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Minnesota
Policy of
Coverage

Medica Solo provides benefits for prenatal care
services. Medica Solo does not cover maternity
care services which include maternity labor and
delivery services, and post partum care
services.

Medica Solo $6,000
Non-qualified Plan
Plan Code SBE- RC

Cancellation Within First Ten Days

MN-SOLO-PC-10-01 The subscriber may cancel this Policy by delivering or mailing a written
notice to Medica Insurance Company, 401 Carlson Parkway, Attn:
Customer Service, Route 0501, Minnetonka, MN 55305. This Policy
must be returned before midnight the tenth day after the date you receive
this Policy. Notice given by mail and return of this Policy are effective
when postmarked, properly addressed, and postage prepaid. MIC shall
return all premiums within ten days after it receives notice of cancellation
and the returned Policy. However, the subscriber must then pay any
claims incurred prior to such cancellation.




MEDICA
CUSTOMER SERVICE

B Minneapolis/St. Paul
Metro Area:
(952) 992-1805 or

B Outside the Metro Area:
1-866-894-8051

B Hearing Impaired:
National Relay Center 1-800-
855-2880, then ask for 1-866-
894-8051
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MEDICA INSURANCE COMPANY (“MIC")
INDIVIDUAL POLICY
(“Policy”)

Notice: This disclosure is required by Minnesota law. This Policy is expected to return on
average 79.5% of your premium dollar for health care coverage.

The lowest percentage permitted by state law for this Policy is 72% of your premium dollar.

Important Consumer Information

Guarantee Renewal

MIC guarantees to renew this Policy as long as the premium is paid on or before the due date or
within the grace period. Renewal is subject to MIC’s right to terminate your Policy due to non-
payment of premium or for fraud or intentional misrepresentation of a material fact, or as
otherwise described in Ending Coverage. MIC has the right to change the premium as allowed
under Minnesota law. This Policy will not be canceled or non-renewed merely because your
health deteriorates.

Policy
This Policy is a legal contract between the subscriber and Medica Insurance Company (“MIC”)

and describes the benefits covered under this Policy. This Policy is issued on a subscriber only
basis. There is no coverage for spouses, or other dependents, under this Policy.

q,'m /]W\_

President Senior Vice President and Assistant Secretary
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Introduction

Introduction

Medica Insurance Company ("MIC") offers Medica Solo*™. This Policy (“Policy”) describes
health services that are eligible for coverage and the procedures you must follow to obtain
benefits.

Many words in this Policy have specific meaning. These words are identified in each section
and defined in Definitions.

See Definitions. These words have specific meanings: benefits, claim, medically necessary,
member, network, premium, provider, subscriber.

Because many provisions are interrelated, you should read this Policy in its entirety. Reviewing
just one or two sections may not give you a complete understanding of the coverage described.
The most specific and appropriate section will apply for those benefits related to the treatment of
a specific condition.

Members are subject to all terms and conditions of this Policy and health services must be
medically necessary.

MIC may arrange for various persons or entities to provide administrative services on its behalf,
including claims processing and utilization management services. To ensure efficient
administration of your benefits, you must cooperate with them in the performance of their
responsibilities.

In this Policy, the words you, your and yourself refer to the member.

To be eligible for benefits

Each time you receive health services, you must:

1. Confirm with MIC that your provider is a network provider with Medica Solo to be eligible for
in-network benefits;

Identify yourself as a Medica Solo member; and

Present your Medica Solo identification card. (If you do not show your Medica Solo
identification card, providers have no way of knowing that you are a Medica Solo member
and you may receive a bill for health services or be required to pay at the time you receive
health services.) However, possession and use of a Medica Solo identification card does
not necessarily guarantee coverage.

Network providers are required to submit claims within 180 days from when you receive a
service. If your provider asks for your health care identification card and you do not identify
yourself as a MIC member within 180 days of the date of service, you may be responsible for
paying the cost of the service you received.
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Language interpretation

Language interpretation services will be provided upon request, as needed in connection with
the interpretation of this Policy. If you would like to request language interpretation services,
please call Customer Service at one of the telephone numbers listed inside the front cover.

If this Policy is translated into another language or an alternative communication format is used,
this written English version governs all coverage decisions.

If you have an impairment that requires alternative communication formats such as Braille, large
print or audiocassettes, please call Customer Service at one of the telephone numbers listed
inside the front cover to request these materials.

Term of this Policy

All coverage under this Policy begins and ends at 12:01 a.m. Central Time.

Premiums

Your premiums must be prepaid at the address set forth below:

Medica Insurance Company
NW7105 PO Box 1450
Minneapolis, MN 55485-7105

Grace Period

The grace period for the subscriber’'s payment of premiums will be 31 days from the date a
premium is due. If you pay the premium at any time during this grace period, this Policy shall
remain in force. If premium is not paid by the end of the grace period, coverage will end as
stated in the Ending Coverage section.

Changes to this Policy
MIC may change this Policy at Policy renewal, or at any time when required by federal or state
regulatory agencies. When this happens, you will receive a new Policy or amendment.

MIC may change the benefits, as described above, or MIC may change the premium with 30
days written notice.

Entire Agreement

The documents below are the entire Policy between you and MIC, and replace all other
agreements as of the effective date of this Policy.

1. This Policy and any amendments.

2. The Medica Solo Application form.

Xi
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Acceptance of coverage

By accepting the health care coverage described in this Policy the subscriber authorizes the use
of a social security number for purpose of identification and declares that the information
supplied by the subscriber to MIC for purposes of enroliment is accurate and complete.

The subscriber understands and agrees that any omissions or incorrect statements knowingly
made by the subscriber in connection with enrollment under this Policy may invalidate coverage.

Nondiscrimination policy

MIC’s policy is to treat all persons alike, without distinctions based on race, color, creed,
religion, national origin, gender, marital status, status with regard to public assistance, disability,
sexual orientation, age, genetic information or any other classification protected by law.

If you have questions, call Customer Service at one of the telephone numbers listed inside the
front cover.

Xii
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Member Rights And Responsibilities

A. Member Rights And Responsibilities

See Definitions. These words have specific meanings: benefits, emergency, medically
necessary, member, network, provider.

Member bill of rights

As a member of Medica Solo, you have the right to:

1.

Available and accessible services, including emergency services (defined in this Policy) 24
hours a day, seven days a week; and

Information about your health condition, appropriate or medically necessary treatment
options and risks, regardless of cost or benefit coverage, so you can make an informed
choice about your health care; and

Participate with providers in decision-making regarding your health care, including the right
to refuse treatment recommended to you by MIC or any provider; and

Be treated with respect and recognition of your dignity and privacy, including privacy of your
medical and financial records maintained by MIC or any network provider in accordance with
existing law; and

Contact MIC and Minnesota’s Commissioner of Commerce to file a complaint about issues
related to benefits (see Complaints). To file a complaint with the Minnesota Department of
Commerce call (651) 296-2488 and request insurance information. You may begin a legal
proceeding if you have a problem with MIC or any provider; and

Receive information about MIC, its services, its practitioners and providers, and member
rights and responsibilities; and

Appeal a decision regarding your health care coverage by calling Customer Service at one
of the telephone numbers listed inside the front cover. See Complaints for more information
on your appeal rights; and

Make recommendations regarding MIC's member rights and responsibilities statement.

Member responsibilities

To increase the likelihood of maintaining good health and to ensure that the best quality care is
received, it is important that you take an active role in your health care by:

1.

Establishing a relationship with a network provider before becoming ill, as this allows for
continuity of care; and

Providing the necessary information to health care professionals or MIC needed to
determine the appropriate care. This objective is best obtained when you share:

a. Information about lifestyle practices; and

b. Personal health history; and
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Member Rights And Responsibilities

3. Understanding your health problems and agreeing to, and following, the plans and
instructions for care given by those providing health care; and

4. Practicing self-care by knowing:
a. How to recognize common health problems and what to do when they occur; and
b. When and where to seek appropriate help; and
c. How to prevent health problems from recurring; and

5. Practicing preventive health care by:

a. Having the appropriate tests, exams and immunizations recommended for your gender
and age as described in this Policy; and

b. Engaging in healthy lifestyle choices (such as exercise, proper diet and rest).

You will find additional information on member responsibilities in this Policy.
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How To Access Your Benefits

B. How To Access Your Benefits

See Definitions. These words have specific meanings: benefits, claim, coinsurance,
deductible, emergency, enroliment date, hospital, inpatient, medically necessary, member,
network, non-network, non-network provider reimbursement amount, physician, pre-existing
condition, premium, prescription drug, provider, qualifying coverage, reconstructive, restorative,
skilled nursing facility, subscriber.

1.

Important member information about
in-network benefits

The information below describes your covered health services and the procedures you must
follow to obtain in-network benefits.

To be eligible for in-network benefits, follow-up care or scheduled care after an emergency
must be received from a network provider.

Benefits

MIC will cover health services and supplies as in-network benefits only if they are provided
by network providers or are authorized by MIC. Prior authorization may be required from
MIC for certain in-network benefits. This Policy fully defines your benefits and describes
procedures you must follow to obtain in-network benefits.

Decisions about coverage are based on appropriateness of care and service to the member.
MIC does not reward providers for denying care, nor does MIC encourage inappropriate
utilization of services.

Diagnosed Lyme disease is covered the same as any other illness under this Policy.

Referrals

Certain health services are covered only upon referral; read this Policy carefully for referral
requirements. All referrals to non-network providers and certain types of network providers
must be prior authorized by MIC to be eligible for coverage at your highest level of benefits.

Emergency services

Emergency services from non-network providers will be covered as in-network benefits only
if you follow required procedures. This Policy explains these procedures and the covered
health services associated with emergency care.

Providers

Enrolling in Medica Solo does not guarantee that a particular provider (in the MIC network
provider directory) will remain a network provider or provide you with health services. When
a provider no longer participates with MIC, you must choose to receive health services from
network providers to continue to be eligible for in-network benefits. You must verify that your
provider is a network provider each time you receive health services.
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Exclusions

Certain health services are not covered. Read this Policy for a detailed explanation of all
exclusions.

Mental health and substance abuse

MIC's designated mental health and substance abuse provider will arrange your mental

health and substance abuse benefits. MIC's designated mental health and substance abuse

provider uses a limited network of hospitals for the provision of mental health and substance

abuse benefits. Except for emergencies:

¢ All mental health and substance abuse services must be arranged by MIC's designated
mental health and substance abuse provider; and

e Atreatment plan, including any inpatient services must be authorized by MIC's
designated mental health and substance abuse provider to be eligible for coverage.

Note: Mental health and substance abuse benefits are not included under this Policy if
mental health and substance abuse coverage was declined at the time of the initial
application. This election may be made only at the time of initial application.

Post-mastectomy coverage

MIC will cover all stages of reconstruction of the breast on which the mastectomy was
performed and surgery and reconstruction of the other breast to produce a symmetrical
appearance. MIC will also cover prostheses and physical complications, including
lymphedemas, at all stages of mastectomy.

Important member information about out-of-network benefits

The information below describes your covered health services and the procedures you must
follow to obtain out-of-network benefits.

Benefits

MIC pays out-of-network benefits for eligible health services received from non-network
providers. Prior authorization may be required from MIC before you receive certain
services, in order to determine whether those services are eligible for coverage under your
out-of-network benefits. This Policy defines your benefits and describes procedures you
must follow to obtain out-of-network benefits.

Decisions about coverage are made based on appropriateness of care and service to the
member. MIC does not reward providers for denying care, nor does MIC encourage
inappropriate utilization of services.

Emergency services received from non-network providers are covered as in-network
benefits and are not considered out-of-network benefits.

Additionally, under certain circumstances MIC will authorize your obtaining services from a
non-network provider at the in-network benefit level. Such authorizations are generally
provided only in situations where the requested services are not available from network
providers.
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Be aware that if you choose to use out-of-network benefits, you will likely have to pay
much more than if you use in-network benefits. The charges billed by your non-network
provider may exceed the non-network provider reimbursement amount leaving a balance for
you to pay in addition to any applicable coinsurance and deductible amount. Please see
the example calculation below.

Because obtaining care from non-network providers may result in significant out of pocket
expenses, it is important that you do the following before receiving services from a non-
network provider:

o Discuss the expected billed charges with your non-network provider; and

e Contact Customer Service to verify the estimated non-network provider
reimbursement amount for those services, so you are better able to calculate your
likely out of pocket expenses; and

¢ If you wish to request that MIC authorize the non-network provider’s services be
covered at the in-network benefit level, follow the procedure described under Prior
Authorization in How to Access Your Benefits.

An Example of How to Calculate Your Out of Pocket Costs*

You choose to receive non-emergency inpatient care at a non-network hospital provider
without an authorization from MIC providing for in-network benefits. The out-of-network
benefits described in this Policy apply to the services you receive. For purposes of this
example, you have previously satisfied your deductible. The non-network hospital provider
bills $30,000 for your hospital stay. MIC’s non-network provider reimbursement amount for
those hospital services is $15,000. You must pay a portion of the non-network provider
reimbursement amount, generally as a percentage coinsurance. In addition, the non-
network provider will likely bill you for the amount by which the provider’s charge exceeds
the non-network provider reimbursement amount. If your coinsurance is 40%, you will be
required to pay:

e 40% Coinsurance (40% of $15,000 = $6,000) and

e The billed charges that exceed the non-network provider reimbursement amount
($30,000 - $15,000 = $15,000)

e The total amount you will owe is $6,000 + $15,000 = $21,000.

e The $6,000 you pay as coinsurance will be applied to the out-of-pocket maximum
amount described in Your Out-Of-Pocket Expenses. However, the $15,000 amount
you pay for billed charges in excess of the non-network provider reimbursement
amount will not be applied toward the out-of-pocket maximum amount described in
Your Out-Of-Pocket Expenses. You will owe the provider this $15,000 amount
regardless of whether you have previously reached your out-of-pocket maximum with
amounts paid for other services.

