covered Health Services provided in a Network
facility by a non-Network facility-based Physician (a non-Network
anesthesiologist, radiologist, or pathologist) will be paid as Non-
Network Benefits.|]

[ The definition of Out-of-Pocket Maximum is
replaced with the following:]

Group [Para] Include if group chooses a plan design that includes an Out-of-Pocket-
Maximum provision.
Group [text] Ynclude if Annual Deductible provision applies and if the OOPM includes the

Annual Deductible.
[ Out-of-Pocket Maximum - the maximum amount of [1/,’\nnual
Deductible and] Copayments you pay every [calendar| [Policy]| year. If
you use both Network Benefits and Non-Network Benefits, two
separate Out-of-Pocket Maximums apply. Once you reach the Out-
of-Pocket Maximum for Network Benefits, Benefits for those
Covered Health Services that apply to the Out-of-Pocket Maximum
are payable at 100% of Eligible Expenses during the rest of that
[calendar]| [Policy] year. Once you reach the Out-of-Pocket Maximum
for Non-Network Benefits, Benefits for those Covered Health
Services that apply to the Out-of-Pocket Maximum are payable at
100% of Eligible Expenses during the rest of that [calendar] [Policy]
year. Copayments for some Covered Health Services will never apply
to the Out-of-Pocket Maximum, as specified in (Section 1: What's
Covered--Benefits) and those Benefits will never be payable at 100%
even when the Out-of-Pocket Maximum is reached.

[To continue reading, go to right column on this page]

The following costs will never apply to the Out-of-Pocket Maximum:

e Any charges for non-Covered Health Services.

e Copayments for Covered Health Services available by an optional
Rider.

e The amount of any reduced Benefits if you don't notify us as
described in (Section 1: What's Covered--Benefits) under the
Must You Notify Us? column.

e Charges that exceed Eligible Expenses.

e Any Copayments for Covered Health Services in Section 1:
What's Covered--Benefits) that do not apply to the Out-of-
Pocket Maximum.

ZInclude if an Annual Deductible provision applies, but is not included in the
OOPM.

° [ZThe Annual Deductible.]

Group [text]

Even when the Out-of-Pocket Maximum has been reached, you will
still be required to pay:

e  Any charges for non-Covered Health Services.

e  Charges that exceed Eligible Expenses.

e The amount of any reduced Benefits if you don't notify us as
described in (Section 1: What's Covered - Benefits) under the
Must You Notify Us? column.

e Copayments for Covered Health Services available by an optional
Rider.

e Copayments for Covered Health Services in (Section 1: What's
Covered - Benefits) that are subject to Copayments that do not
apply to the Out-of-Pocket Maximum.]

[T continue reading, go to left colummn on next page.)
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[ The following definition of | Shared Savings Program)|
1s added:]

Admin. [text] 'Always include unless the Shared Savings Program does not apply to
Benefits under this COC. "Shared Savings Program" is bracketed to
accommodate possible name change.

[l[Sbared Savings Program)| - the [Shared Savings Program|
provides access to discounts from the provider's charges when
services are rendered by those non-Network providers that
participate in that program. We will use the [Shared Savings Program|
to pay claims when doing so will lower Eligible Expenses. We do not
credential the [Shared Savings Program| providers and the [Shared
Savings Program| providers are not Network providers. Accordingly,
Benefits for Covered Health Services provided by [Shared Savings
Program| providers will be paid at the Non-Network Benefit level
(except in situations when Benefits for Covered Health Services
provided by non-Network providers are payable at Network Benefit
levels, as in the case of Emergency Health Services). When we use
the [Shared Saving Program]| to pay a claim, patient responsibility is
limited to Copayments calculated on the contracted rate paid to the
provider, in addition to any required Annual Deductible.]

[To continue reading, go to right column on this page] [T continue reading, go to left colummn on next page.)
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2002 Amendment to the Certificate of

Coverage

The Certificate of Coverage is modified as described in this Amendment.

[Section 1: What's Covered - Benefits]

[ "Accessing Benefits'" in (Section 1: What's Covered -
Benefits) is replaced with the following:|

[Accessing Benefits]

[You can choose to receive either Network Benefits or Non-
Network Benefits. To obtain Network Benefits, you must select a
Primary Physician who will provide or coordinate all of the Covered
Health Services you receive. Not all Covered Health Services require
a referral from your Primary Physician. For facility services, Network
Benefits apply to Covered Health Services that are provided at a
Network facility under the direction of either a Network or non-
Network Physician or other provider.

Ynclude text if the plan design supports paying non-network benefits for a
non-Network facility-based Physician (a non-Network anesthesiologist,
radiologist, or pathologist).

Admin. [text]

[To continue reading, go to right column on this page)

[lCovered Health Services provided in a Network facility by a non-
Network facility-based Physician (a non-Network anesthesiologist,
radiologist, or pathologist) will be paid as Non-Network Benefits.]

You must show your identification card (ID card) every time you
request health care services from a Network provider. If you do not
show your ID card, Network providers have no way of knowing that
you are enrolled under a [UnitedHealthcare| Policy. As a result, they
may bill you for the entire cost of the services you receive. For details
about when Network Benefits apply, see (Section 3: Description of
Network and Non-Network Benefits).

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

e Covered Health Services are received while the group Policy is in
effect.

[To continue reading, go to left column on next page.]
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e Covered Health Services are received prior to the date that any of
the individual termination conditions listed in (Section 8: When
Coverage Ends) occurs.

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

Admin. [text] 'Always include unless the Shared Savings Program does not apply to

Benefits under this COC. "Shared Savings Program" is bracketed to
accommodate possible name change.

Depending on the geographic area and the service you receive, you
may have access [1through our [Shared Savings Program]|] to non-
Network providers who have agreed to discount their charges for
Covered Health Services. If you receive Covered Health Services
from these providers, and if your Copayment is expressed as a
percentage of Eligible Expenses for Non-Network Benefits, that
percentage will remain the same as it is when you receive Covered
Health Services from non-Network providers who have not agreed
to discount their charges; however, the total that you owe may be less
when you receive Covered Health Services [1from [Shared Savings
Program| providers than] from other non-Network providers,
because the Eligible Expense may be a lesser amount.]

[To continue reading, go to right colummn on this page] [T continue reading, go to left colummn on next page.)
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[ The following information is added to the Payment Information table in (Section 1: What's Covered - Benefits):]

[Payment Information]

Plan [Para Include if a separate deductible applies to Mental Health Services, Substance Abuse Services, or a combination of both.
Plan [text] YInclude references to describe if this deductible applies only to Mental Health Services, only to Substance Abuse Services, or to a combination of both.
[The following payment information applies to Benefits for [lMental Health Services| [1and] [1Substance Abuse Services|.]

Payment Term Description Amounts
_______________________________________________________________________________________________________________________________________________|
1 Plan [text] "Include references to describe if [Network
[[ Mental this deductible applies only to Group [Para] Include when deductible provision applies to Network Benefits
Mental Health Services, only to 1 . :
Health Substance Abuse Services, or to Group [text] . Insert appropriate amount for deductible.

. a combination of both. [$[70 - 25,000] per Covered Person per [calendar]| [Policy] year.]
SCI’VICCS] Group [text] ?Include when deductible Group [Para] Include when deductible provision does not apply to Network Benefits.
[1and] provision aplgliES, bet only to [This deductible provision does not apply]]

Non-Network Benefits. ’
1
[ Substance [The amount you must pay for [Non-Network
Abuse Covered [lMental Health Services| Group [Para] Include when deductible applies to Non-Network Benefits
. [1ar1d] [1Substance Abuse Services] Group [text] . Yinsert appropriate amount for deductible
SCI'VICCS] before you are eligible to receive [$[70 - 25,000] per Covered Person per [calendar]| [Policy] year.]
< 2 N . Group [Para] Include when deductible provision does not apply to Non-Network Benefits.
Non-Network]| Benefits. P P PRl
DeduCtlble] : | ] [This deductible provision does not apply.]]

SELPLSAMD.I.02.AR (Rev. 1/2010) 3



[United HealthCare Insurance Company]
[ The following information is added to the Payment Information table in (Section 1: What's Covered - Benefits):]

[Payment Information]

Plan [Para Include if a separate OOPM applies to Mental Health Services, Substance Abuse Services, or a combination of both.
Plan [text] YInclude references to describe if this OOPM applies only to Mental Health Services, only to Substance Abuse Services, or to a combination of both.
[The following payment information applies to Benefits for [lMental Health Services| [1and] [1Substance Abuse Services|.]

Payment Term Description Amounts
|
1 Plan [text] Ynclude references to describe if [Network
[[ Mental this OOPM feature applies only Group [Para] Include when this OOPM provision applies to Network Benefits.
to Mental Health Services, only G y . f OOPM
Health to Substance Abuse Services, or roup [teXt][$[1() 25”58?) SEJWOP“&S amoumcfp : calenda][Policy] |
. to a combination of both. - 29, per Covered Person per |calenaar||Policy| year.
Services 2
1 ] Group [tex{ plrrtl)c\/lilgij(?n\l\g;)?)r;i gg erall OOPM Plan [Para Include when this OOPM provision and either the Annual Deductible provision or the
. ' MH/SA deductibl isi ly for Network Benefits.
[ and] [The maximum you pay, out of your 1 eductble provisions apply for Network Benefts.
1 ket i lend licy f Plan [text] Include references to describe if this OOPM feature applies only to Mental Health
[ Substance pocket, in a [ca LnlL ar|[Policy] year for Services, only to Substance Abuse Services, or to a combination of both.
Abuse Copayrnerits for 1[ Mental Health Group [text] ?Include if an Annual Deductible provision applies to Network Benefits.
Services] | gnd] [‘Substance Abuse [This [lMental Health Services| [land] [1Substance Abuse Services| Out-of-
SCI'VICCS] Setvices]. ["This amount is not Pocket Maximum does not include [Zthc Annual Deductible or] the [lMental
Out-of- mdu}k’d in the OV_’CMH (,)ut—of—Pocket Health Services| [1ar1d] [1Substance Abuse Services] Deductible.]
Maximum stated in your Certificate.]] Group [text] Include if this OOPM provision does not apply to Network Benefits.
Pocket [This out-of-pocket maximum provision does not apply.]]

Maximum | [ Non-Nerwork

Group [Para] Include when this OOPM provision applies to Non-Network Benefits.
Group [text] Ynsert appropriate amount of OOPM.
[$[1O - 25,000] per Covered Person per [calendar|[Policy]| year.]

Plan [Para Include when this OOPM provision and either the Annual Deductible provision or the
MH/SA deductible provisions apply for Non-Network Benefits.

Plan [text] Yinclude references to describe if this OOPM feature applies only to Mental Health
Services, only to Substance Abuse Services, or to a combination of both.

Group [text] ?Include if an Annual Deductible provision applies to Non-Network Benefits.
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Payment Term Description Amounts

[This [lMental Health Services| [land] [lSubstance Abuse Services| Out-of-
Pocket Maximum does not include [Zthc Annual Deductible or] the [ Mental
Health Services| [1and] [1Substance Abuse Services] Deductible.]

Group [text] Include if this OOPM provision does not apply to Non-Network Benefits.
[This out-of-pocket maximum provision does not apply.]]

[Durable Medical Equipment described in Section 1: (What's Covered - Benefits) is replaced with the following:]

[Benefit Information]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] %o Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
Group [text] Must You Notify Us Column: *Include when group chooses a plan with an [Mf]
annual DME limit of more than $1,000. [No] [[0 - 50]%] [Yes] [No] [Yes][No]
Group [text] Must You Notify Us Column: ZInclude when group chooses a plan with an [No Copayment]
annual DME limit of $1,000 or less per year.
[Durable Medical Equipment A
Durable Medical Equipment that meets each of the followi ol
Cﬂ‘i;ia_e cdical Bquipment that mects cach o the fofowing Network] [0 - 50]% [Yes| [No] [Yes|[No]
' [1Yes, for items
e Ordered or provided by a Physician for outpatient use. m;lr%(t)}(;?m
e Used for medical purposes. lZ’N o]

e Not consumable or disposable.
e Not of use to a person in the absence of a disease or disability.
If more than one piece of Durable Medical Equipment can meet

your functional needs, Benefits are available only for the most cost-
effective piece of equipment.

SELPLSAMD.I.02.AR (Rev. 1/2010) 5



[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

|
Examples of Durable Medical Equipment include:

e Equipment to assist mobility, such as a standard wheelchair.
e A standard Hospital-type bed.

e Oxygen and the rental of equipment to administer oxygen
(including tubing, connectors and masks).

e Delivery pumps for tube feedings (including tubing and
connectors).

e Braces, including necessary adjustments to shoes to
accommodate braces. Braces that stabilize an Injured body part
and braces to treat curvature of the spine are considered Durable
Medical Equipment and are a Covered Health Service. Braces
that straighten or change the shape of a body part are orthotic
devices, and are excluded from coverage. Dental braces are also
excluded from coverage.

e Mechanical equipment necessary for the treatment of chronic or
acute respiratory failure (except that air-conditioners,
humidifiers, dehumidifiers, air purifiers and filters, and personal
comfort items are excluded from coverage.

Group [text] Yinclude when group chooses a plan with DME purchase of every two-five
years. The standard is once every three years.

Group [text] ?Include when group chooses a plan with DME purchase of once every
year.

We provide Benefits only for a single purchase (including repait/
replacement) of a type of Durable Medical Equipment once every
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[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

L _______ _________________________________________________________________________________|
[ltwo—ﬁve] [calendar]| [Policy] [1years] [Zyear].