*Note: The numbers in this example are used only for purposes of illustrating how out-of-
network benefits are calculated. The actual numbers will depend on the services received.

Diagnosed Lyme disease is covered the same as any other illness under this Policy.
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Exclusions

Some health services are not covered when received from or under the direction of non-
network providers. Read this Policy for a detailed explanation of exclusions.

Claims

When you use non-network providers, you will be responsible for filing claims in order to be
reimbursed for the non-network provider reimbursement amount. See How To Submit A
Claim for details.

Post-mastectomy coverage

MIC will cover all stages of reconstruction of the breast on which the mastectomy was
performed and surgery and reconstruction of the other breast to produce a symmetrical
appearance. MIC will also cover prostheses and physical complications, including
lymphedemas, at all stages of mastectomy.

3. Cancellation

Your coverage may be canceled only under certain conditions. This Policy describes all
reasons for cancellation of coverage. See Ending Coverage for additional information.

4. Prescription drugs and medical equipment

Enrolling in MIC does not guarantee that a particular prescription drug or piece of medical
equipment will continue to be covered, even if the drug or equipment is covered at the start
of the calendar year.

5. Continuity of care

To request continuity of care or if you have questions about how this may apply to you, call
Customer Service at one of the telephone numbers listed inside the front cover.

In certain situations, you have a right to continuity of care. If MIC terminates its contract with
your current primary care provider, specialist or hospital without cause, you may be eligible
to continue care with that provider at the in-network benefit level.

This applies only if your provider agrees to comply with MIC’s prior authorization
requirements, provide MIC with all necessary medical information related to your care, and
accept as payment in full the lesser of MIC’s network provider reimbursement or the
provider’s customary charge for the service. This does not apply when MIC terminates a
provider’s contract for cause.

i. Upon request, MIC will authorize continuity of care as described above for up to 120
days for the following conditions:
e an acute condition;
¢ alife-threatening mental or physical illness;
e pregnancy beyond the first trimester of pregnancy;
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e a physical or mental disability defined as an inability to engage in one or more major
life activities, provided that the disability has lasted or can be expected to last for at
least one year, or can be expected to result in death; or

e adisabling or chronic condition that is in an acute phase.

Authorization to continue to receive services from your current primary care provider,

specialist or hospital may extend to the remainder of your life if a physician certifies that

your life expectancy is 180 days or less.

ii. Upon request, MIC will authorize continuity of care as described above for up to 120
days in the following situations:

e if you are receiving culturally appropriate services and MIC does not have a network
provider who has special expertise in the delivery of those culturally appropriate
services within MIC’s time and distance requirements; or

e if you do not speak English and MIC does not have a network provider who can
communicate with you, either directly or through an interpreter, within MIC’s time and
distance requirements.

MIC may require medical records or other supporting documentation from your provider to
review your request, and will consider each request on a case-by-case basis. If MIC
authorizes your request to continue care with your current provider, MIC will explain how
continuity of care will be provided. After that time, your services or treatment will need to be
transitioned to a network provider to continue to be eligible for in-network benefits. If your
request is denied, MIC will explain the criteria used to make its decision. You may appeal
this decision.

Coverage will not be provided for services or treatment that are not otherwise covered under
this Policy.

If MIC terminates your current provider’'s contract for cause, MIC will inform you of the
change and how your care will be transferred to another network provider.

6. Prior authorization

Prior authorization from MIC may be required before you receive certain services or supplies
in order to determine whether a particular service or supply is medically necessary and a
benefit. MIC uses written procedures and criteria when reviewing your request for prior
authorization. To determine whether a certain service or supply requires prior authorization,
please call Customer Service at one of the telephone numbers listed inside the front cover.

Your attending provider, you or someone on your behalf may contact MIC to request prior
authorization. Your network provider will contact MIC to request prior authorization for a
service or supply. You must contact MIC to request prior authorization for services or
supplies received from a non-network provider. If a network provider fails to obtain prior
authorization after you have consulted with them about services requiring prior
authorization, you are not subject to a penalty for failure to obtain prior authorization.

Some of the services that may require prior authorization from MIC include:

Reconstructive or restorative surgery;

Treatment of a diagnosed temporomandibular joint disorder or craniomandibular disorder;
Organ and bone marrow transplant;

Home health care;
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Medical supplies and durable medical equipment;
Outpatient surgical procedures;

Certain genetic tests;

Skilled nursing facility services; and

In-network benefits for services from non-network providers.

This is not an all-inclusive list of all services and supplies that may require prior authorization.
When you, someone on your behalf or your attending provider calls, the following
information may be required:

¢ Name and telephone number of the provider who is making the request;

¢ Name, telephone number, address and type of specialty of the provider to whom you are
being referred, if applicable;

e Services being requested and the date those services are to be rendered (if scheduled);

e Specific information related to your condition (for example, a letter of medical necessity
from your provider);

e Other applicable member information (i.e., MIC member number).

MIC will review your request and provide a response to you and your attending provider
within 10 business days after the date your request was received, provided all information
reasonably necessary to make a decision has been made available to MIC.

MIC will inform both you and your provider of MIC’s decision within 72 hours from the time of
the initial request if your attending provider believes that an expedited review is warranted,
or MIC concludes that a delay could seriously jeopardize your life, health, or ability to regain
maximum function.

If MIC does not approve your request for prior authorization, you have the right to appeal
MIC'’s decision as described in Complaints.

Under certain circumstances, MIC may perform concurrent review to determine whether
services continue to be medically necessary. If MIC determines that services are no longer
medically necessary, MIC will inform both you and your attending provider in writing of its
decision. If MIC does not approve continued coverage, you or your attending provider may
appeal MIC's initial decision (see Complaints).

7. Pre-existing condition limitations

For in-network and out-of-network benefits, you must pay for services you receive to treat a
pre-existing condition.

The use of prescription drugs from a pharmacy will be considered in determining whether
you have a pre-existing condition limitation; however, such prescription drugs (used in this
determination) may be a benefit. See Prescription Drugs And Pharmacy Services and
Specialty Prescription Drug Program for information.
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Length of pre-existing condition limitation

The pre-existing condition limitation applies during the first 18 months following your
enrollment date.

However, the length of time that a pre-existing condition limitation may be imposed on a
member is reduced by the aggregate of certain periods of qualifying coverage applicable to
you as of the enrollment date.

A period of qualifying coverage will not be counted if, after such period and before the
enrollment date, there was a 63-day period during all of which you were not covered under
any qualifying coverage. Time spent in a waiting period will not be considered a break in
coverage.

MIC may modify your pre-existing condition limitation period if it ascertains that the initial
determination of your prior qualifying coverage was inaccurate. If this occurs, MIC will notify
you of the correct pre-existing condition limitation period.

When a pre-existing condition limitation does not apply

No pre-existing condition limitation may be applied to an individual who maintains qualifying
coverage (without a break of 63 or more days) for 12 months.

A pre-existing condition limitation will not apply to the following:
a. The condition of pregnancy.

b. A member who is under age 19 when he or she enrolls under the Policy.

Certification of qualifying coverage

You have the right to a certification of qualifying coverage when coverage ends. You will
receive a certification of qualifying coverage when coverage ends. You may also request a
certification of qualifying coverage at any time while you are covered under this Policy or
within the 24 months following the date your coverage ends. To request a certification of
qualifying coverage, call Customer Service at one of the telephone numbers listed inside the
front cover. Upon receipt of your request, the certification of qualifying coverage will be
issued as soon as reasonably possible.
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C. How Providers Are Paid By MIC

This section describes how MIC generally pays providers for health services.

See Definitions. These words have specific meanings: coinsurance, copayment deductible,
hospital, member, network, non-network, physician, provider.

Network providers

Network providers are paid using various types of contractual arrangements, which are intended
to promote the delivery of health care in a cost efficient and effective manner. These
arrangements are not intended to affect your access to health care. These payment methods
may include:

1. A fee-for-service method, such as per service or percentage of charges; or

2. Arrisk-sharing arrangement, such as an amount per day, per stay, per episode, per case,
per period of iliness, per member or per service with targeted outcome.

The methods by which specific network providers are paid may change from time to time.
Methods also vary by network provider. The primary method of payment under Medica Solo is
fee-for-service.

Fee-for-service payment means that MIC pays the network provider a fee for each service
provided. If the payment is per service, the network provider's payment is determined according
to a set fee schedule. The amount the network provider receives is the lesser of the fee
schedule or what the network provider would have otherwise billed. If the payment is
percentage of charges, the network provider's payment is a set percentage of the provider’s
charge. The amount paid to the network provider, less any applicable copayment, coinsurance
or deductible, is considered to be payment in full.

Risk-sharing payment means that MIC pays the network provider a specific amount for a
particular unit of service, such as an amount per day, an amount per stay, an amount per
episode, an amount per case, an amount per period of illness, an amount per member, or an
amount per service with targeted outcome. If the amount paid is less than the cost of providing
or arranging for a member’s health services, the network provider may bear some of the
shortfall. If the amount paid to the network provider is more than the cost of providing or
arranging a member’s health services, the network provider may keep some of the excess.

Some network providers are authorized to arrange for a member to receive certain health

services from other providers. This decision may result in a network provider keeping more or
less of the risk-sharing payment.

Non-network providers

When a service from a non-network provider is covered, the non-network provider is paid a fee
for each covered service that is provided. This payment may be less than the charges billed by
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the non-network provider. If this happens, you are responsible for paying the difference, in
addition to any applicable coinsurance and deductible amount.

12
Plan Code SBE-RC
December, 2010



Your Out-of-Pocket Expenses

D. Your Out-Of-Pocket Expenses

This section describes the expenses that are your responsibility to pay. These expenses are
commonly called out-of-pocket expenses.

See Definitions. These words have specific meanings: benefits, claim, coinsurance,
copayment, deductible, medically necessary, member, network, non-network, non-network
provider reimbursement amount, prescription drug, provider, subscriber.

You are responsible for paying the cost of a service that is not medically necessary or a benefit
even if the following occurs:

1. A provider performs, prescribes or recommends the service; or
2. The service is the only treatment available; or

3. You request and receive the service even though your provider does not recommend it.
(Your network provider is required to inform you or, in some instances, provide a waiver for
you to sign.)

If you miss or cancel an office visit less than 24 hours before your appointment, your provider
may bill you for the service.

Please see the applicable benefit section(s) of this Policy for specific information about your in-
network and out-of-network benefits and coverage levels. To verify coverage before receiving a
particular service or supply, call Customer Service at one of the telephone numbers listed inside
the front cover.

Copayments, coinsurance and deductibles
For in-network benefits, you must pay the following:

1. Any applicable copayment, coinsurance and deductible as described in this Policy.

You must pay an annual deductible. (See the Out-of-Pocket Expenses table in this section.)
However, the deductible does not apply to outpatient prescription drugs (see Prescription
Drugs And Pharmacy Services and Specialty Prescription Drug Program).

2. Any charge that is not covered under this Policy.

For out-of-network benefits, you must pay the following:

1. Any applicable coinsurance and deductible as described in this Policy.

You must pay an annual deductible. (See the Out-of-Pocket Expenses table in this section.)
However, the deductible does not apply to outpatient prescription drugs (see Prescription
Drugs And Pharmacy Services and Specialty Prescription Drug Program).

2. Any charge that exceeds the non-network provider reimbursement amount. This means
you are required to pay the difference between what MIC pays to the provider and
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what the provider bills. As aresult, you may have substantial out-of-pocket expense
when you use a non-network provider.

To inquire about the non-network provider reimbursement amount for a particular procedure,
call Customer Service at one of the telephone numbers listed inside the front cover. When
you call, you will need to provide the following:

e The CPT (Current Procedural Terminology) code for the procedure (ask your non-
network provider for this); and

e The name and location of the non-network provider.

Customer Service will provide you with an estimate of the non-network provider
reimbursement amount based on the information provided at the time of your inquiry. The
actual amount paid will be based on the information received at the time the claim is
submitted and subject to all applicable benefit provisions, exclusions and limitations,
including but not limited to coinsurance and deductible.

3. Any charge that is not covered under this Policy.

If you use out-of-network benefits, you may incur costs in addition to your coinsurance and
deductible amount. If the amount that your non-network provider bills you is more than the non-
network provider reimbursement amount, you are responsible for paying the difference. In
addition, the difference will not be applied toward satisfaction of the deductible (described in
more detail later in this section). See Important member information about out-of-network
benefits in How To Access Your Benefits.

In-Network Out-of-pocket maximum

The out-of-pocket maximum is an accumulation of the applicable in-network copayments,
coinsurance and deductible paid for benefits received during a calendar year. Unless otherwise
specified, you will not be required to pay more than the applicable in-network out-of-pocket
maximum for benefits received during a calendar year (see the Out-of-Pocket Expenses table in
this section). Any amount or charge not covered, including charges for services not eligible for
coverage and any charge in excess of the non-network provider reimbursement amount, is not
applicable toward the out-of-pocket maximum.

After the applicable in-network out-of-pocket maximum has been met (as described in the Out-
of-Pocket Expenses table in this section), all other covered benefits received during the rest of
the calendar year will be covered at 100%, except for any charge not covered by MIC or charge
in excess of the non-network provider reimbursement amount.

MIC refunds the amount over the out-of-pocket maximum during any calendar year when proof
of excess copayments, coinsurance and deductible is received and verified by MIC.

Lifetime maximum amount

The lifetime maximum amount payable by MIC for out-of-network benefits under this Policy, or
any other MIC policy for individuals and families that has a lifetime maximum benefit, is
described in the Out-of-Pocket Expenses table in this section. You should monitor the amount
paid for out-of-network benefits and contact MIC when you are close to reaching your lifetime
maximum amount.
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Out-of-Pocket Expenses

In-network * Qut-of-network
benefits benefits

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

Copayment or coinsurance Copayments may be subject to a “cost of living”
increase on a yearly basis. This “cost of living”
increase is tied to the Consumer Price Index (CPI)
and may be up to, but no greater than, the CPI. You
will receive a notice of change 30 days in advance.