We will decide if the equipment should be purchased or rented. To
receive Network Benefits, you must purchase or rent the Durable
Medical Equipment from the vendor we identify.

Group [Para] Include when a group chooses to limit benefit.

Group [text] Ynsert benefit limit selected by group. Standard options are $750, $1,000,
$1,500, $2,000 or $2,500.

Group [text] ?Include if Annual Deductible provision applies.

[Any combination of Network and Non-Network Benefits for
Durable Medical Equipment is limited to ['$750 - $100,000] per
[calendar] [Policy] year. This limit applies to the total amount that we
will pay for the Durable Medical Equipment, and does not include
any Copayment [20r Annual Deductible| responsibility you may
have.]

Group [Para] Include when group chooses a plan with an annual DME limit of more than
$1,000. When this option is selected, the Must You Notify Us? column
should read "Yes for items more than $1,000." If a group chooses a plan
with an annual DME limit of $1,000 or less per year, remove the entire
notification requirement language and select "No" in the "Must You Notify
Us?" column.

[Notify Us
Please remember that for Non-Network Benefits you must notify us
before obtaining any single item of Durable Medical Equipment that
costs more than $1,000 (either purchase price or cumulative rental of
a single item). If you don't notify us, you will be responsible for
paying all charges and no Benefits will be paid.]]
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[United HealthCare Insurance Company]

[Home Health Care described in Section 1: (What's Covered - Benefits) is replaced with the following:]

[Benefit Information]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
[Network]
[Home Health Care [No] [$0 - 50] per visit] [Yes|[No] [Yes|[No]
Services received from a Home Health Agency that are both of the [[0 - 50]%]
following: [No Copayment]
2
["Your
e Ordered by a Physician. Copayment will
e Provided by or supervised by a registered nurse in your home. range between $[0
— 50] per visit]
Benefits are available only when the Home Health Agency services
are provided on a part-time, intermittent schedule and when skilled [Non-
care is required. Network] [0 - 50]% [Yes][No] [Yes|[No]
[Yes]

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

e It must be delivered or supervised by licensed technical or
professional medical personnel in order to obtain the specified
medical outcome, and provide for the safety of the patient.

e Itis ordered by a Physician.

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

e It requires clinical training in order to be delivered safely and
effectively.
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

|
e It is not Custodial Care.

We will decide if skilled care is required by reviewing both the skilled
nature of the service and the need for Physician-directed medical
management. A service will not be determined to be "skilled" simply
because there is not an available caregiver.

Group [Para] Include when group chooses to limit benefit.

Group [text] Ynsert benefit limit selected by group. Standard is 60 visits.

[Any combination of Network and Non-Network Benefits is limited
to ['40 - 200] visits per [calendar|[Policy] year. One visit equals four
hours of skilled care setrvices.]

Group [text] "When the benefit plan design is to reduce benefits by one-half, insert a
number that is one-half of the non-network benefit level (i.e. if the out of
network copayment is 20%, the benefit level is 80% and the number to
insert here is 40%.)

Group [text] ?\When the benefit plan design is to reduce benefit to 50%, insert 50%.
Notify Us

Please remember that for Non-Network Benefits you must notify us

five business days before receiving services. If you don't notify us,

Benefits will be reduced to [ *25-50%)] of Eligible Expenses.

Group [text] ?Include if Benefit design includes a variable Copayment for Network
Benefits depending upon the Network provider selected.

[ZFOI' Network Benefits, the Copayment that applies to this
Benefit is based on which provider you select. Please refer to
the directory of | Copayments| |providers|, or call | Customer
Service| [Member Services| at the telephone number on your
ID card, or the website (www.xxxxx.com) to determine the
specific Copayment amount associated with each Network
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

provider.]]

[Hospital - Inpatient Stay described in Section 1: (What's Covered - Benefits) is replaced with the following:]

[Benefit Information]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
baﬁse@ on a percent of of-Pocket
Eligible Expenses] Maximum?]
. . [Network]
[Hospital - Inpatient Stay [No] [10 - 501%] [Yes] [Nol [Yes] No]
Inpatient Stay in a Hospital. Benefits are available for: [$]0 - 25,000] per
Inpatient Stay]
e Supplies and non-Physician services received during the [$[0 - 1,000] per
Inpatient Stay. day]
e Room and board in a Semi-private Room (a room with two or [$[0 - LOOO] per
more beds). day to a maximum
Admin. [text] Yinclude when facility-based Physicians are paid depending upon Network of $l0 B 5’000] pet
status and not as part of the facility charge. Inpatient Stay]
. [No Copayment]
Benefits for Physician services [ (including facility-based Physician [3$Your
serv%ces)] are described under Professional Fees for Surgical and Medical Copayment will
Services. range between §[0
Notify Us —1,200] per day[%
Please remember that for Non-Network Benefits you must notify us to @ maximum o
. 4 days|.]
as follows:
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
______________________________________________________________________________________________________________________________|
. .. . . . [NOH-
e For elective admissions: five business days before admission. =
. o o . Network [0 -50]% [Yes] [No] [Yes] [No]
e For non-elective admissions: within one business day or the Yes]

same day of admission.

e For Emergency admissions: within one business day or the same
day of admission, or as soon as is reasonably possible.

Group [text] "When the benefit plan design is to reduce benefits by one-half, insert a
number that is one-half of the non-network benefit level (i.e. if the out of
network copayment is 20%, the benefit level is 80% and the number to
insert here is 40%.)

Group [text] ?When the benefit plan design is to reduce benefit to 50%, insert 50%.

If you don't notify us, Benefits will be reduced to [1'225—50" o] of
Eligible Expenses.

Group [text] ®Include if Benefit design includes a variable Copayment for Network
Benefits depending upon the Network provider selected.

[3For Network Benefits, the Copayment that applies to this
Benefit is based on which provider you select. Please refer to
the directory of | Copayments| |providers|, or call | Customer
Service| |[Member Services| at the telephone number on your
ID card, or the website (vww.xxxxx.com) to determine the
specific Copayment amount associated with each Network
provider.]]
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[United HealthCare Insurance Company]

[ Outpatient Surgery, Diagnostic and Therapeutic Services described in Section 1: (What's Covered - Benefits) is
replaced with the following:|

[Benefit Information]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

[Outpatient Surgery, Diagnostic and
Therapeutic Services

Outpatient Surgery [Network]
Covered Health Services for surgery and related services received on [No] [$]0 - 1,000] per [Yes] [No| [Yes][No]
an outpatient basis at a Hospital or Alternate Facility. surgical
procedure] [|O -
Admin. [text] Yinclude (and delete #2 below) when facility-based Physician charges are 50] % ]
paid as part of the facility charge. [No Coba ment]
Admin. [text] %Include (and delete #1 above) when facility-based Physician charges are 1 pay
paid according to Network status. [ Your
Copayment will
Benefits under this section include only the facility charge and the range between $[0
charge for [lrequired Hospital-based professional services,| supplies - 3,000] per
and equipment. Benefits for the surgeons fees [Zand facility-based surgical
Physician's fees| related to outpatient surgery are described under procedure]
Professional Fees for Surgical and Medical Services. [Non-
Network]
[No [10 - 50]%] [Yes|[No] [Yes|[No]

When these services ate performed in a Physician's office, Benefits
are described under Physician's Office Services below.