See specific benefit for applicable copayment or
coinsurance.

Deductible Deductible may be subject to a “cost of living”
increase on a yearly basis. This “cost of living”
increase is tied to the Consumer Price Index (CPI)
and may be up to, but no greater than, the CPI. You
will receive a notice of change 30 days in advance.

$6,000 $12,000

Out-of-pocket maximum Out-of-pocket maximum may be subject to a “cost of
living” increase on a yearly basis. This “cost of
living” increase is tied to the Consumer Price Index
(CPI) and may be up to, but no greater than, the CPI.
You will receive a notice of change 30 days in
advance.

$7,000 Out-of-pocket maximum
does not apply.

Lifetime maximum amount Unlimited $1,000,000

payable per member Applies to all out-of-

network benefits you
receive under this or any
other MIC policy for
individuals and families.
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E. Professional Services

This section describes coverage for professional services received from or directed by a
physician.

See Definitions. These words have specific meanings: benefits, coinsurance, convenience
care/retail health clinic, copayment, deductible, emergency, hospital, inpatient, member,
network, non-network, non-network provider reimbursement amount, physician, prenatal care,
preventive health services, provider, urgent care center.

Prior authorization. Prior authorization from MIC may be required before you receive services or
supplies. Call Customer Service at one of the telephone numbers listed inside the front cover. See
How To Access Your Benefits for more information about the prior authorization process.

Covered

For benefits and the amounts you pay, see the table in this section.
e In-network benefits apply to:
1. Professional services received from a network provider;

2. Professional services for testing and treatment of a sexually transmitted disease and
testing for AIDS and other HIV-related conditions received from a network provider or a
non-network provider;

3. Family planning services, for the voluntary planning of the conception and bearing of
children, received from a network provider or a non-network provider. For the purpose of
this benefit, family planning services does not include infertility testing, diagnosis or
treatment.

e Out-of-network benefits apply to professional services received from a non-network provider.
There is not an out-of-pocket maximum that applies to these charges. In addition to the
deductible and coinsurance, you will be responsible for any charges in excess of the non-
network provider reimbursement amount. Please see Important member information about out-
of-network benefits in How To Access Your Benefits for more information.

The most specific and appropriate section of this Policy will apply for professional services related
to the treatment of a specific condition. For example, benefits for transplant services are
described in Organ And Bone Marrow Transplant Services.

For some services, there may be a facility charge resulting in copayment or coinsurance (see
Hospital Services) in addition to the professional services copayment or coinsurance.

Also, more than one copayment or coinsurance may be required if you receive more than one
service, or see more than one provider per visit.

16
Plan Code SBE-RC
December, 2010



Professional Services

Not covered

Maternity care services, other than prenatal care.

2. Drugs provided or administered by a physician or other provider, except those requiring
intravenous infusion or injection, intramuscular injection, or intraocular injection. Coverage for
drugs is as described in Prescription Drugs And Pharmacy Services and Specialty
Prescription Drug Program or otherwise described as a specific benefit in this Policy.

See Exclusions for additional services, supplies and associated expenses that are not covered.

Your Benefits and the Amounts You Pay

Benefits In-network benefits * Qut-of-network benefits

after deductible after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

40% coinsurance

1. Office visits $40 copayment per visit

Please note: Some services received
during an office visit may be covered under
another benefit in this Policy. The most
specific and appropriate benefit in this Policy
will apply for each service received during
an office visit.

Call Customer Service at one of the
telephone numbers listed inside the
front cover to determine in advance
whether a specific procedure is a
benefit and the applicable coverage
level for each service that you
receive.

Convenience care/ retail health
clinic visits

Please note: The convenience care/retail
health clinic network is a more limited
network than our urgent care network.

Please contact customer service at one of
the telephone numbers listed inside the front

for the first 3 visits per
calendar year.* The
deductible does not apply
for the first 3 visits.
Thereafter, you pay

20% coinsurance after
deductible.

$20 copayment per visit
for the first 3 visits per
calendar year. The
deductible does not apply
for the first 3 visits.
Thereafter, you pay 20%
coinsurance after

For emergency services
from non-network
providers, refer to
Emergency Services
From Non-Network
Providers.

40% coinsurance for non-

cover to verify that your convenience deductible. ;
care/retail health clinic is a network provider. eme_rgency Services
received from non-
network providers
17
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Your Benefits and the Amounts You Pay

Benefits

In-network benefits

after deductible

* Qut-of-network benefits

after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

3. Urgent care center visits

4. Maternity care

a. Prenatal care services,
received from a physician
during an office visit, an
outpatient hospital visit, or an
inpatient stay

b. Services received for labor
and delivery

c. Post partum office visit
5. Preventive health care

Please note: If you receive preventive and
non-preventive health services during the
same visit, the non-preventive health
services may be subject to a copayment,
coinsurance, or deductible, as described
elsewhere in this Policy. The most specific
and appropriate bengfit in this Policy will
apply for each service received during a
visit.
a. Child health supervision
services, including well-baby
care

b. Immunizations

$100 copayment for the
first visit per calendar
year. The deductible
does not apply for the
first visit. Thereafter, you
pay 20% coinsurance
after deductible.

Nothing. The deductible
does not apply.

No coverage

No coverage

Nothing. The deductible
does not apply.

Nothing. The deductible
does not apply.

For emergency services
from non-network
providers, refer to
Emergency Services
From Non-Network
Providers.

40% coinsurance for non-
emergency services
received from non-
network providers

No coverage

No coverage

No coverage

40% coinsurance

40% coinsurance
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Your Benefits and the Amounts You Pay

Benefits In-network benefits * Qut-of-network benefits

after deductible after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

c. Early disease detection
services including physicals

d. Routine screening
procedures for cancer

e. Other preventive health
services

Allergy shots

Refractive eye exams

Coverage is limited to one visit
per calendar year for in-network
and out-of-network benefits
combined.

Chiropractic services to
diagnose and to treat (by manual
manipulation or certain
therapies) conditions related to
the muscles, skeleton and
nerves of the body

Genetic counseling, whether
pre- or post-test, and whether
occurring in an office, clinic, or
telephonically.

Nothing. The deductible
does not apply.

Nothing. The deductible
does not apply.

Nothing. The deductible
does not apply.

20% coinsurance

$40 copayment for the
first visit per calendar
year.* The deductible
does not apply for the
first visit. Thereafter, you
pay 20% coinsurance
after deductible.

$40 copayment per visit
for the first 3 visits per
calendar year.* The
deductible does not apply
for the first 3 visits.
Thereafter, you pay

20% coinsurance after
deductible.

No coverage during the
first 12 months following
your enrollment date.
Thereafter, you pay a $40
copayment.

The deductible does not
apply.

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

No coverage during the
first 12 months following
your enrollment date.
Thereafter, you pay 40%
coinsurance.
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Your Benefits and the Amounts You Pay

Benefits

In-network benefits * Qut-of-network benefits
after deductible after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

10.

11.

12.

Professional sign language
interpreter services in a

physician’s office (Call Customer

Service to arrange such
services.)

Surgical services (as defined in

the Physicians’ Current
Procedural Terminology code

book) received from a physician

during an office visit or an
outpatient hospital or

ambulatory surgical center visit

Anesthesia services received

$40 copayment per visit 40% coinsurance
for the first 3 visits per

calendar year.* The

deductible does not apply

for the first 3 visits.

Thereafter, you pay

20% coinsurance after

deductible.

. 40% coinsuran
20% coinsurance 0% coinsurance

. 40% coinsurance
20% coinsurance

from a provider during an office
visit or an outpatient hospital or
ambulatory surgical center visit

13. Services received from a
physician during an emergency
room visit

14. Services received from a
physician during an inpatient
stay

15. Anesthesia services received

from a provider during an
inpatient stay.

20% coinsurance

20% coinsurance

20% coinsurance

For emergency services
from non-network
providers, see
Emergency Services
From Non-Network
Providers.

40% coinsurance for non-
emergency services
provided in a non-
network hospital
emergency room.

40% coinsurance

40% coinsurance
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Your Benefits and the Amounts You Pay

Benefits

In-network benefits

after deductible

* Qut-of-network benefits
after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

16.

17.

18.

19.

20.

21.

22.

Outpatient lab and pathology

Genetic testing when test results
will directly affect treatment
decisions or frequency of
screening for a disease, or when
results of the test will affect
reproductive choices.

Outpatient x-rays and other
imaging services

Other outpatient hospital or
ambulatory surgical center
services received from a
physician

Treatment to lighten or remove
the coloration of a port wine stain

Diabetes self-management
training and education, including
medical nutrition therapy,
received from a provider in a
program consistent with national
educational standards (as
established by the American
Diabetes Association)

Neuropsychological
evaluations/cognitive testing,
limited to services necessary for
the diagnosis or treatment of a
medical iliness or injury

20% coinsurance

No coverage during the
first 12 months following
your enrollment date.
Thereafter, you pay 20%
coinsurance.

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

40% coinsurance

No coverage during the
first 12 months following
your enrollment date.
Thereafter, you pay 40%
coinsurance.

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance
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Your Benefits and the Amounts You Pay

Benefits In-network benefits * Qut-of-network benefits
after deductible after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

23. Vision therapy and orthoptic 20% coinsurance 40% coinsurance
and/or pleoptic training, to
establish a home program, for

the treatment of strabismus and Coverage is limited to a Coverage is limited to a

other disorders of binocular eye combined in-network and combined in-network and

movements out-of-network total of 5 out-of-network total of 5
training visits and 2 training visits and 2

Please note: The visit and exam limits

include visits that you pay for in order to follow-up eye exams per follow-up eye exams per
satisfy any part of your deductible. calendar year calendar year.

24. Eyewear, including eyeglass Medica pays up to $50 Medica pays up to $50
lenses, frames or contact per calendar year for in- per calendar year for in-
lenses received from a Medica network and out-of- network and out-of-
contracted optical provider. network benefits network benefits

combined. You are combined. You are
responsible for any costs responsible for any costs
in excess of $50. in excess of $50.

The deductible does not The deductible does not
apply. apply.

* The copayment and visit limit are combined on an annual basis for all
eligible services identified throughout this Policy.
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F. Prescription Drugs And Pharmacy Services

This section describes coverage for prescription drugs and supplies received from a pharmacy.
For purposes of this section, the word supplies means eligible diabetic equipment and supplies.
For purposes of this section, the phrase “professionally administered drugs” means drugs
requiring intravenous infusion or injection, intramuscular injection, or intraocular injection; and
the phrase “self-administered drugs” means all other drugs. For coverage of specialty
prescription drugs, see Specialty Prescription Drug Program.

See Definitions. These words have specific meanings: benefits, claim, coinsurance,
copayment, emergency, hospital, medically necessary, member, network, non-network, non-
network provider reimbursement amount, physician, prescription drug, provider.

The in-network deductible and out-of-pocket maximum do not apply to this section.

Preferred products

MIC has a list of drugs and supplies that identifies prescription drugs and supplies that are
preferred by MIC for dispensing to members. Where appropriate, MIC’s list of preferred drugs
includes generic equivalents of brand name drugs and supplies. The list of preferred drugs also
identifies whether a drug is classified by MIC as a preferred generic or preferred brand name
drug. You will have your lowest copayment or coinsurance when you use preferred generic
products.

The terms “generic” and “brand name” are used in the health care industry in different ways. To
be sure that you know whether a drug is classified by MIC as generic or brand name, please
review the following definitions:

Generic — A drug: (1) that contains the same active ingredient as a brand name drug and is
chemically equivalent to a brand name drug in strength, concentration, dosage form, and route
of administration; or (2) that MIC identifies as a generic product. MIC uses industry standard
resources that determine a drug’s classification as either brand name or generic. Not all
products identified as a “generic” by the manufacturer, pharmacy or your physician are
classified by MIC as generic.

Brand name — A drug: (1) that is manufactured and marketed under a trademark or name by a
specific drug manufacturer; or (2) that MIC identifies as a brand name product. MIC uses
industry standard resources that determine a drug’s classification as either brand name or
generic. Not all products identified as a “brand name” by the manufacturer, pharmacy, or your
physician are classified by MIC as brand name.

If you have questions about MIC’s list of preferred drugs or whether a specific specialty
prescription drug, prescription drug, or supply is covered, or would like to request a copy of the
list of preferred drugs at no charge, call Customer Service at one of the telephone numbers
listed inside the front cover. The list of preferred drugs is also available on www.medica.com or
www.mymedica.com.

The list of preferred drugs and appropriate use guidelines are periodically reviewed and
modified by MIC. This may mean that a preferred drug or supply may become non-preferred
when a more appropriate generic equivalent becomes available. Your pharmacist will dispense
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the generic equivalent of drugs or supplies according to the list of preferred drugs. Network
providers, network pharmacies and members have access to MIC’s list of preferred drugs.

MIC's appropriate use guidelines are based on United States Food and Drug Administration
(FDA) approval, manufacturer's packaging guidelines and clinical publications.

Receiving preferred brand name drugs or supplies when chemically equivalent preferred
generic drugs or equivalent generic supplies exist may result in significantly higher out of pocket
costs. When a chemically equivalent generic drug or equivalent generic supply is on MIC’s list
of preferred drugs, and you or your provider still choose (for any reason) to utilize a preferred
brand name drug or supply under your in-network benefit, MIC will pay the amount MIC would
have paid had you received the preferred generic drug or supply. You will pay any remaining
charges due the pharmacy in excess of MIC’s payment to the pharmacy.