Group [text] Ynclude if Benefit design includes a variable Copayment for Network
Benefits depending upon the Network provider selected.

[' For Network Benefits, the Copayment that applies to this
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[United HealthCare Insurance Company]

[Description of [Must
Covered Health Service] You
Notify Us?]

[Your Copayment [Does
Amount
% Copayments are
based on a percent of
Eligible Expenses]

of-Pocket

Copayment
Help Meet Out-

Maximum?]

[Do You Need
to Meet Annual
Deductible?]

Benefit is based on which provider you select. Please refer to
the directory of | Copayments| |providers|, or call | Customer
Service| |[Member Services| at the telephone number on your
ID card, or the website (vww.xxxxx.com) to determine the
specific Copayment amount associated with each Network
provider.)

[Network]
Outpatient Diagnostic Services [No]
Covered Health Services received on an outpatient basis at a
Hospital or Alternate Facility including:
e Lab and radiology/X-ray.
e Mammography testing.
Admin. [text] Yinclude (and delete #2 below) when facility-based Physician charges are
paid as part of the facility charge.
Admin. [text] ?Include (and delete #1 above) when facility-based Physician charges are
paid according to Network status.
Benefits under this section include the facility charge, [1ar1d] the
charge for required services, supplies and equipment[l, and all
related professional fees]. [ZBeneﬁts for facility-based Physician's
fees related to these services are described under Professional Fees for
Surgical and Medical Services.] [Non-
Network]
[No]

When these services ate performed in a Physician's office, Benefits
are described under Physician's Office Services below.

This section does not include Benefits for CT scans, Pet scans,

For Iab and
radiology/Xray:
[$]0 - 1,000] per
test]
[[0-50]% ]
[No Copayment]]

[Yes][No]

For
mammography
testing:
[$[0 - 1,000] per
test]
[[0-50]% ]
[No Copayment]

[Yes][No]

[0 - 50]% [No
Benefits for
preventive care. |

[Yes|[No]

[Yes][No]

[Yes][No]

[Yes|[No]
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

MRIs, or nuclear medicine, which are described immediately below.

[Network]
Outpatient Diagnostic/Therapeutic Services - CT [No] [Yes] [$[0 - 1,000] per [Yes|[No] [Yes|[No]
Scans, Pet Scans, MRI and Nuclear Medicine [0 tzs(%o/ ]
- 0
Covered Health Services for CT scans, Pet scans, MRI, and nuclear [No Copayment]
medicine received on an outpatient basis at a Hospital or Alternate [1Your
Facility. Copayment will
range between $[0
Admin. [text] Yinclude (and delete #2 below) when facility-based Physician charges are - 3,000] per test]
paid as part of the facility charge. ’
Admin. [text] ?Include (and delete #1 above) when facility-based Physician charges are Non
paid according to Network status. [Non-
Network]
Benefits under this section include the facility charge, [1and] the [No] [Yes] [0 - 50]% [Yes][No] [Yes|[No]

charge for required services, supplies and equipment[l, and all
related professional fees]. [ZBeneﬁts for facility-based Physician's
fees related to these services are described under Professional Fees for
Surgical and Medical Services.)

Group [Para] Include text and select yes under "Must you notify us" if notification is
required. Option included for requiring notification by the Covered Person
for Network Benefits - if this is required, remove the bracketed "for Non-
Network Benefits" language.

Group [text] "When the benefit plan design is to reduce benefits by one-half, insert a
number that is one-half of the benefit level (i.e. if the copayment is 20%, the
benefit level is 80% and the number to insert here is 40%.)

Group [text] ?\When the benefit plan design is to reduce benefit to 50%, insert 50%.

[Notify Us]

[Please remember that [for Non-Network Benefits| you must notify

us before receiving these services. If you don't notify us, Benefits
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

- __________________________________________________________________________________________|
will be reduced to ['*25-50%)] of Eligible Expenses.]

Group [text] Ynclude if Benefit design includes a variable Copayment for Network
Benefits depending upon the Network provider selected.

[1For Network Benefits, the Copayment that applies to this
Benefit is based on which provider you select. Please refer to
the directory of | Copayments| |providers|, or call | Customer
Service| |[Member Services| at the telephone number on your
ID card, or the website (www.xxxxx.com) to determine the
specific Copayment amount associated with each Network
provider.)

Outpatient Therapeutic Treatments

. ) . Network]
Covered Health Services for therapeutic treatments received on an [Nerwork
outpatient basis at a Hospital or Alternate Facility, including dialysis, [No] [$10 - 1,000] per [Yes|[No] [Yes|[Noj

intravenous chemotherapy or other intravenous infusion therapy, treatment]
. [0 - 50]% ]
and other treatments not listed above.
[No Copayment]

Admin. [text] Ynclude (and delete #2 below) when facility-based Physician charges are

paid as part of the facility charge.
Admin. [text] ?Include (and delete #1 above) when facility-based Physician charges are [Non-

paid according to Network status. NetWOtk]

. . . oy - 0

Benefits under this section include the facility charge, [1and] the [No] [0-50% [Yes][No] [Yes][No]

charge for required services, supplies and equipment[l, and all
related professional fees]. [ZBeneﬁts for facility-based Physician's
fees related to these services are described under Professional Fees for

Surgical and Medical Services.]
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

When these services are performed in a Physician's office, Benefits
are described under Physician's Office Services below.]

[Physicians Office Services described in Section 1: (What's Covered - Benefits) is replaced with the following:|

[Benefit Information]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
Network]
. . ' . [_
[PhYSICIaIl s Office Services [No] [1$[5 - 75] per [Yes|[No] [Yes. Prostate
Covered Health Services received in a Physician's office including: visit] [No Cancer
Copayment Screenings not
e Diagnosis and treatment of a Sickness or Injury. applies when no subject to
e Preventive medical care. Physician charge Anngal
. . is assessed.]] Deductible.]
e Voluntary family planning. [0 - 50%] [No]
¢ Routine physical examinations. [No Copayment]

[lYour
Copayment will
range between §[0
— 75| per visit]
[18]5 - 75] per
visit|, except that

e Vision and hearing screenings. (Vision screenings do not include
refractive examinations to detect vision impairment. See Eye
Examinations eatlier in this section.)