Non-preferred products

Non-preferred products are prescription drugs and supplies that are not on the list of preferred
drugs. These may be brand name prescription drugs or supplies that have a therapeutically
equivalent brand name or generically equivalent product on the list of preferred drugs. If you
use non-preferred products, you will have a higher copayment or coinsurance.

Exceptions to the list of preferred drugs

Exceptions to the list of preferred drugs can include antipsychotic drugs prescribed to treat
emotional disturbance or mental iliness, and certain drugs for diagnosed mental iliness or
emotional disturbance if removed from the list of preferred drugs or you change health plans.
Your physician may request that MIC make an exception to allow the preferred brand name
copayment for coverage of such non-preferred prescription drugs. MIC will work with your
physician to determine if an exception is appropriate for your medical condition. If you would
like to request a copy of MIC's preferred drug exception process, call Customer Service at one
of the telephone numbers listed inside the front cover.

Prior authorization

Certain prescription drugs and supplies require prior authorization. The provider who prescribes
the drug or supply initiates prior authorization. Network providers, including network pharmacies,
are given a list that identifies which preferred drugs and supplies require prior authorization.

You are responsible for paying the cost of prescription drugs or supplies you receive if you do
not meet MIC's authorization criteria for the drug or supply.

Step therapy

MIC requires step therapy for coverage of specific prescription drugs for certain medical
conditions. Step therapy involves trying an alternative prescription drug first (typically a generic
drug) before moving on to a second or third level drug (whether preferred or non-preferred) for
treatment of the same medical condition. Applicable step therapy requirements must be met
before MIC will cover second or third level drugs.
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Covered

For benefits and the amounts you pay, see the table in this section.

e Benefits apply to:

1. Prescription drugs, including smoking cessation products, prescribed by a provider
authorized to prescribe the drug and received at a network pharmacy; or

2. Prescription drugs for family planning services or the treatment of sexually transmitted
diseases when prescribed by or received from either a network or a non-network provider;
or

3. Diabetic equipment and supplies, including blood glucose meters, (described in this
section) when received from a network pharmacy.
See Miscellaneous Medical Services And Supplies for coverage of insulin pumps.

See Specialty Prescription Drug Program for coverage of specialty prescription drugs.

Prescription unit

Prescription drugs and supplies will not be dispensed in excess of one prescription unit except as
described below. Three prescription units may be dispensed for drugs and supplies prescribed to
treat chronic conditions that are received at a network pharmacy that MIC has specifically
designated to dispense multiple prescription units. For the current list of such designated
pharmacies, call Customer Service at one of the telephone numbers listed inside the front cover.
This list is also available on www.medica.com or www.mymedica.com. When you have used 75
percent of your prescription, you may refill your prescription before your refill date.

1. For prescription drugs, including smoking cessation products, one prescription unit is equal
to:

a. Up to a 31-consecutive-day supply (unless limited by the drug manufacturer’s packaging
or MIC’s appropriate use guidelines);

b. Up to a 31-day supply per type of insulin ; or
c. A one-cycle supply of oral contraceptives.
2. For diabetic supplies, one prescription unit is equal to the greater of:

a. Up to a 31-consecutive-day supply (unless limited by the drug manufacturer’s packaging
or MIC’s appropriate use guidelines); or

b. 100 units.

Copayments will apply to each prescription unit dispensed.

Smoking cessation products may be limited by the drug manufacturer’s dosing instructions or
MIC’s appropriate use guidelines.

Not covered

The following are not covered:

1. Any amount above what MIC would have paid when you fail to identify yourself to the
pharmacy as a member. (MIC will notify you before enforcement of this provision.)
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OTC drugs that by federal or state law do not require a prescription order or refill and any

Non-sedating antihistamines and non-sedating antihistamine/decongestant combinations.

. Drugs and supplies prescribed by a provider who is not acting within their scope of

Specialty prescription drugs, except as described in Specialty Prescription Drug Program.

8 medication that is equivalent to an OTC drug.
3. Replacement of a drug or supply due to loss, damage or theft.
4. Appetite suppressants.
5. Weight loss medications.
6. Homeopathic medicine.
7. Growth hormone.
8.
9. Proton pump inhibitors.
10
licensure.
11.
12. Drugs and supplies not on the list of preferred drugs.
13.

Prescription drugs, including smoking cessation products, received at a hon-network
pharmacy.

See Exclusions for additional drugs and supplies and associated expenses that are not

covered.

Your Benefits and the Amounts You Pay
Benefits In-network benefits Out-of-network benefits
1. Outpatient prescription drugs, Preferred generic: $10 No Coverage

including smoking cessation copayment per

products, other than those
described below or in Specialty
Prescription Drug Program

prescription unit; or

Preferred brand name:
$50 copayment per
prescription unit; or

Non-preferred: $100
copayment per
prescription unit
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Your Benefits and the Amounts You Pay

Benefits In-network benefits Out-of-network benefits
2. Diabetic equipment and Preferred generic: $10 No Coverage

supplies, including blood glucose ~ copayment per

meters prescrlptlon unit; or

Preferred brand name:
$50 copayment per
prescription unit ; or

Non-preferred: $100
copayment per
prescription unit
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G. Specialty Prescription Drug Program

This section describes coverage for specialty prescription drugs received from a designated
specialty prescription drug pharmacy. Specialty prescription drugs include but are not limited to
high technology prescription drug products for individuals with diseases that require complex
therapies. Such specialty prescription drugs are identified on MIC’s list of preferred specialty
prescription drugs, as described below. Many of these prescription drugs require special handling
and close patient monitoring.

For purposes of this section, the phrase “professionally administered drugs” means drugs
requiring intravenous infusion or injection, intramuscular injection, or intraocular injection; and the
phrase “self-administered drugs” means all other drugs.

See Definitions. These words have specific meanings: benefits, claim, coinsurance,
deductible, hospital, medically necessary, member, network, physician, prescription drug,
provider.

Designated specialty prescription drug pharmacies

A designated specialty prescription drug pharmacy means a specialty prescription drug pharmacy
that has entered into a separate contract with MIC to provide specialty prescription drug services to
members.

For the current list of designated specialty prescription drug pharmacies, call Customer Service at one
of the telephone numbers listed inside the front cover, or access www.medica.com or
www.mymedica.com.

Preferred products

MIC has a list of specialty prescription drugs that identifies specialty prescription drugs that are
preferred by MIC for dispensing to members. Where appropriate, the list of preferred specialty
prescription drugs includes generic equivalents of brand name specialty prescription drugs. The list
of specialty prescription drugs also identifies whether a drug is classified by MIC as a preferred
generic or preferred brand name specialty prescription drug. The terms “generic” and “brand name”
are used in the health care industry in different ways. To be sure that you know whether a drug is
classified by MIC as generic or brand name, please review the following definitions:

Generic — A drug: (1) that contains the same active ingredient as a brand name drug and is
chemically equivalent to a brand name drug in strength, concentration, dosage form, and route of
administration; or (2) that MIC identifies as a generic product. MIC uses industry standard resources
that determine a drug’s classification as either brand name or generic. Not all products identified as a
“generic” by the manufacturer, pharmacy or your physician are classified by MIC as generic.

Brand name — A drug: (1) that is manufactured and marketed under a trademark or name by a
specific drug manufacturer; or (2) that MIC identifies as a brand name product. MIC uses
industry standard resources that determine a drug’s classification as either brand name or
generic. Not all products identified as a “brand name” by the manufacturer, pharmacy, or your
physician are classified by MIC as brand name.
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If you have questions about the current classification of a drug on the MIC's lists of preferred
specialty prescription drugs, or whether a specific specialty prescription drug or supply is covered,
call Customer Service at one of the telephone numbers listed inside the front cover. The lists of
preferred drugs are also available on medica.com and mymedica.com.

The list of preferred specialty prescription drugs and appropriate use guidelines are periodically
reviewed and modified by MIC. Designated specialty prescription drug pharmacies will dispense
the generic equivalent of specialty prescription drugs according to the list of preferred specialty
prescription drugs. Network providers, designated specialty pharmacies, and members have
access to MIC'’s list of preferred specialty prescription drugs.

MIC's appropriate use guidelines are based on United States Food and Drug Administration
(FDA) approval, manufacturer's packaging guidelines and clinical publications.

Please note that receiving preferred brand name drugs or supplies when equivalent
preferred generics exist may result in significantly more out-of-pocket costs.

Non-preferred specialty prescription drugs

Non-preferred specialty prescription drugs are specialty prescription drugs that are not on the list
of preferred specialty prescription drugs. These are generally specialty prescription drugs that
have a therapeutically equivalent product on the list of preferred specialty prescription drugs. If
you use non-preferred specialty prescription drugs, you will have a higher coinsurance.

Exceptions to the list of preferred drugs

Exceptions to the list of preferred drugs can include antipsychotic drugs prescribed to treat
emotional disturbance or mental iliness, and certain prescription drugs for diagnosed mental illness
or emotional disturbance if removed from the list of preferred drugs or you change health plans.
Your physician may request that MIC make an exception to allow the preferred brand name
coinsurance for coverage of such a non-preferred prescription drug. MIC will work with your
physician to determine if an exception is appropriate for your medical condition. If you would like
to request a copy of MIC's preferred drug exception process, call Customer Service at one of the
telephone numbers listed inside the front cover.

Prior authorization

Specialty prescription drugs may require prior authorization. The provider who prescribes the
specialty prescription drug initiates prior authorization. Network providers, including designated
specialty prescription drug pharmacies, are given a list of specialty prescription drugs that require
prior authorization. You are responsible for paying the cost of specialty prescription drugs you
receive if you do not meet MIC's authorization criteria for the specialty prescription drug.

Covered

For benefits and the amounts you pay, see the table in this section.

29
Plan Code SBE-RC
December, 2010



Specialty Prescription Drug Program

e Benefits apply to specialty prescription drugs prescribed by a provider authorized to
prescribe the specialty prescription drug and received from a designated specialty
prescription drug pharmacy.

This section describes your coinsurance for the specialty prescription drugs themselves. An
additional coinsurance applies for the provider’s services if you require that a provider administer
self-administered drugs, as described in other applicable sections of this Policy, including but not
limited to Professional Services and Hospital Services.

Prescription unit

Specialty prescription drugs will not be dispensed in excess of one prescription unit. However,
when you have used 70 percent of your prescription, you may refill your prescription before your
refill date.

For specialty prescription drugs, one prescription unit is equal to up to a 31-consecutive-day
supply (unless limited by the specialty prescription drug manufacturer’s packaging or MIC’s
appropriate use guidelines).

Not covered

The following are not covered:

1. Any amount above what MIC would have paid when you fail to identify yourself to the
designated specialty prescription drug pharmacy as a member. (MIC will notify you before
enforcement of this provision.)

2. Replacement of a specialty prescription drug due to loss, damage or theft.

3. Specialty prescription drugs prescribed by a provider who is not acting within their scope of
licensure.

4. Prescription drugs and specialty prescription drugs not on MIC'’s list of preferred specialty
prescription drugs.

5. Specialty prescription drugs received from a pharmacy that is not a designated specialty
prescription drug pharmacy.

6. Growth hormone.
7. Weight loss medications.

See Exclusions for additional drugs, supplies and associated expenses that are not covered.
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Your Benefits and the Amounts You Pay

Benefits You pay

1. Specialty prescription drugs received from Preferred Specialty Prescription Drugs:
a designated specialty prescription drug 20% coinsurance up to a maximum of $200
pharmacy. per prescription unit; or
Non-preferred specialty prescription
drugs: 40% coinsurance up to a maximum of
$400 per prescription unit.
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H. Hospital Services

This section describes coverage for use of hospital and ambulatory surgical center services. A
physician must direct care.

See Definitions. These words have specific meanings: benefits, coinsurance, copayment,
deductible, emergency, hospital, inpatient, member, network, non-network, non-network provider
reimbursement amount, physician, prenatal care, provider.

Prior authorization. Prior authorization from MIC may be required before you receive services or
supplies. Call Customer Service at one of the telephone numbers listed inside the front cover.
See How To Access Your Benefits for more information about the prior authorization process.

Covered

For benefits and the amounts you pay, see the table in this section.

¢ In-network benefits apply to hospital services received from a network hospital or ambulatory
surgical center.

e Out-of-network benefits apply to hospital services received from a non-network hospital or
ambulatory surgical center. There is not an out-of-pocket maximum that applies to these
charges. In addition to the deductible and coinsurance described for out-of-network
benefits, you will be responsible for any charges in excess of the non-network provider
reimbursement amount. Please see Important member information about out-of-network
benefits in How To Access Your Benefits for more information.

More than one copayment or coinsurance may be required if you receive more than one service,
or see more than one provider per visit.

Not covered

1. Drugs received at a hospital on an outpatient basis, except drugs requiring intravenous
infusion or injection, intramuscular injection, or intraocular injection; or drugs received in an
emergency room or a hospital observation room. Coverage for drugs is as described in
Prescription Drugs And Pharmacy Services and Specialty Prescription Drug Program, or
otherwise described as a specific benefit in this Policy.

2. Admission to another hospital is not covered when care for your condition is available at the
network hospital where you were first admitted.

3. Maternity care services, including all maternity labor and delivery services, other than
prenatal care.

See Exclusions for additional services, supplies and associated expenses that are not covered.
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Your Benefits and the Amount You Pay

Benefits

In-network benefits
after deductible

*Out-of-network benefits
after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

1. Outpatient services:

a. Services provided in a
hospital emergency room

b. Outpatient lab and pathology

c. Outpatient x-rays and other
imaging services

d. Maternity labor and delivery
services

e. Prenatal care services

f. Genetic testing when test
results will directly affect
treatment decisions or
frequency of screening for a
disease, or when results of
the test will affect
reproductive choices

g. Other outpatient services

h. Other outpatient hospital and
ambulatory surgical center
services received from a
physician

$200 copayment for the
first visit per calendar
year. The deductible
does not apply for the
first visit. Thereafter, you
pay 20% coinsurance
after deductible.

20% coinsurance

20% coinsurance

No coverage

Nothing. The deductible
does not apply.

No coverage during the
first 12 months following
your enrollment date.
Thereafter, you pay 20%
coinsurance.

20% coinsurance

20% coinsurance

For emergency services
from non-network
providers, covered as an
in-network benefit

40% coinsurance for non-
emergency services

provided in a hon-network
hospital emergency room

40% coinsurance

40% coinsurance

No coverage

No coverage

No coverage during the
first 12 months following
your enrollment date.
Thereafter, you pay 40%
coinsurance.

40% coinsurance

40% coinsurance
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Your Benefits and the Amount You Pay

Benefits In-network benefits *Out-of-network benefits

after deductible after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

i. Anesthesia services received 20% coinsurance 40% coinsurance
from a provider during an
office visit or an outpatient
hospital or ambulatory

surgical center visit

2. Services provided in a 20% coinsurance 40% coinsurance

hospital observation room

3. Inpatient services, including
semi-private room and board in a
hospital and services received
from a physician during an

inpatient stay:

a.

4.

Inpatient services other than
for maternity care

Inpatient services for
maternity care:

i. For inpatient services
related to prenatal care
services, including
prenatal complications,
that do not resultin a
delivery

ii. For all other inpatient
maternity labor and
delivery services

Anesthesia services received
from a provider during an
inpatient stay

20% coinsurance

Nothing. The deductible
does not apply.

No coverage

20% coinsurance

40% coinsurance

No coverage

No coverage

40% coinsurance
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I. Ambulance Services

This section describes coverage for ambulance transportation and related services received for
covered medical and medical-related dental services (as described in this Policy).

See Definitions. These words have specific meanings: benefits, coinsurance, deductible,
emergency, hospital, network, non-network, non-network provider reimbursement amount,
physician, provider, skilled nursing facility.

Prior authorization. Prior authorization from MIC may be required before you receive services or
supplies. Call Customer Service at one of the telephone numbers listed inside the front cover.
See How To Access Your Benefits for more information about the prior authorization process.

Covered

For benefits and the amounts you pay, see the table in this section. For non-emergency
licensed ambulance services described in 2. in the table in this section:

¢ In-network benefits apply to ambulance services arranged through a physician and received
from a network provider.

e Out-of-network benefits apply to ambulance services arranged through a physician and
received from a non-network provider (except as described in 1. in the table in this section).
There is not an out-of-pocket maximum that applies to these charges. In addition to the
deductible and coinsurance described for out-of-network benefits, you will be responsible for
any charges in excess of the non-network provider reimbursement amount. Please see
Important member information about out-of-network benefits in How To Access Your
Benefits for more information.

Not covered

These services, supplies and associated expenses are not covered:

1. Ambulance transportation to another hospital when care for your condition is available at the
network hospital where you were first admitted.

2. Non-emergency ambulance transportation services (except as described in this section).

See Exclusions for additional services, supplies and associated expenses that are not covered.

35
Plan Code SBE-RC
December, 2010




Ambulance Services

Your Benefits and the Amounts You Pay
Benefits In-network benefits *Out-of-network benefits

after deductible after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible for
any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

1. Ambulance services or 20% coinsurance See Emergency Services
ambulance transportation to the From Non-Network
nearest hospital for an Providers.
emergency

2. Non-emergency licensed
ambulance service that is
arranged through an attending
physician, as follows:

a. Transportation from hospital 20% coinsurance 40% coinsurance
to hospital when:

i. Care for your condition is
not available at the
hospital where you were
first admitted; or

ii. Required by MIC

b. Transportation from hospital 20% coinsurance 40% coinsurance
to skilled nursing facility
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J. Home Health Care

This section describes coverage for home health care. Home health care must be directed by a
physician and received from a home health care agency authorized by the laws of the state in
which treatment is received.

See Definitions. These words have specific meanings: benefits, coinsurance, custodial care,
deductible, hospital, network, non-network, non-network provider reimbursement amount,
physician, prenatal care, provider, skilled care, skilled nursing facility.

Prior authorization. Prior authorization from MIC may be required before you receive services or
supplies. Call Customer Service at one of the telephone numbers listed inside the front cover.
See How To Access Your Benefits for more information about the prior authorization process.

Covered

For benefits and the amounts you pay, see the table in this section. As described under 1., 2.
and 4. in the table in this section, MIC (in accordance with Medicare guidelines) considers you
homebound when it is medically contraindicated for you to leave your home (i.e., when leaving
your home would directly and negatively affect your physical health). A child may still be
considered "confined to home" when attending school where life support specialized equipment
and help are available.

o Benefits apply to home health care services ordered or prescribed by a physician and received
from a network home health care agency. Benefits covered under 1., 2. and 4. in the table in
this section are limited to a combined annual benefit maximum each calendar year. However,
you may be eligible for additional hours of private duty nursing care per week under 1. in the
table in this section if you have MIC coverage and are also enrolled in the Medical Assistance
program. This additional care may include up to 120 hours of communication and interpretation
services provided by a private duty nurse to a ventilator-dependent person during the time that
person is in a licensed hospital.

¢ Important: Out-of-network benefits are not provided for home health care services. Home
health care services are covered only if ordered or prescribed by a physician and received from
a network home health care agency.

Please note: Your place of residence is where you make your home. This may be your own
dwelling, a relative’s home, an apartment complex that provides assisted living services or some
other type of institution. However, an institution will not be considered your home if it is a
hospital or skilled nursing facility.

Not covered

These services, supplies and associated expenses are not covered:
1. Companion, homemaker and personal care services.

2. Services provided by a member of your family.
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15.
16.

Custodial care and other nonskilled services.

Physical, speech or occupational therapy provided in your home for convenience.
Services provided in your home when you are not homebound.

Services primarily educational in nature.

Vocational and job rehabilitation.

Recreational therapy.

Self-care and self-help training (non-medical).

. Health clubs.

. Disposable supplies and appliances, except as described in this Policy.

. Home infusion therapy provided by a non-network provider.

. IV therapy.

. Correction of speech impediments and assistance in the development of verbal clarity when

there is no reasonable expectation that the condition will improve over a predictable period of
time according to generally accepted standards in the medical community.

Voice training.

Outpatient rehabilitation services when no medical diagnosis is present.

See Exclusions for additional services, supplies and associated expenses that are not covered.
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Your Benefits and the Amounts You Pay

Benefits In-network benefits *Qut-of-network benefits

after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

1. Intermittent skilled care when
you are homebound, provided by
or supervised by a registered
nurse.

2. Skilled physical, speech or
occupational therapy when you
are homebound.

3. Home infusion therapy

20% coinsurance except

you pay nothing for high-

risk prenatal care
services.

For high-risk prenatal
care services, the
deductible does not

apply.

Coverage is limited to an
in-network maximum of
180 visits per calendar
year for numbers 1., 2.
and 4. in this section
combined.

Please note: This visit limit
includes any visits that you pay for
in order to satisfy any part of your
deductible.

20% coinsurance

Coverage is limited to an
in-network maximum of
180 visits per calendar
year for numbers 1., 2.
and 4. in this section
combined.

Please note: This visit limit
includes any visits that you pay for
in order to satisfy any part of your
deductible.

20% coinsurance

No coverage

No coverage

No coverage
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Your Benefits and the Amounts You Pay

Benefits

In-network benefits *Qut-of-network benefits

after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

4. Services received in your home
from a physician.

20% coinsurance No coverage

Coverage is limited to an
in-network maximum of
180 visits per calendar
year for numbers 1., 2.
and 4. in this section
combined.

Please note: This visit limit
includes any visits that you pay for
in order to satisfy any part of your
deductible.
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K. Outpatient Rehabilitation

This section describes coverage for both professional and outpatient health care facility
services. A physician must direct your care.

See Definitions. These words have specific meanings: benefits, coinsurance, deductible,
network, non-network, non-network provider reimbursement amount, physician.

Prior authorization. Prior authorization from MIC may be required before you receive services or
supplies. Call Customer Service at one of the telephone numbers listed inside the front cover.
See How To Access Your Benefits for more information about the prior authorization process.

Covered

For benefits and the amounts you pay, see the table in this section.

¢ In-network benefits apply to outpatient rehabilitation services arranged through a physician
and received from a network physical therapist , a network occupational therapist , a network
speech therapist or a network physician.

e Out-of-network benefits apply to outpatient rehabilitation services arranged through a
physician and received from a non-network physical therapist, a non-network occupational
therapist, a non-network speech therapist or a non-network physician. Out-of-network
benefits covered under numbers 1, 2 and 3 in the table in this section are limited to a combined
annual benefit maximum each calendar year. There is not an out-of-pocket maximum that
applies to these charges. In addition to the deductible and coinsurance described for out-
of-network benefits, you are responsible for any charges in excess of the non-network
provider reimbursement amount. Please see Important member information about out-of-
network benefits in How To Access Your Benefits for more information.

Not covered

These services, supplies and associated expenses are not covered:
Services primarily educational in nature.

Vocational and job rehabilitation.

Recreational therapy.

Self-care and self-help training (non-medical).

Health clubs.

© g k> w NP

Correction of speech impediments and assistance in the development of verbal clarity when
there is no reasonable expectation that the condition will improve over a predictable period
of time according to generally accepted standards in the medical community.

Voice training.
Outpatient rehabilitation services when no medical diagnosis is present.
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9. Group physical, speech and occupational therapy.

See Exclusions for additional services, supplies and associated expenses that are not covered.

Your Benefits and the Amounts You Pay

Benefits In-network benefits *Out-of-network benefits
after deductible after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible for
any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

1. Physical therapy received 20% coinsurance 40% coinsurance

outside of your home Coverage is limited to an

out-of-network combined
maximum of 15 visits per
calendar year for numbers
1., 2. and 3. in this section
combined.

Please note: This visit limit includes
any visits that you pay for in order to
satisfy any part of your deductible.

2. Occupational therapy received 20% coinsurance 40% coinsurance

outside of your home when

physical function is impaired due Coverage is limited to an
to a medical iliness or injury or out-of-network combined
congenital or developmental maximum of 15 visits per
conditions that have delayed calendar year for numbers
motor development 1., 2. and 3. in this section

combined.

Please note: This visit limit includes
any visits that you pay for in order to
satisfy any part of your deductible.
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Your Benefits and the Amounts You Pay

Benefits In-network benefits *Out-of-network benefits
after deductible after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible for
any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

3. Speech therapy received outside 20% coinsurance 40% coinsurance

of your home when speech is

impaired due to a medical illness Coverage is limited to an
or injury, or congenital or out-of-network combined
developmental conditions that maximum of 15 visits per
have delayed speech calendar year for numbers
development 1., 2. and 3. in this section

combined.

Please note: This visit limit
includes any visits that you pay for
in order to satisfy any part of your
deductible.
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L. Mental Health

Mental health benefits are not included under this Policy if the Mental Health and
Substance Abuse Coverage option was declined at the time of initial application. This
election may be made only at the time of initial application.

This section describes coverage for services to diagnose and treat mental disorders listed in the
current edition of the Diagnostic and Statistical Manual of Mental Disorders.

See Definitions. These words have specific meanings: benefits, claim, coinsurance,
copayment, custodial care, deductible, emergency, hospital, inpatient, medically necessary,
member, mental disorder, network, non-network, physician, provider.

Prior authorization. For prior authorization requirements of in-network and out-of-network
benefits, call MIC's designated mental health and substance abuse provider at 1-800-848-8327
or Hearing Impaired: National Relay Center 1-800-855-2880, then ask them to dial 1-866-567-
0550.

For purposes of this section:

1. Outpatient services include:
a. Diagnostic evaluations and psychological testing.
b. Psychotherapy and psychiatric services.

c. Intensive outpatient programs, including day treatment and partial programs, which may
include multiple services/modalities and lodging, delivered in an outpatient setting (up to
19 hours per week).

d. Treatment for a minor, including family therapy.
e. Treatment of serious or persistent disorders.

f. Diagnostic evaluation for attention deficit hyperactivity disorder (ADHD) or pervasive
development disorders (PDD).

g. Services, care or treatment described as benefits in this Policy and ordered by a court on
the basis of a behavioral health care evaluation performed by a physician or licensed
psychologist and that includes an individual treatment plan.

h. Treatment of pathological gambling.
2. Inpatient services include:
a. Semi-private room and board.
b. Attending psychiatric services.
c. Hospital or facility-based professional services.
d

Partial program. This may be in a freestanding facility or hospital based. Active treatment
is provided through specialized programming with medical/psychological intervention and
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supervision during program hours. Partial program means a treatment program of 20 hours
or more per week and may include lodging.

e. Services, care or treatment ordered by a court on the basis of a behavioral health care
evaluation performed by a physician or licensed psychologist and that includes an
individual treatment plan.

f. Residential treatment services. These services include either:

i. Aresidential treatment program serving children and adolescents with severe emotional
disturbance, certified under Minnesota Rules parts 2960.0580 to 2960.0700; or

ii. Alicensed or certified mental health treatment program providing intensive therapeutic
services. In addition to room and board, at least 30 hours a week per individual of
mental health services must be provided, including group and individual counseling,
client education, and other services specific to mental health treatment. Also, the
program must provide an on-site medical/psychiatric assessment within 48 hours of
admission, psychiatric follow-up visits at least once per week, and 24 hour nursing
coverage.

Covered

For benefits and the amounts you pay, see the table in this section.
e For in-network benefits:

1. MIC's designated mental health and substance abuse provider arranges in-network mental
health benefits. MIC's designated mental health and substance abuse provider will refer
you to other mental health providers only if network providers cannot provide the services
you require. If you require hospitalization, MIC's designated mental health and substance
abuse provider will refer you to one of its hospital providers (MIC and MIC's designated
mental health and substance abuse provider hospital networks are different).