e Well-baby and well-child care. Care shall include 20 visits at
approximately the following age intervals: Birth, 2 Weeks, 2
Months, 4 Months, 6 Months, 9 months, 12 months, 15 months,
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
]
18 months, 2 years, 3 years, 4 years, 5 years, 6 years, 8 years, 10 the Copayment
years, 12 years, 14 years, 16 years and 18 years. for a Primary
Physician office

e Immunizations. Please Note: No Copayment, Coinsurance or
Deductible will be applicable to Network or Non-Network
Children’s Immunization Services.

visit is $[5 - 75|
per visit [No

Copayment
State Mandate applies when no
e Prostate Cancer Screenings provided at minimum one (1) Pbysmlan charge
. 4 [Non- is assessed.]]
screening per [calendar]|[Policy] year for any male Covered Ner
Person forty (40) years of age or older. Network
1 : I . [No] [0 - 50]% [Yes][No] [Yes. Prostate
Group [text] Include if Benefit design includes a variable Copayment for Network fits f
Benefits depending upon the Network provider selected. [No Bege 1ts Tof Cance;

) preventive care, Screenings not
["For Network Benetits, the Copayment that applies to this except for subject to
Benefit is based on which provider you select. Please refer to children under the Annual
the directory of |Copayments| |providers|, or call | Customer age of 19]] Deductible.]
Service| [Member Services| at the telephone number on your [No]

ID card, or the website (vww.xxxxx.com) to determine the
specific Copayment amount associated with each Network
provider.] ]
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[United HealthCare Insurance Company]

[ Professional Fees for Surgical and Medical Services described in Section 1: (What's Covered - Benefits) is replaced
with the following:]

[Benefit Information]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum'-’]
; . [Network]
[Professmnal Fees for Surglcal and [No] 10 - 50]%] [Yes| [No] [Yes][No]
Medical Services [No Copayment]
Professional fees for surgical procedures and other medical care
received in a Hospital, Skilled Nursing Facility, Inpatient N,
CRaeliabﬂitation Facility or Alternate Facility, or for Physician house ]\/'[ﬁk] 0 - 501% Yes|[No| Yes|[No|
' [No]

When these services are performed in a Physician's office, Benefits
are described under Physician's Office Services above.]

[ Prosthetic Devices described in Section 1: (What's Covered - Benefits) is replaced with the following:]

[Benefit Information]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
. . [Network]
[Prosthetic Devices [No] (10 - 50]%) [Yes| [No [Yes|[No]
External prosthetic devices that replace a limb or an external body [No Copayment]

part, limited to:

SELPLSAMD.I.02.AR (Rev. 1/2010) 18



[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
______________________________________________________________________________________________________________________________|
e Artificial arms, legs, feet and hands. [Non-
o Network] [0 - 50]% [Yes| [No] [Yes|[No]
e Artificial eyes, ears and noses. [No]

e Breast prosthesis as required by the Women's Health and Cancer
Rights Act of 1998. Benefits include mastectomy bras and
lymphedema stockings for the arm.

If more than one prosthetic device can meet your functional needs,
Benefits are available only for the most cost-effective prosthetic

device.

Group [text] Yinclude when group chooses a plan with a Prosthetic purchase every two
or more years. The standard is once every three years.

Group [text] ?Include when group chooses a plan with a Prosthetic purchase of once
every year.

The prosthetic device must be ordered or provided by, or under the
direction of a Physician. Except for items required by the Women's
Health and Cancer Rights Act of 1998, Benefits for prosthetic
devices are limited to a single purchase of each type of prosthetic
device every [ltwo—ﬁvc] [calendar] [Policy] [lyears] [zyear].

Group [Para] Include when group chooses to limit benefit.

Group [text] Ynsert benefit limit selected by group. Standard options are $2,500 and
$5,000.

Group [text] %Include if Annual Deductible provision applies.

[Except for items required by the Women's Health and Cancer
Rights Act of 1998, any combination of Network and Non-Network
Benefits for prosthetic devices is limited to ['$2,500-$100,000] per
[calendar] [Policy] year. This limit applies to the total amount that we
will pay for the prosthetics, and does not include any Copayment
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

[20r Annual Deductible] responsibility you may have.

Once this Benefit limit is reached, no additional Benefits are
available except for items required by the Women's Health and
Cancer Rights Act of 1998.]]

[Rehabilitation Services - Outpatient Therapy described in Section 1: (What's Covered - Benefits) is replaced with
the following:|

[Benefit Information]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]
ege . . . [Network]
[Rehablhtatlon Services - Outpatlent [No] [$[5 - 75] per visit] [Yes] [No] [Yes|[No|
Therapy [0-501%]
Short-term outpatient rehabilitation services for: [No ?Z?ayment]
our

Copayment will
range between §[0
— 75| per visit]

e Physical therapy.
e  Occupational therapy.

e Speech therapy.

e Pulmonary rehabilitation therapy. J\r[%k]
e (ardiac rehabilitation therapy. [No] [0 - 50]% [Yes] [No] [Yes|[No]

Rehabilitation services must be performed by a licensed therapy

SELPLSAMD.I.02.AR (Rev. 1/2010) 20



[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket
Eligible Expenses] Maximum?]

'
provider, under the direction of a Physician.

Benetfits are available only for rehabilitation services that are
expected to result in significant physical improvement in your
condition within two months of the start of treatment.

Please note that we will pay Benefits for speech therapy only when
the speech impediment or speech dysfunction results from Injury,
stroke or a Congenital Anomaly.

Group [Para] Include when group chooses to limit benefit.

Group [text] Yinsert benefit limit selected by group. Standard is 20 visits for each, except
that standard for cardiac therapy is 36 visits.

[Any combination of Network and Non-Network Benefits is limited
as follows:

. [110—100] visits of physical therapy per [calendar|[Policy]| year.

. [110—100] visits of occupational therapy per [calendar|[Policy]
year.

110—100] visits of speech therapy per [calendar|[Policy]| year.

110—100] visits of pulmonary rehabilitation therapy per
calendar|[Policy]| year.

[ ]
—_— ——

110—100] visits of cardiac rehabilitation therapy per
[calendar][Policy]| year.]

Group [text] ?Include if Benefit design includes a variable Copayment for Network
Benefits depending upon the Network provider selected.

[ZFor Network Benefits, the Copayment that applies to this
Benefit is based on which provider you select. Please refer to
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[United HealthCare Insurance Company]

[Description of [Must [Your Copayment [Does [Do You Need
Covered Health Service] You Amount Copayment to Meet Annual
Notify Us?] % Copayments are Help Meet Out-  Deductible?]
based on a percent of of-Pocket

Eligible Expenses] Maximum?]
e e e

the directory of | Copayments| |providers|, or call | Customer
Service| |[Member Services| at the telephone number on your

ID card, or the website (vww.xxxxx.com) to determine the
specific Copayment amount associated with each Network

provider.]]
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[United HealthCare Insurance Company]

[Section 2: What's Not Covered -
Exclusions]

[Section 2 is modified by replacing exclusion #3 under
Medical Supplies and Appliances with the following
exclusion:)

[Medical Supplies and Appliances|

[3. Orthotic appliances that straighten or re-shape a body part
(including cranial banding and some types of braces).]