2. Notify MIC's designated mental health and substance abuse provider as soon as
reasonably possible after receiving any emergency mental health inpatient services. Call
MIC's designated mental health and substance abuse provider at; 1-800-848-8327 or
Hearing Impaired: National Relay Center 1-800-855-2880, then ask them to dial: 1-866-
567-0550.

3. Second opinions from a qualified provider are covered under in-network benefits only if
MIC's designated mental health and substance abuse provider determines that no
treatment is necessary. You must receive your second opinion within 30 calendar days of
MIC's designated mental health and substance abuse provider's first evaluation. MIC's
designated mental health and substance abuse provider will consider the second opinion
but is not required to accept it.

For claims questions regarding in-network benefits, call MIC's desighated mental health and
substance abuse provider’'s Customer Service at 1-866-214-6829.
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For out-of-network benefits:

1. Mental health services from a non-network provider listed below will be eligible for coverage
under out-of-network benefits provided that the health care professional or facility is
licensed, certified, or otherwise qualified under state law to provide the mental health
services and practice independently:

a. Psychiatrist
b. Psychologist

c. Registered nurse certified as a clinical specialist or as a nurse practitioner in psychiatric
and mental health nursing

d. Mental health clinic.

e. Mental health residential treatment center

f. Independent clinical social worker

g. Marriage and family therapist

h. Hospital that provides mental health services

2. Emergency mental health services are eligible for coverage under in-network benefits.

In addition to the deductible and coinsurance described for out-of-network benefits, you are
responsible for any charges in excess of the non-network provider reimbursement amount.
There is not an out-of-pocket maximum that applies to these charges. Please see
Important member information about out-of-network benefits in How To Access Your
Benefits for more information.

Not covered

These services, supplies and associated expenses are not covered:

1.

Services for mental disorders not listed in the current edition of the Diagnostic and Statistical
Manual of Mental Disorders.

Services from a network provider for a condition that cannot be improved with treatment.

Services, care or treatment that is not medically necessary, unless ordered by a court as
specifically described in this section.

Relationship counseling.

Family counseling services, except as specifically described in this Policy as treatment for a
minor.

Services for telephone psychotherapy.

Services beyond the initial evaluation to diagnose developmental disability or learning
disabilities, as those conditions are defined in the current edition of the American Psychiatric
Association’s Diagnostic and Statistical Manual of Mental Disorders.

Services, including room and board charges, provided by health care professionals or
facilities that are not appropriately licensed, certified, or otherwise qualified under state law
to provide substance abuse services. This includes, but is not limited to, services provided
by mental health providers who are not authorized under state law to practice
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independently, and services received from a halfway house, [housing with support,] [a Rule
36 facility,] therapeutic group home, boarding school or ranch.

9. Services to assist in activities of daily living that do not seek to cure and are performed
regularly as a part of a routine or schedule.

10. Room and board charges associated with mental health residential treatment services
providing less than 30 hours a week per individual of mental health services, or lacking an
on-site medical/psychiatric assessment within 48 hours of admission, psychiatric follow-up
visits at least once per week, and 24-hour nursing coverage.

See Exclusions for additional services, supplies and associated expenses that are not covered.

Your Benefits and the Amounts You Pay

Benefits In-network benefits *Qut-of-network benefits

after deductible after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

1. Outpatient services

a. Evaluations, diagnostic and $40 copayment per visit 40% coinsurance
treatment services for the first 3 visits per
calendar year.* The
deductible does not apply
for the first 3 visits.
Thereafter, you pay
20% coinsurance after

deductible.
b. Intensive outpatient $40 copayment per visit 40% coinsurance
programs for the first 3 visits per

calendar year.* The
deductible does not apply
for the first 3 visits.
Thereafter, you pay

20% coinsurance after

deductible.
2. Inpatient services
a. Semi-private room and board 20% coinsurance 40% coinsurance
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Your Benefits and the Amounts You Pay

Benefits In-network benefits *Qut-of-network benefits
after deductible after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

b. Hospital or facility-based 20% coinsurance 40% coinsurance
professional services

c. Attending psychiatrist 20% coinsurance 40% coinsurance
services
d. Partial program 20% coinsurance 40% coinsurance

* The copayment and visit limit are combined on an annual basis for
all eligible services identified throughout this Policy.
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M. Substance Abuse

Substance abuse benefits are not included under this Policy if the Mental Health and
Substance Abuse Coverage option was declined at the time of initial application. This
election may be made only at the time of initial application.

This section describes coverage for the diagnosis and primary treatment of substance abuse
disorders listed in the current edition of Diagnostic and Statistical Manual of Mental Disorders.

See Definitions. These words have specific meanings: benefits, claim, coinsurance, copayment,
custodial care, deductible, emergency, hospital, inpatient, medically necessary, member, mental
disorder, network, non-network, physician, provider.

Prior authorization. For prior authorization requirements of in-network and out-of-network
benefits, call MIC's designated mental health and substance abuse provider at: 1-800-848-8327 or
Hearing Impaired: National Relay Center 1-800-855-2880, then ask them to dial 1-866-567-
0550.

For purposes of this section:

1. Outpatient services include:
a. Diagnostic evaluations.
b. Outpatient treatment.

c. Intensive outpatient programs, including day treatment and partial programs, which may
include multiple services/modalities and lodging, delivered in an outpatient setting.

d. Services, care or treatment for a member that has been placed in the Minnesota
Department of Corrections’ custody following a conviction for a first-degree driving while
impaired offense; to be eligible, such services, care or treatment must be required and
provided by the Minnesota Department of Corrections.

2. Inpatient services include:
a. Semi-private room and board.
b. Attending physician services.
c. Hospital or facility-based professional services.
d

Services, care or treatment for a member that has been placed in the Minnesota
Department of Corrections' custody following a conviction for a first-degree driving while
impaired offense; to be eligible, such services, care or treatment must be required and
provided by the Minnesota Department of Corrections.

e. Substance abuse residential treatment services. These are services from a licensed
chemical dependency rehabilitation program that provides intensive therapeutic services
following detoxification. In addition to room and board, at least 30 hours per week per
individual of chemical dependency services must be provided, including group and
individual counseling, client education, and other services specific to chemical dependency
rehabilitation.
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Covered

For benefits and the amounts you pay, see the table in this section.

For in-network benefits:

1. MIC's designated mental health and substance abuse provider arranges in-network
substance abuse benefits. MIC's designated mental health and substance abuse provider
will refer you to other substance abuse providers only if network providers cannot provide
the services you require. If you require hospitalization, MIC's designated mental health
and substance abuse provider will refer you to one of its hospital providers. (MIC and
MIC's designated mental health and substance abuse provider hospital networks are
different.)

2. In-network benefits will apply to services, care or treatment for a member that has been
placed in the Minnesota Department of Corrections’ custody following a conviction for a
first-degree driving while impaired offense. To be eligible, such services, care or treatment
must be required and provided by the Minnesota Department of Corrections.

3. Notify MIC's designated mental health and substance abuse provider as soon as
reasonably possible after receiving any emergency substance abuse inpatient services.
Call MIC's designated mental health and substance abuse provider at 1-800-848-8327 or
Hearing Impaired: National Relay Center 1-800-855-2880, then ask them to dial: 1-866-
567-0550.

4. Second opinions from a qualified provider are covered under in-network benefits only if
MIC's designated mental health and substance abuse provider determines that no
treatment is necessary. You must receive your second opinion within 30 calendar days of
MIC's designated mental health and substance abuse provider's first evaluation. MIC's
designated mental health and substance abuse provider will consider the second opinion
but is not required to accept it.

For claims questions regarding in-network benefits, call MIC's desighated mental health and
substance abuse provider Customer Service at 1-866-214-6829.

For out-of-network benefits:

1. Substance abuse services from a non-network provider listed below will be eligible for
coverage under out-of-network benefits provided that the health care professional or
facility is licensed, certified, or otherwise qualified under state law to provide the substance
abuse services and practice independently.

a. Psychiatrist
b. Psychologist

c. Registered nurse certified as a clinical specialist or as a nurse practitioner in
psychiatric and mental health nursing

d. Chemical dependency clinic
e. Chemical dependency residential treatment center
f.  Hospital that provides substance abuse services

g. Independent clinical social worker
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h. Marriage and family therapist

2. Emergency substance abuse services are eligible for coverage under in-network benefits.

In addition to the deductible and coinsurance described for out-of-network benefits, you will be
responsible for any charges in excess of the non-network provider reimbursement amount.
There is not an out-of-pocket maximum that applies to these charges. Please see
Important member information about out-of-network benefits in How To Access Your Benefits
for more information.

Not covered

These services, supplies and associated expenses are not covered:

1.

Services for substance abuse disorders not listed in the current edition of the Diagnostic and
Statistical Manual of Mental Disorders.

Services from a network provider for a condition that cannot be improved with treatment.
Services, care or treatment that is not medically necessary.

Services to hold or confine a person under chemical influence when no medical services are
required, regardless of where the services are received.

Telephonic substance abuse treatment services.

Services, including room and board charges, provided by health care professionals or
facilities that are not appropriately licensed, certified, or otherwise qualified under state law
to provide substance abuse services. This includes, but is not limited to, services provided
by mental health or substance abuse providers who are not authorized under state law to
practice independently, and services received from a halfway house, therapeutic group
home, boarding school or ranch.

Room and board charges associated with substance abuse treatment services providing
less than 30 hours a week per individual of chemical dependency services, including group
and individual counseling, client education, and other services specific to chemical
dependency rehabilitation.

Services to assist in activities of daily living that do not seek to cure and are performed
regularly as a part of a routine or schedule.

See Exclusions for additional services, supplies and associated expenses that are not covered.
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Your Benefits and the Amounts You Pay

Benefits

In-network benefits

after deductible

*Qut-of-network benefits
after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

1.

2.

3.

Outpatient services

a. Evaluations, diagnostic and
treatment services

b. Intensive outpatient programs

Methadone maintenance therapy

Inpatient services:
a. Semi-private room and board

b. Hospital or facility-based
professional services

$40 copayment per visit
for the first 3 visits per
calendar year.* The
deductible does not apply
for the first 3 visits.
Thereafter, you pay

20% coinsurance after
deductible.

$40 copayment per visit
for the first 3 visits per
calendar year.* The
deductible does not apply
for the first 3 visits.
Thereafter, you pay

20% coinsurance after
deductible.

$40 copayment per visit
for the first 3 visits per
calendar year.* The
deductible does not apply
for the first 3 visits.
Thereafter, you pay

20% coinsurance after
deductible.

$40 copayment per visit
for the first 3 visits per
calendar year.* The
deductible does not apply
for the first 3 visits.
Thereafter, you pay

20% coinsurance after
deductible.

20% coinsurance

20% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance

40% coinsurance
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Your Benefits and the Amounts You Pay

Benefits In-network benefits *Qut-of-network benefits
after deductible after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

c. Attending physician services 20% coinsurance 40% coinsurance
d. Residential treatment 20% coinsurance 40% coinsurance
services

* The copayment and visit limit are combined on an annual basis for
all eligible services identified throughout this Policy.
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N. Durable Medical Equipment And Prosthetics

This section describes coverage for durable medical equipment and certain related supplies and
prosthetics.

See Definitions. These words have specific meanings: benefits, coinsurance, deductible,
medically necessary, network, non-network, non-network provider reimbursement amount,
physician, provider.

Prior authorization. Prior authorization from MIC may be required before you receive services or
supplies. Call Customer Service at one of the telephone numbers listed inside the front cover.
See How To Access Your Benefits for more information about the prior authorization process.

Covered

For benefits and the amounts you pay, see the table in this section. MIC covers only a limited
selection of durable medical equipment and certain related supplies, and hearing aids that meet
the criteria established by MIC. Some items ordered by your physician, even if medically
necessary, may not be covered. The list of eligible durable medical equipment and certain
related supplies is periodically reviewed and modified by MIC. To request a list of MIC’s eligible
durable medical equipment and certain related supplies, call Customer Service at one of the
telephone numbers listed inside the front cover.

MIC determines if durable medical equipment will be purchased or rented. MIC’s approval of
rental of durable medical equipment is limited to a specific period of time. To request approval for
an extension of the rental period, call Customer Service at one of the telephone numbers listed
inside the front cover.

If the durable medical equipment or prosthetic device or hearing aid is covered by MIC, but the
model you select is not MIC’s standard model, you will be responsible for the cost difference.

¢ In-network benefits apply to durable medical equipment and certain related supplies and
prosthetic services prescribed by a physician and received from a network durable medical
equipment provider , and hearing aids as described in 4. in the table in this section when
prescribed by a network provider.

To request a list of network durable medical equipment providers, call Customer Service at
one of the telephone numbers listed inside the front cover.

o Out-of-network benefits apply to durable medical equipment and certain related supplies and
prosthetic services prescribed by a physician and received from a non-network provider. Out-
of-network benefits also apply to hearing aids as described in 4. in the table in this section.
There is not an out-of-pocket maximum that applies to these charges. In addition to the
deductible and coinsurance described for out-of-network benefits, you are responsible for
charges in excess of the non-network provider reimbursement amount. Please see Important
member information about out-of-network benefits in How To Access Your Benefits for more
information.
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Not covered

These services, supplies and associated expenses are not covered:

1.

Durable medical equipment and supplies, prosthetics, appliances and hearing aids not on
the MIC eligible list.

Charges in excess of the MIC standard model of durable medical equipment, prosthetics or
hearing aids.

Repair, replacement or revision of durable medical equipment, prosthetics and hearing
aids, except when made necessary by normal wear and use.

Duplicate durable medical equipment, prosthetics and hearing aids, including repair,
replacement or revision of duplicate items.

See Exclusions for additional services, supplies and associated expenses that are not covered.