[Section 2 is modified by replacing exclusion #3 under
Mental Health/Substance Abuse with the following
exclusion:|

[Mental Health/Substance Abuse]

[3. Mental Health Services as treatment for insomnia and other sleep
disorders, neurological disorders and other disorders with a
known physical basis.]

[To continue reading, go to right column on this page) [To continue reading, go to left column on next page.]
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[United HealthCare Insurance Company]

[Section 3: Description of Network and

[The introductory portion of the Network Benefits
section in (Section 3: Description of Network and
Non-Network Benetfits) is replaced with the
following:]

[Network Benefits]

[Network Benefits are generally paid at a higher level than Non-
Network Benefits. Network Benefits are payable for Covered Health
Services which are:

e Provided by or under the immediate direction of your Primary
Physician.

e Provided by or under the direction of a Network Physician or
other Network provider when the Covered Health Service does
not require a referral from your Primary Physician (as identified
for you by your Primary Physician.)

e For facility services, these are Benefits for Covered Health
Services that are provided at a Network facility under the
direction of either a Network or non-Network Physician or other
provider.

e Emergency Health Services.

[To continue reading, go to right column on this page]

Non-Network Benefits]|

Ynclude text if the plan design supports paying non-network benefits for a
non-Network facility-based Physician (a non-Network anesthesiologist,
radiologist, or pathologist).

Admin. [text]

[lCovered Health Services provided in a Network facility by a non-
Network facility-based Physician (a non-Network anesthesiologist,
radiologist, or pathologist) will be paid as Non-Network Benefits,
unless the Covered Health Services are provided under the immediate
direction of your Primary Physician.|]

[Designated Facilities and Other Providers in (Section
3: Description of Network and Non-Network
Benefits) is replaced with the following:|

[Designated Facilities and Other Providers

If you have a medical condition that we believe needs special
services, we may direct you to a Designated Facility or other provider
chosen by us. If you require certain complex Covered Health Services
for which expertise is limited, we may direct you to a non-Network
facility or provider.

In both cases, Network Benefits will only be paid if your Covered
Health Services for that condition are provided by or arranged by the
Designated Facility or other provider chosen by us.

[To continue reading, go to left column on next page.]

SELPLSAMD.I.02.AR (Rev. 1/2010)



[United HealthCare Insurance Company]

You or your Primary Physician or other Network Physician must
notify us of special service needs (including, but not limited to,
transplants or cancer treatment) that might warrant referral to a
Designated Facility or non-Network facility or provider. If you do
not notify us in advance, and if you receive services from a non-
Network facility (regardless of whether it is a Designated Facility) or
other non-Network provider, Network Benefits will not be paid.
Non-Network Benefits may be available if the special needs services
you receive are Covered Health Services for which Benefits are
provided under the Policy.]

[ The introductory portion of the Non-Network
Benefits section in (Section 3: Description of Network
and Non-Network Benefits) is replaced with the
following:]

[Non-Network Benefits]

[Non-Network Benefits are generally paid at a lower level than
Network Benefits. Non-Network Benefits are payable for Covered
Health Services which are any of the following:

Admin. [text] Ynclude text if the plan design supports paying Non-Network Benefits for a

non-Network facility-based Physician (a non-Network anesthesiologist,
radiologist, or pathologist).

e Provided by a non-Network Physician or other non-Network
provider, not under the immediate direction of your Primary
Physician.

e Provided at a non-Network facility, not under the immediate
direction of your Primary Physician.

o [lPrOVided by a non-Network facility-based Physician (a non-
Network anesthesiologist, radiologist, or pathologist) at a

[To continue reading, go to right column on this page]

Network facility unless the Covered Health Services are provided
under the immediate direction of your Primary Physician.|

Admin. [text] 'Always include unless the Shared Savings Program does not apply to

Benefits under this COC. "Shared Savings Program"” is bracketed to
accommodate possible name change.

Depending on the geographic area and the service you receive, you
may have access [lthrough our [Shared Savings Program]|] to
providers who have agreed to discount their charges for Covered
Health Services. If you receive Covered Health Services from these
providers, and if your Copayment is expressed as a percentage of
Eligible Expenses for Non-Network Benefits, that percentage will
remain the same as it is when you receive Covered Health Services
from non-Network providers who have not agreed to discount their
charges; however, the total that you owe may be less when you
receive Covered Health Services [1from [Shared Savings Program)|
providers than] from other non-Network providers, because the
Eligible Expense may be a lesser amount.]

[Emergency Health Services in (Section 3: Description
of Network and Non-Network Benefits) is replaced
with the following:]

[Emergency Health Services]

[We provide Benefits for Emergency Health Services when required
for stabilization and initiation of treatment as provided by or under
the direction of a Physician.

[T continue reading, go to left colummn on next page.)
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We provide Benefits for Emergency Health Services even if you do
not have a referral from your Primary Physician. Whenever possible,
you should contact your Primary Physician before receiving
Emergency Health Services, and then seek care from the Network
provider he or she designates. Network Benefits are paid for
Emergency Health Services, even if the services are provided by a
non-Network provider.

If you are confined in a non-Network Hospital after you receive
Emergency Health Services, we must be notified within one business
day or on the same day of admission if reasonably possible. We may
elect to transfer you to a Network Hospital as soon as it is medically
appropriate to do so. If you choose to stay in the non-Network
Hospital after the date we decide a transfer is medically appropriate,
Non-Network Benefits may be available if the continued stay is
determined to be a Covered Health Service.]

[To continue reading, go to right column on this page] [To continue reading, go to left column on next page.]
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[Section 5: How to File a Claim]

[ Payment of Benefits in (Section 5: How to File a
Claim) is replaced with the following:|

[ Payment of Benefits]

Admin. [text] YInclude the following provision and delete option #2 below if assignment of
benefits is agreed to.

[llf a Subscriber provides written authorization to allow this, all or a
portion of any Eligible Expenses due to a provider may be paid
directly to the provider instead of being paid to the Subscriber. But
we will not reimburse third parties that have purchased or been
assigned benefits by Physicians or other providers.

Benefits will be paid to you unless either of the following is true:

e The provider notifies us that your signature is on file, assigning
benefits directly to that provider.

e You make a written request at the time you submit your claim.]

Admin. [text] Include the following provision and delete option #1 above if assignment of
benefits is not agreed to.

[zYou may not assign your Benefits under the Policy to a non-
Network provider without our consent. We may, however, in our
discretion, pay a non-Network provider directly for services rendered
to you.]

[To continue reading, go to right column on this page] [T continue reading, go to left colummn on next page.)
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Section 9: General Legal Provisions

[Subrogation and Reimbursement is replaced with the

following:]

[Subrogation and Reimbursement]|

[Subrogation is the substitution of one person or entity in the place
of another with reference to a lawful claim, demand or right.
Immediately upon paying or providing any Benefit, we shall be
subrogated to and shall succeed to all rights of recovery, under any
legal theory of any type for the reasonable value of any services and
Benefits we provided to you, from any or all of the following listed
below.

In addition to any subrogation rights and in consideration of the

coverage provided by this Certificate of Coverage, we shall also have

an independent right to be reimbursed by you for the reasonable

value of any services and Benefits we provide to you, from any or all

of the following listed below.

e Third parties, including any person alleged to have caused you to

suffer injuries or damages.
¢  Your employer.

e Any person or entity who is or may be obligated to provide
benefits or payments to you, including benefits or payments for
underinsured or uninsured motorist protection, no-fault or
traditional auto insurance, medical payment coverage (auto,

[To continue reading, go to right column on this page]

homeowners or otherwise), workers’ compensation coverage,
other insurance carriers or third party administrators.

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

These third parties and persons or entities are collectively referred to
as “Third Parties”.

You agree as follows:

That you will cooperate with us in protecting our legal and
equitable rights to subrogation and reimbursement, including, but
not limited to:

— providing any relevant information requested by us,

— signing and/or delivering such documents as we or our
agents reasonably request to secure the subrogation and
reimbursement claim,

— responding to requests for information about any accident or
injuries,
— making court appearances, and

— obtaining our consent or our agents' consent before releasing
any party from liability or payment of medical expenses.

That failure to cooperate in this manner shall be deemed a breach
of contract, and may result in the termination of health benefits
or the instigation of legal action against you.

[To continue reading, go to left column on next page.]
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That we have the sole authority and discretion to resolve all
disputes regarding the interpretation of the language stated
herein.

In the event that you recover from a Third Party, we agree to pay
our share of the reasonable costs of collection and attorney fees
in the proportion we benefit from the recovery.

That regardless of whether you have been fully compensated or
made whole, we may collect from you the proceeds of any full or
partial recovery that you or your legal representative obtain,
whether in the form of a settlement (either before or after any
determination of liability) or judgment, with such proceeds
available for collection to include any and all amounts earmarked
as non-economic damage settlement or judgment.

That benefits paid by us may also be considered to be benefits
advanced.

That you agree that if you receive any payment from any
potentially responsible party as a result of an injury or illness,
whether by settlement (either before or after any determination
of liability), or judgment, you will serve as a constructive trustee
over the funds, and failure to hold such funds in trust will be
deemed as a breach of your duties hereunder.

That you or an authorized agent, such as your attorney, must
hold any funds due and owing us, as stated herein, separately and
alone, and failure to hold funds as such will be deemed as a
breach of contract, and may result in the termination of health
benefits or the instigation of legal action against you.

That we may set off from any future benefits otherwise provided
by us the value of benefits paid or advanced under this section to
the extent not recovered by us.

That you will not accept any settlement that does not fully
compensate or reimburse us without our written approval, nor
will you do anything to prejudice our rights under this provision.

That you will assign to us all rights of recovery against Third
Parties, to the extent of the reasonable value of services and
benefits we provided.

That our rights will be considered as the first priority claim
against Third Parties, including tortfeasors for whom you are
seeking recovery, to be paid before any other of your claims are
paid.

That we may, at our option, take necessary and appropriate action
to preserve our rights under these subrogation provisions,
including filing suit in your name, which does not obligate us in
any way to pay you part of any recovery we might obtain.

That we shall not be obligated in any way to pursue this right
independently or on your behalf.]

[Section 10: Glossary of Defined Terms]

[To continue reading, go to right column on this page]

[To continue reading, go to left column on next page.]
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[ The definition of Alternate Facility is replaced with
the following:|

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

e Surgical services.
e Emergency Health Services.

e Rehabilitative, laboratory, diagnostic or therapeutic services.]

Group [text] Ynclude text as standard for groups that purchase MH/SA coverage. Delete
text if group has not purchased MH/SA benefits

1 . . .
["An Alternate Facility may also provide Mental Health Services or
Substance Abuse Services on an outpatient or inpatient basis.]

[ The definition of Designated Facility is replaced with
the following:|

[Designated Facility - a facility that has entered into an agreement
on behalf of the facility and its affiliated staff with us or with an
organization contracting on our behalf, to render Covered Health
Services for the treatment of specified diseases or conditions. A
Designated Facility may or may not be located within your
geographic area. The fact that a Hospital is a Network Hospital does
not mean that it is a Designated Facility.]

[ The definition of Eligible Expenses is replaced with

the following:|

[Eligible Expenses - the amount we will pay for Covered Health
Services, incurred while the Policy is in effect, are determined as
stated below:

[To continue reading, go to right column on this page]

For Network Benefits, Eligible Expenses are based on either of the
following:

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

e When Covered Health Services are received from non-Network
providers as a result of an Emergency or as otherwise arranged by
us, Eligible Expenses are billed charges unless a lower amount is
negotiated.

For Non-Network Benefits, Eligible Expenses are based on either of
the following:

Admin. [text] Include the provisions that apply for determining Eligible Expenses for Non-

Network Benefits.
e When Covered Health Services are received from non-Network
providers, Eligible Expenses are determined, [at our discretion,
based on | the lesser of]:

— [[Available data resources of competitive fees in that
geographic area.|

— [Our most commonly used contracted fee(s) with Network
providers for the same or similar service within the
geographic market| [or] [the amount determined by us which
Network providers have agreed to accept as payment in full.]

— [Fee(s) that are negotiated with the provider.]

— [A percentage of the published rates allowed by Medicare for
the same or similar service [within the geographic market].

— [A percentage of the published rates allowed by CMS for the
same or similar service [within the geographic market|.]

[T continue reading, go to left colummn on next page.)
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— [A percentage of the published rates allowed by Medicare in
[name of county, name of state| for the same or similar
service. |

— |A percentage of the published rates allowed by CMS in
[name of county, name of state| for the same or similar
service.|

— [__% of the billed charge.]
— [A fee schedule that we develop.]

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

Eligible Expenses are determined solely in accordance with our
reimbursement policy guidelines. We develop our reimbursement
policy guidelines, in our discretion, following evaluation and
validation of all provider billings in accordance with one or more of
the following methodologies:

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

e As reported by generally recognized professionals or publications.

e Asused for Medicare.

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

[To continue reading, go to right column on this page]

[ The definition of Network is replaced with the
following:]

Admin. [text] *Always include unless the Shared Savings Program does not apply to

Benefits under this COC. "Shared Savings Program"” is bracketed to
accommodate possible name change.

[Network - when used to describe a provider of health care services,
this means a provider that has a participation agreement in effect
(either directly or indirectly) with us or with our affiliate to participate
in our Network; however, this does not include those providers who
have agreed to discount their charges for Covered Health Services
[lby way of their participation in the [Shared Savings Program|]. Our
affiliates are those entities affiliated with us through common
ownership or control with us or with our ultimate corporate parent,
including direct and indirect subsidiaries.