Your Benefits and the Amounts You Pay

Benefits In-network benefits *Qut-of-network benefits
after deductible after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

1. Durable medical equipment and 20% coinsurance 40% coinsurance
certain related supplies

2. Repair, replacement or revision 20% coinsurance 40% coinsurance
of durable medical equipment
made necessary by normal wear
and use

3. Prosthetics:

a. Initial purchase of external 20% coinsurance 40% coinsurance
prosthetic devices that
replace a limb or an
external body part, limited
to:
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Benefits

Your Benefits and the Amounts You Pay

In-network benefits

after deductible

*Qut-of-network benefits
after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

Artificial arms, legs, feet,
and hands;

Artificial eyes, ears and
noses;

Breast prostheses.

b. Scalp hair prostheses due to

alopecia areata

Please note: The benefit maximum includes
amounts you pay for scalp hair prostheses
in order to satisfy any part of your
deductible.

c. Repair, replacement or
revision of artificial arms,
legs, feet, hands, eyes, ears,
noses and breast prostheses
made necessary by normal
wear and use

4. Hearing aids for members 18
years of age and younger for
hearing loss that is not
correctable by other covered
procedures

20% coinsurance

20% coinsurance

MIC pays up to $350.
This is calculated each
calendar year. The
deductible does not

apply.

20% coinsurance

20% coinsurance

Limited to one hearing
aid per ear every three
years.

40% coinsurance

40% coinsurance

MIC pays up to $350.
This is calculated each
calendar year. The
deductible does not apply.

40% coinsurance

40% coinsurance

Limited to one hearing aid
per ear every three years.
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O. Miscellaneous Medical Services And Supplies

This section describes coverage for miscellaneous medical services and supplies prescribed by
a physician. MIC covers only a limited selection of miscellaneous medical services and supplies
that meet the criteria established by MIC. Some items ordered by a physician, even if medically
necessary, may not be covered.

See Definitions. These words have specific meanings: benefits, coinsurance, deductible,
medically necessary, network, non-network, non-network provider reimbursement amount,
physician, provider.

Prior authorization. Prior authorization from MIC may be required before you receive services or
supplies. Call Customer Service at one of the telephone numbers listed inside the front cover.
See How To Access Your Benefits for more information about the prior authorization process.

Covered

For benefits and the amounts you pay, see the table in this section.

¢ In-network benefits apply to miscellaneous medical services and supplies received from a
network provider.

e Out-of-network benefits apply to miscellaneous medical services and supplies received from
a non-network provider. There is not an out-of-pocket maximum that applies to these
charges. In addition to the deductible and coinsurance described for out-of-network
benefits, you are responsible for any charges in excess of the non-network provider
reimbursement amount. Please see Important member information about out-of-network
benefits in How To Access Your Benefits for more information.

Not covered
Other disposable supplies and appliances, except as described in this Policy.

See Exclusions for additional services, supplies and associated expenses that are not covered.
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Your Benefits and the Amounts You Pay

Benefits In-network benefits *Out-of-network benefits

after deductible after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

1. Blood clotting factors 20% coinsurance 40% coinsurance
0 .
2. Dietary medical treatment of 20% coinsurance 40% coinsurance
phenylketonuria (PKU)

. . . 40% coinsurance
3. Amino acid-based elemental oral 20% coinsurance

formulas for the following
diagnoses:

p

cystic fibrosis;

=3

amino acid, organic acid, and
fatty acid metabolic and
malabsorption disorders;

c. IgE mediated allergies to food
proteins;

d. food protein-induced
enterocolitis syndrome;

e. eosinophilic esophagitis;

f. eosinophilic gastroenteritis;
and

g. eosinophilic colitis.

Coverage for the diagnoses in 3.c.-
g. above is limited to members five
years of age and younger.

4. Total parenteral nutrition 20% coinsurance 40% coinsurance
5. Eligible ostomy supplies 20% coinsurance 40% coinsurance
Please note: Eligible ostomy supplies may

be received from a pharmacy or a durable
medical equipment provider.
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Your Benefits and the Amounts You Pay

Benefits In-network benefits *Out-of-network benefits
after deductible after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

6. Insulin pumps and other eligible 20% coinsurance 40% coinsurance
diabetic equipment and supplies

59
Plan Code SBE-RC
December, 2010



Organ And Bone Marrow Transplant Services

P. Organ And Bone Marrow Transplant Services

This section describes coverage for certain organ and bone marrow transplant services.
Services must be provided under the direction of a physician and received at a transplant
facility. This section also describes benefits for professional, hospital and ambulatory surgical
center services.

Coverage is provided for certain types of organ transplants and related services (including
organ acquisition and procurement) and for certain bone marrow transplant services that are
medically necessary, appropriate for the diagnosis, without contraindications and non-
investigative.

See Definitions. These words have specific meanings: benefits, coinsurance, copayment,
deductible, designated facility, hospital, inpatient, investigative, medically necessary, member,
network, non-network, non-network provider reimbursement amount, physician, provider.

Prior authorization. Prior authorization from MIC may be required before you receive services
or supplies. Call Customer Service at one of the telephone numbers listed inside the front
cover. See How To Access Your Benefits for more information about the prior authorization
process.

Covered

MIC uses specific medical criteria to determine benefits for organ and bone marrow transplant
services. Because medical technology is constantly changing, MIC reserves the right to review
and update these medical criteria. Benefits for each individual member will be determined
based on the clinical circumstances of the member according to MIC’s medical criteria.

Coverage is provided for the following human organ transplants, if appropriate, under MIC’s
medical criteria and not otherwise excluded from coverage (see Not covered below): cornea,
kidney, lung, heart, heart/lung, pancreas, liver, allogeneic, autologous and syngeneic bone
marrow. Bone marrow transplants include the transplant of stem cells from bone marrow,
peripheral blood and umbilical cord blood.

The preceding is not a comprehensive list of eligible organ and bone marrow transplant
services.

¢ In-network benefits apply to transplant services provided by a network provider and received
at a designated facility for transplant services. MIC has entered into separate contracts to
provide certain transplant-related health services to members receiving transplants. You
may be evaluated and listed as a potential recipient at multiple designated facilities for
transplant services.

For in-network benefits, MIC requires that all pre-transplant, transplant and post-transplant

services, from the time of the initial evaluation through no more than one year after the date
of the transplant, be received at one designated facility (that you select from among the list

of transplant facilities MIC provides). Based on the type of transplant you receive, MIC will

determine the specific time period medically necessary for these services.
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Important: Out-of-network benefits are not provided for transplant services. Transplant
services are covered only if provided by a network provider and designated facility for
transplant services.

Not covered

These services, supplies and associated expenses are not covered:

1.
2.

10.

11.

Organ and bone marrow transplant services except as described in this section.

Supplies and services related to transplants that would not be authorized by MIC under the
medical criteria referenced in this section.

Chemotherapy, radiation therapy, drugs or any therapy used to damage the bone marrow
and related to transplants that would not be authorized by MIC under the medical criteria
referenced in this section.

Living donor transplants that would not be authorized by MIC under the medical criteria
referenced in this section.

Islet cell transplants except for autologous islet cell transplants associated with
pancreatectomy.

Services required to meet the patient selection criteria for the authorized transplant
procedure. This includes treatment of nicotine or caffeine addiction, services and related
expenses for weight loss programs, nutritional supplements, appetite suppressants and
supplies of a similar nature not otherwise covered under this Policy.

Mechanical, artificial or non-human organ implants or transplants and related services that
would not be authorized by MIC under the medical criteria referenced in this section.

Transplants and related services that are investigative.
Private collection and storage of umbilical cord blood for directed use.

Drugs provided or administered by a physician or other provider on an outpatient basis, except
those requiring intravenous infusion or injection, intramuscular injection, or intraocular
injection. Coverage for drugs is as described in Prescription Drugs And Pharmacy Services
and Specialty Prescription Drug Program or otherwise described as a specific benefit in this
Policy.

Transplant services provided by a non-network provider or non-designated transplant
facility.

See Exclusions for additional services, supplies and associated expenses that are not covered.
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Your Benefits and the Amounts You Pay

Benefits

In-network benefits

after deductible

*Qut-of-network benefits

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

1. Office visits

2. Outpatient services
a. Professional services

i. Surgical services (as
defined in the
Physicians’ Current
Procedural
Terminology code

book) received from a

physician during an
office visit or an
outpatient hospital
visit

ii. Anesthesia services
received from a
provider during an
office visit or an

outpatient hospital or

ambulatory surgical
center visit

iii. Outpatient lab and
pathology

iv. Outpatient x-rays and

other imaging
services

$40 copayment per visit
for the first 3 visits per
calendar year.* The
deductible does not apply
for the first 3 visits.
Thereafter, you pay

20% coinsurance after
deductible.

20% coinsurance

20% coinsurance

20% coinsurance

20% coinsurance

No coverage

No coverage

No coverage

No coverage

No coverage
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Your Benefits and the Amounts You Pay

Benefits In-network benefits *Out-of-network benefits
after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

v. Other outpatient 20% coinsurance No coverage
hospital services
received from a
physician

b. Hospital and ambulatory
surgical center services

i. Outpatient lab and 20% coinsurance No coverage
pathology
ii. Outpatient x-rays and 20% coinsurance No coverage

other imaging services

iii. Other outpatient 20% coinsurance No coverage
hospital services

3. Inpatient services 20% coinsurance No coverage
4. Services received from a 20% coinsurance No coverage
physician during an inpatient
stay
5. Anesthesia services received 20% coinsurance No coverage

from a provider during an
inpatient stay
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Q. Reconstructive And Restorative Surgery

This section describes coverage for professional, hospital and ambulatory surgical center services
for reconstructive and restorative surgery. To be eligible, reconstructive and restorative surgery
services must be medically necessary and not cosmetic.

See Definitions. These words have specific meanings: benefits, coinsurance, copayment,
cosmetic, deductible, hospital, inpatient, medically necessary, member, network, non-network,
non-network provider reimbursement amount, physician, provider, reconstructive, restorative.

Prior authorization. Prior authorization from MIC may be required before you receive services
or supplies. Call Customer Service at one of the telephone numbers listed inside the front
cover. See How To Access Your Benefits for more information about the prior authorization
process.

Covered

For benefits and the amounts you pay, see the table in this section.

¢ In-network benefits apply to reconstructive and restorative surgery services received from a
network provider.

¢ Qut-of-network benefits apply to reconstructive and restorative surgery services received from
a non-network provider. There is not an out-of-pocket maximum that applies to these
charges. In addition to the deductible and coinsurance described for out-of-network benefits,
you will be responsible for any charges in excess of the non-network provider reimbursement
amount. Please see Important member information about out-of-network benefits in How To
Access Your Benefits for more information.

More than one copayment or coinsurance may be required if you receive more than one
service, or see more than one provider per visit.
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Not covered

These services, supplies and associated expenses are not covered:

1.

w

N g ok

Revision of blemishes on skin surfaces and scars (including scar excisions) primarily for
cosmetic purposes, unless otherwise covered in Professional Services.

Repair of a pierced body part and surgical repair of bald spots or loss of hair.

Repairs to teeth, including any other dental procedures or treatment, whether the dental
treatment is needed because of a primary dental problem or as a manifestation of a medical
treatment or condition.

Services and procedures primarily for cosmetic purposes.
Surgical correction of male breast enlargement primarily for cosmetic purposes.
Hair transplants.

Drugs provided or administered by a physician or other provider on an outpatient basis,
except those requiring intravenous infusion or injection, intramuscular injection, or
intraocular injection. Coverage for drugs is as described in Prescription Drugs And
Pharmacy Services and Specialty Prescription Drug Program, or otherwise described as a
specific benefit in this Policy.

See Exclusions for additional services, supplies and associated expenses that are not covered.
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Your Benefits and the Amounts You Pay

Benefits In-network benefits * Qut-of-network benefits

after deductible after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

1. Office visits $40 copayment per visit 40% coinsurance
for the first 3 visits per
calendar year.* The
deductible does not apply
for the first 3 visits.
Thereafter, you pay 20%
coinsurance after
deductible.

2. Outpatient services

a. Professional services

i. Surgical services (as
defined in the
Physicians’ Current
Procedural Terminology
code book) received
from a physician during
an office visit or an
outpatient hospital or
ambulatory surgical
center visit

ii. Anesthesia services
received from a provider
during an office visit or
an outpatient hospital or
ambulatory surgical
center visit

iii. Outpatient lab and
pathology

20% coinsurance 40% coinsurance

20% coinsurance 40% coinsurance

20% coinsurance 40% coinsurance

iv. Outpatient x-rays and 20% coinsurance 40% coinsurance
other imaging services
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Your Benefits and the Amounts You Pay

Benefits In-network benefits * Qut-of-network benefits
after deductible after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

v. Other outpatient hospital ~ 20% coinsurance 40% coinsurance
or ambulatory surgical
center services received
from a physician

b. Hospital and ambulatory
surgical center services

i, Outpatient lab and 20% coinsurance 40% coinsurance
pathology
ii. Outpatient x-rays and 20% coinsurance 40% coinsurance
other imaging services
iii. Other outpatient hospital 20% coinsurance 40% coinsurance
and ambulatory surgical
center services
3. Inpatient services 20% coinsurance 40% coinsurance
Services received from a 20% coinsurance 40% coinsurance
physician during an inpatient
stay
20% coinsurance 40% coinsurance

5. Anesthesia services received
from a provider during an
inpatient stay

* The copayment and visit limit are combined on an annual basis for
all eligible services identified throughout this Policy.
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R. Skilled Nursing Facility Services

This section describes coverage for use of skilled nursing facility services. Care must be
provided under the direction of a physician. Skilled nursing facility services are eligible for
coverage only if they qualify as reimbursable under Medicare.

See Definitions. These words have specific meanings: benefits, coinsurance, custodial care,
deductible, hospital, inpatient, network, non-network, non-network provider reimbursement
amount, physician, skilled care, skilled nursing facility.

Prior authorization. Prior authorization from MIC may be required before you receive services or
supplies. Call Customer Service at one of the telephone numbers listed inside the front cover.
See How To Access Your Benefits for more information about the prior authorization process.

Covered

For benefits and the amounts you pay, see the table in this section. Benefits covered under
numbers 1 and 3 in the table in this Section are limited to a combined maximum of 120 days per
calendar year.

¢ In-network benefits apply to skilled nursing facility services arranged through a physician
and received from a network skilled nursing facility.

e Out-of-network benefits apply to skilled nursing facility services arranged through a
physician and received from a non-network skilled nursing facility. There is not an out-of-
pocket maximum that applies to these charges. In addition to the deductible and
coinsurance described for out-of-network benefits, you will be responsible for any charges in
excess of the non-network provider reimbursement amount. Please see Important member
information about out-of-network benefits in How To Access Your Benefits for more
information.

For purposes of this section, room and board includes coverage of health services and supplies.

Not covered

These services, supplies and associated expenses are not covered:
Custodial care and other non-skilled services.

Self-care or self-help training (non-medical).

Services primarily educational in nature.

Vocational and job rehabilitation.

Recreational therapy.

Health clubs.

R O o

68
Plan Code SBE-RC
December, 2010




Skilled Nursing Facility Services

7. Correction of speech impediments and assistance in the development of verbal clarity when
there is no reasonable expectation that the condition will improve over a predictable period
of time according to generally accepted standards in the medical community.

8. Voice training.

9. Outpatient rehabilitation services when no medical diagnosis is present.

10. Group physical, speech and occupational therapy.

See Exclusions for additional services, supplies and associated expenses that are not covered.

Your Benefits and the Amounts You Pay

Benefits

In-network benefits

after deductible

* Qut-of-network benefits

after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible for
any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

1. Daily skilled care or daily skilled
rehabilitation services, including
room and board

Benefits are limited to 120 days
per calendar year for in-network
and out-of-network combined.

Please note: This day limit includes any days
that you pay for in order to satisfy any part of
your deductible

2. Skilled physical, speech or
occupational therapy when room
and board is not eligible to be
covered

20% coinsurance
Services are covered
only after transfer to a
skilled nursing facility
within 30 days of
discharge from a hospital
in which you were
confined for not less than
three consecutive
calendar days. Services
must begin within 14
days of an inpatient stay
of at least three days in a
hospital.

20% coinsurance

40% coinsurance Services
are covered only after
transfer to a skilled nursing
facility within 30 days of
discharge from a hospital in
which you were confined
for not less than three
consecutive calendar days.
Services must begin within
14 days of an inpatient stay
of at least three days in a
hospital.

40% coinsurance
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Your Benefits and the Amounts You Pay

Benefits In-network benefits * Qut-of-network benefits
after deductible after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible for
any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

3. Services received from a 20% coinsurance 40% coinsurance
physician during an inpatient
stay in a skilled nursing facility

Benefits are limited to services
received during 120 days of
inpatient stay per calendar year
for in-network and out-of-network
combined.

Please note: This day limit includes any days
that you pay for in order to satisfy any part of
your deductible.
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S. Hospice Services

This section describes coverage for hospice services including respite care. Care must be
ordered, provided or arranged under the direction of a physician and received from a designated
hospice program.

See Definitions. These words have specific meanings: benefits, coinsurance, deductible,
member, network, physician, skilled nursing facility.

Covered

For benefits and the amounts you pay, see the table in this section.

Hospice services are comprehensive palliative medical care and supportive social, emotional
and spiritual services. These services are provided to terminally ill persons and their families,
primarily in the patients’ homes. A hospice interdisciplinary team, composed of professionals
and volunteers, coordinates an individualized plan of care for each patient and family. The goal
of hospice care is to make patients as comfortable as possible to enable them to live their final
days to the fullest in the comfort of their own homes and with loved ones.

A designated hospice program means a hospice program that has entered into a separate
contract with MIC to provide hospice services to members. The specific services you receive
may vary depending upon which program you select.

Respite care is a form of hospice services that gives uncompensated primary caregivers (i.e.,
family members or friends) rest or relief when necessary to maintain a terminally ill member at
home. Respite care is limited to not more than five consecutive days at a time.

¢ In-network benefits apply to hospice services arranged through a physician and received
from a designated hospice program.

¢ Important: Out-of-network benefits are not provided for hospice services. Hospice services
are covered only if arranged through a physician and received from a designated hospice
program.

To be eligible for the hospice benefits described in this section, you must:
1. Be aterminally ill patient; and

2. Have chosen a palliative treatment focus (i.e., one that emphasizes comfort and supportive
services rather than treatment attempting to cure the disease or condition).

You will be considered terminally ill if there is a written medical prognosis by your physician that
your life expectancy is six months or less if the terminal illness runs its normal course. This
certification must be made not later than two days after the hospice care is initiated.

Members who elect to receive hospice services do so in place of curative treatment for their
terminal illness for the period they are enrolled in the hospice program.
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You may withdraw from the hospice program at any time upon written notice to the designated
hospice program. You must follow the designated hospice program’s requirements to withdraw
from the designated hospice program.

Not covered

These services, supplies and associated expenses are not covered:

1.

S e

Respite care for more than five consecutive days at a time.

Home health care and skilled nursing facility services when services are not consistent with
the hospice program’s plan of care.

Services not included in the hospice program’s plan of care.
Services not provided by the hospice program.
Hospice daycare, except when recommended and provided by the hospice program.

Any services provided by a family member or friend, or individuals who are residents in your
home.

Financial or legal counseling services, except when recommended and provided by the
hospice program.

Housekeeping or meal services in your home, except when recommended and provided by
the hospice program.

Bereavement counseling, except when recommended and provided by the hospice
program.

10. Hospice services received from a non-designated hospice program.

See Exclusions for additional services, supplies and associated expenses that are not covered.

Your Benefits and the Amounts You Pay

Benefits In-network benefits *Qut-of-network benefits

1.

after deductible

Hospice services 20% coinsurance No coverage
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T. Temporomandibular Joint (TMJ) Disorder

This section describes coverage for the evaluation(s) to determine whether you have TMJ
disorder and the surgical and non-surgical treatment of a diagnosed TMJ disorder. Services must
be received from (or under the direction of) physicians or dentists. Coverage for treatment of TMJ
disorder includes coverage for the treatment of craniomandibular disorder.

This section also describes benefits for professional, hospital and ambulatory surgical center
services. TMJ disorder is covered the same as any other joint disorder under this Policy.

See Definitions. These words have specific meanings: benefits, coinsurance, copayment,
deductible, hospital, inpatient, member, network, non-network, non-network provider
reimbursement amount, physician, provider.

Prior authorization. Prior authorization from MIC may be required before you receive services or
supplies. Call Customer Service at one of the telephone numbers listed inside the front cover.
See How To Access Your Benefits for more information about the prior authorization process.

Covered

For benefits and the amounts you pay, see the table in this section.
¢ In-network benefits apply to TMJ services received from a network provider.

o Out-of-network benefits apply to TMJ services received from a non-network provider. There is
not an out-of-pocket maximum that applies to these charges. In addition to the
deductible and coinsurance described for out-of-network benefits, you will be responsible for
any charges in excess of the non-network provider reimbursement amount. Please see
Important member information about out-of-network benefits in How To Access Your
Benefits for more information.

More than one copayment or coinsurance may be required if you receive more than one
service, or see more than one provider per visit.
Not covered

These services, supplies and associated expenses are not covered:
1. Diagnostic casts and diagnostic study models.

2. Bite adjustment.

See Exclusions for additional services, supplies and associated expenses that are not covered.
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Your Expenses and the Amounts You Pay

Benefits In-network benefits *Out-of-network benefits
after deductible after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

1. Office visits $40 copayment per visit 40% coinsurance
for the first 3 visits per
calendar year.* The
deductible does not apply
for the first 3 visits.
Thereafter, you pay
20% coinsurance after
deductible.

2. Outpatient services
a. Professional services

i. Surgical services (as 20% coinsurance 40% coinsurance
defined in the Physicians’
Current Procedural
Terminology code book)
received from a physician
or dentist during an office
visit or an outpatient
hospital or ambulatory
surgical center visit

ii. Anesthesia services 20% coinsurance 40% coinsurance
received from a provider
during an office visit or an
outpatient hospital or
ambulatory surgical
center visit

o
iii. Outpatient lab and 20% coinsurance 40% coinsurance
pathology

0, i 0, i
iv. Outpatient x-rays and 20% coinsurance 40% coinsurance

other imaging services

0, i 0, i
v. Other outpatient hospital 20% coinsurance 40% coinsurance

and ambulatory surgical
center services received
from a physician or
dentist
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Your Expenses and the Amounts You Pay

Benefits In-network benefits *Out-of-network benefits
after deductible after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible
for any charges in excess of the non-network provider reimbursement amount. Additionally, these
charges will not be applied toward satisfaction of the deductible.

b. Hospital and ambulatory
surgical center services

i. Outpatient lab and 20% coinsurance 40% coinsurance
pathology
ii. Outpatient x-rays and 20% coinsurance 40% coinsurance
other imaging services
iii. Other outpatient hospital 20% coinsurance 40% coinsurance
and ambulatory surgical
center services
3. Physical therapy received 20% coinsurance 40% coinsurance
outside of your home
20% coinsurance 40% coinsurance

Inpatient services

. . 20% coinsurance .
Services received from a 40% coinsurance

physician or dentist during an
inpatient stay

. . . 20% coinsurance 40% coinsurance
6. Anesthesia services received

from a provider during an
inpatient stay

o
7. TMJ splints and adjustments if 20% coinsurance 40% coinsurance

your primary diagnosis is joint
disorder

* The copayment and visit limit are combined on an annual basis for
all eligible services identified throughout this Policy.
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U. Medical-Related Dental Services

This section describes coverage for medical-related dental services. Services must be received
from a physician or dentist.

This section does not describe coverage for comprehensive dental procedures. Comprehensive
dental procedures are services rendered by a dentist to treat teeth, their supporting soft tissue and
bony structure, or the alignment or occlusion of the teeth. These services are not covered under
any section of this Policy.

See Definitions. These words have specific meanings: benefits, coinsurance, deductible,
hospital, member, network, non-network, non-network provider reimbursement amount,
physician, provider.

Prior authorization. Prior authorization from MIC may be required before you receive services or
supplies. Call Customer Service at one of the telephone numbers listed inside the front cover.
See How To Access Your Benefits for more information about the prior authorization process.

Covered

For benefits and the amounts you pay, see the table in this section.

¢ In-network benefits apply to medical-related dental services
received from a network provider.

e Out-of-network benefits apply to medical-related dental services received from a non-network
provider. There is not an out-of-pocket maximum that applies to these charges. In
addition to the deductible and coinsurance described for out-of-network benefits, you will be
responsible for any charges in excess of the non-network provider reimbursement amount.
Please see Important member information about out-of-network benefits in How To Access
Your Benefits for more information.

Not covered

These services, supplies and associated expenses are not covered:

1. Dental services to treat an injury from biting or chewing.

2. Osteotomies and other procedures associated with the fitting of dentures or dental implants.
3. Dental implants (tooth replacement).
4

Any other dental procedures or treatment, whether the dental treatment is needed because
of a primary dental problem or as a manifestation of a medical treatment or condition.

5. Any orthodontia including that associated with orthognathic procedures or accident-related
dental injuries.

6. Tooth extractions, except as described in this section.
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7. Any dental procedures or treatment related to periodontal disease.
8. Endodontic procedures and treatment, including root canal procedures and treatment.

9. Routine diagnostic and preventive dental services.

See Exclusions for additional services, supplies and associated expenses that are not covered.

Your Benefits and the Amounts You Pay

Benefits
In-network benefits *Qut-of- network benefits

after deductible after deductible

* For out-of-network benefits, in addition to the deductible and coinsurance, you are responsible for
charges in excess of the non-network provider reimbursement amount. Additionally, these charges
not be applied toward satisfaction of the deductible.

1. Charges for medical facilities 20% coinsurance 40% coinsurance
and general anesthesia services
that are:

a. Recommended by a network
physician; and

b. Received during a dental
procedure; and

c. Provided to a member who:

i. Is achild under age five
(prior authorization is not
required); or

ii. Is severely disabled; or

iii. Has a medical condition
and requires
hospitalization or general
anesthesia for dental
care treatment.

Please note. Age, anxiety and
behavioral conditions are not
considered medical conditions.
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V. Emergency Services From Non-Network Providers

This section describes coverage for emergency services from non-network providers. In-
network benefits will apply to emergency services as described in this section.

See Definitions. These words have specific meanings: benefits, claim, coinsurance,
deductible, emergency, hospital, inpatient, member, network, non-network, physician, provider.

Covered

For benefits and the amounts you pay, see the table in this section. To be eligible for coverage,
services must be due to an emergency and:

¢ If there was a delay associated with getting to a network provider, your health would be
endangered; or

e Because of your health condition you are unable to request treatment from a network
provider.

You must notify MIC of emergency inpatient services as soon as reasonably possible after
receiving inpatient services. Call Customer Service at one of the telephone numbers listed
inside the front cover.

For emergency mental health or substance abuse inpatient services, you must notify MIC's
designated mental health and substance abuse provider as soon as reasonably possible. MIC's
designated mental health and substance abuse provider can be reached at:

e 1-800-848-8327

o Hearing Impaired: National Relay Center 1-800-855-2880, then ask them to dial 1-866-567-
0550.

Important: Mental health and substance abuse benefits are not included under this Policy
if the Mental Health and Substance Abuse Coverage option was declined at the time of
initial application. This election may be made only at the time of initial applicati