A provider may enter into an agreement to provide only certain
Covered Health Services, but not all Covered Health Services, ot to
be a Network provider for only some of our products. In this case,
the provider will be a Network provider for the Covered Health
Services and products included in the participation agreement, and a
non-Network provider for other Covered Health Services and
products. The participation status of providers will change from time
to time.]

[T continue reading, go to left colummn on next page.)
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[ The definition of Network Benelits is replaced with
the following:|

[Network Benefits - Benefits for Covered Health Services that are
provided by or under the immediate direction of your Primary
Physician. Network Benefits also include Covered Health Services
that do not require a referral from your Primary Physician (as
identified for you by your Primary Physician) that are provided by or
under the direction of a Network Physician or other Network
provider. For facility services, these are Benefits for Covered
Health Services that are provided at a Network facility under the
direction of either a Network or non-Network Physician or other
provider. Network Benefits include Emergency Health Services.]

YInclude text if the plan design supports paying non-network benefits for a
non-Network facility-based Physician (a non-Network anesthesiologist,
radiologist, or pathologist).

Admin. [text]

[ The definition of Non-Network Benefits is replaced

with the following:|

[Non-Network Benefits - Benefits for Covered Health Services that
are provided by a non-Network Physician or other non-Network
provider, not under the immediate direction of your Primary
Physician, or Covered Health Services that are provided at a non-
Network facility, not under the immediate direction of your Primary
Physician. [ICovered Health Services provided in a Network facility
by a non-Network facility-based Physician (a non-Network
anesthesiologist, radiologist, or pathologist) will be paid as Non-
Network Benefits unless the Covered Health Services are provided
under the immediate direction of your Primary Physician.|]

[To continue reading, go to right column on this page]

[ The definition of Out-of-Pocket Maximum is
replaced with the following:|

Group [Para] Include if group chooses a plan design that includes an Out-of-Pocket-
Maximum provision.
Group [text] Ynclude if Annual Deductible provision applies and if the OOPM includes the

Annual Deductible.
[ Out-of-Pocket Maximum - the maximum amount of [1/,’\nnual
Deductible and] Copayments you pay every [calendar]| [Policy] year. If
you use both Network Benefits and Non-Network Benefits, two
separate Out-of-Pocket Maximums apply. Once you reach the Out-
of-Pocket Maximum for Network Benefits, Benefits for those
Covered Health Services that apply to the Out-of-Pocket Maximum
are payable at 100% of Eligible Expenses during the rest of that
[calendar]| [Policy] year. Once you reach the Out-of-Pocket Maximum
for Non-Network Benefits, Benefits for those Covered Health
Services that apply to the Out-of-Pocket Maximum are payable at
100% of Eligible Expenses during the rest of that [calendar| [Policy]|
year. Copayments for some Covered Health Services will never apply
to the Out-of-Pocket Maximum, as specified in (Section 1: What's
Covered--Benefits) and those Benefits will never be payable at 100%
even when the Out-of-Pocket Maximum is reached.

The following costs will never apply to the Out-of-Pocket Maximum:

e Any charges for non-Covered Health Services.

e Copayments for Covered Health Services available by an optional
Rider.

e The amount of any reduced Benefits if you don't notify us as
described in (Section 1: What's Covered--Benefits) under the
Must You Notify Us? column.

e Charges that exceed Eligible Expenses.

[T continue reading, go to left colummn on next page.)
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e Any Copayments for Covered Health Services in Section 1:
What's Covered--Benefits) that do not apply to the Out-of-
Pocket Maximum.

Group [text] ?Include if an Annual Deductible provision applies, but is not included in the

OOPM.
° [ZThe Annual Deductible. |

Even when the Out-of-Pocket Maximum has been reached, you will
still be required to pay:

e  Any charges for non-Covered Health Services.

Charges that exceed Eligible Expenses.

e The amount of any reduced Benefits if you don't notify us as
described in (Section 1: What's Covered - Benefits) under the
Must You Notify Us? column.

e Copayments for Covered Health Services available by an optional
Rider.

e Copayments for Covered Health Services in (Section 1: What's
Covered - Benefits) that are subject to Copayments that do not
apply to the Out-of-Pocket Maximum.]

[ The following definition of | Shared Savings Program)|
1s added:]

Admin. [text] 'Always include unless the Shared Savings Program does not apply to
Benefits under this COC. "Shared Savings Program" is bracketed to

accommodate possible name change.

[To continue reading, go to right column on this page]

[l[szred Savings Program) - the [Shared Savings Program|
provides access to discounts from the providet's charges when
services are rendered by those non-Network providers that
participate in that program. We will use the [Shared Savings Program|
to pay claims when doing so will lower Eligible Expenses. We do not
credential the [Shared Savings Program| providers and the [Shared
Savings Program| providers are not Network providers. Accordingly,
Benefits for Covered Health Services provided by [Shared Savings
Program| providers will be paid at the Non-Network Benefit level
(except in situations when Benefits for Covered Health Services
provided by non-Network providers are payable at Network Benefit
levels, as in the case of Emergency Health Services). When we use
the [Shared Saving Program] to pay a claim, patient responsibility is
limited to Copayments calculated on the contracted rate paid to the
provider, in addition to any required Annual Deductible.]

[T continue reading, go to left colummn on next page.)
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June 08, 2010,
Via U.S. Mail

Rosalyn Minor

Arkansas Insurance Department
1200 West 3" Street

Little Rock, Arkansas 72201

NAIC: 79413 UnitedHealthcare Insurance Company

Form # [80][MIJAMD.L04.AR (Rev. 1/2010)
[CP][SP][PPOJAMD.L04.AR (Rev. 1/2010)
CHCPLSAMD.L.02.AR (Rev. 1/2010)
SELPLSAMD.L02.AR (Rev. 1.2010)
OPTIONSAMD.1.02.AR (Rev. 1/2010)

Dear Ms. Minor,

On behalf of UnitedHealthcare Insurance Company., please accept this
correspondence as a submission of the above referenced form filings for the
Arkansas Insurance Department’s (“the Department”) review. The purpose of these
forms is to bring our currently approved 2001 Certificate of Coverage into
compliance with the Arkansas Mandate for Prostate Cancer Screening. The form
number for that form is: POLICY.01.AR et al.

This submission has been submitted electronically via SERFF and UnitedHealthcare
Insurance Company recognizes that we may not implement these forms until and
unless approval has been granted. Should the Department have any immediate
concerns or questions regarding this submission, please feel free to contact me at
240.632.8056, through the SERFF messaging system or at
Ebony N_Terry@uhc.com.

Respectfully,

Ebony N. Terry
Compliance Analyst
Enclosure

ENT
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