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Cancellation Within First Ten Days

The subscriber may cancel this Policy by delivering or mailing a
written notice toMedica Insurance Company, 401 Carlson
Parkway, Attn: Customer Service, Rout®®®h, Minnetonka, MN
553050r to an agent of the companyhis Policy must be returned
before midnight the tenth day after the date you receive this Pol
and then this Policy is considered void from the beginniNgtice
given by mail and return of this Policy are effective when
posmarked, properly addressed, and postage prepaid. MEDIC;
shall return all premiums within ten days after it receives notice
cancellation and the returned Policy. However, the subscriber
must then pay any claims incurred prior to such cancellation.




Discrimination is Against the Law

Medica complies with applicable Federal civil rights laws and will not discriminate against any person on the basis of
race, color, national origin, age, disability or sex. Medica:

¢ Provides free aids and services to people with disabilities to communicate effectively with us, such as:
TTY communication and written information in other formats (large print, audio, other formats).

* Provides free language services to people whose primary language is not English, such as:
Qualified interpreters and information written in other languages.

If you need these services, call the number included in this document or on the back of your Medica ID card. If you
believe that Medica has failed to provide these services or discriminated in another way on the basis of race, color,
national origin, age, disability or sex, you can file a grievance with: Civil Rights Coordinator, Mail Route CP250, PO
Box 9310, Minneapolis, MN 55443-9310, 952-992-3422 (phoneffax), TTY 711, civilrightscoordinator@medica.com

You can file a grievance in person or by mail, fax, or email. You may also contact the Civil Rights Coordinator if you need
assistance with filing a complaint.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights, electronically through the Office for Civil Rights Complaint Portal, available at https:/ocrportal.hhs.gov/ocr/
portal/lobby.jsf or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Avenue,
SW Room 509F, HHH Building, Washington, D.C. 20201, 800-368-1019, 800-537-7697 (TDD). Complaint forms
are available at http://www.hhs.gov/ocr/office/file/index.html.

If you want free help translating this information, call the number included in this
document or on the back of your Medica ID card.
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Si desea asistencia gratuita para traducir esta informacion,
llame al numero que figura en este documento o en la
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parte posterior de su tarjeta de identificacion de Medica.
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Si vous voulez une assistance gratuite pour traduire
ces informations, appelez le numéro indiqué dans ce
document ou au dos de votre carte d'identification Medica.
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Kung nais mo ng libreng tulong sa pagsasalin ng
impormasyong ito, tawagan ang numero na kasama sa
dokumentong ito o sa likod ng iyong Kard ng Medica ID.
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Ako Zelite besplatnu pomoc¢ za prijeved ovih informacija,
nazovite broj naveden u ovom dokumentu ili na poledini
svoje |D kartice Medica.
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Wenn Sie bei der Ubersetzung dieser Informationen
kostenlose Hilfe in Anspruch nehmen méchten, rufen Sie
bitte die in diesem Dokument oder auf der Riickseite |hrer
Medica-ID-Karte angegebene Nummer an.
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Medica Member Resources

-

N
Q Important Phone Numbers:
1 MedicaCustomerServicel-866-269-6803

Call Customer Service if you have any questions.sers;all 711

1 MarketplaceCustomerService1-800-318-2596
If you puchased your coverage through the Health Insurance Marketplace, referred to in this
t2f A08 4 a¢KS 9EOKIy3aSé 61 SHt iKifjyoNddeiI2 003 &2 d
assistance with your financial help (tax credits) or need to make changes teitiagdaghic
information on your policyTTY usergall1-855-889-4325

9 NurseLine:1-866-668-6548

Available 24 hours every day for you and your family to talk with a nurse for advice on where
and when to get care, or how to provide care safely at homa.rredical emergency, please
call9oll

Online Resources:

1 Secure Member Sitdvledica.com/IndividualLogin
You can view much of the information you may need by logging into your secure member site|at
medica.com/IndividualLoginThe website allows you to viemformation specific to you and
your plan:

View your ID card

See what's covered by your plan, including important plan documents

Track your plan balances, such as your deductible andfpibcket maximum

View your claims and explanations of benefE©Bs)

[ 221 dzLJ LINAOS& F2NJ LINBAONRLIGA2YA YR KRg (Fk

Look up providers and pharmacies in your network

Wellness tools and support

Forms to help you add dependents, change your address, and submit various claims

Pay your premium /
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Important Notice: This plan is an Exclusive Provider Organization (EPO) plan. EPO plans cover health
care services only when provided by a doctor or facility who participates in the network. If you receive
services from aon-network doctor or other healthare provider, you will have to pay all of the costs

for the services, except that emergency services must be covered regardless of whether they are
delivered by a participating provider.

© 2018 Medica. Medica® is a registered service mark of Medica Health Rlan§ RA O ¢ NBFSNB G2 GKS Tl YAt
businesses that includes Medica Health Plans, Medica Health Plans of Wisbtetira Insurance Company, Medica Self
Insured, Medica Health Management, LLC and MMSI, Inc.
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Terms and Cadhitions

Term of this Policy

This Policy is a legal contract between the subscriber and Méwosance Company d a SRA OF ¢ 0 | YR

describes the benefits covered under this Policy and your Schedule of Payments.

All coverageunder this Policy begins amehds at 12:01 a.m. Central Tirae the date the coverage
becomes effective

Entireagreement

The documents below are the entire Policy between you ledicg and replace all other agreements
as of the effective date of thisofcy.

1. This Policy and any amendments.
2. The Schedule of Paymergad any amendments

3. Yourapplicationfor coverage

Guaranteedrenewal

This Policy will not be canceled or n@mewed merely because your health deterioraté&enewal is
adzo 2SO0 iight toateBnitriat® yo@ ®olicy due to your ngrayment of premium or for fraud or
intentional misrepresentation of a material fact, or as otherwise describé&thiting CoverageMedica
has the right to change the premium as allowed endebraskdaw.

Nondiscrimination policy
MedicBQa L2t AO0& Aa G2 GNBFG Fft LISNA2ya FfA1S:

race
color

creed

religion

national origin

gender

gender identity

marital gatus

status with egard to public assistance
disability

sexual orientation

age

genetic informationor

any other classification protected by law.

ERE W BB R

If you have questions, call Customer Service at one of the telephone nutigbedsat the front of this
Policy

NECHIPG19-01 1 Plan identifie2CHSCNEZ

January 1, 202
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Assignment

Medicawill have the right to assign any and all of its righnsl responsibilities under this Policy to any
subsidiary or affiliate dfledicaor to any other appropriate organization or entity.

Acceptance of coverage

By accepting the health care coverage described in this Policy you, on behalf of yourself if codered

this Policy, and/or on behalf of the dependents enrolled under this Policy and the Schedule of Payments,
authorize the use of a social security number for purpose of identification and declare that the
information supplied tdMledicafor purposes of Broliment is accurate and complete.

You understand and agree that any omissions or incorrect statements that you knowingly made in
connection with your enrollment under this Policy and the Schedule of Payments may invalidate your
coverage.

Amendment

ThisPolicyor your Schedule of Paymemsay be amendeds described in thiBolicy When this
happens, you will receive a new policy or ameratrapproved and signed by an executive officer of
Medica No other person or entity has authority to make any clengr amendments to this Policy. Al
amendments must be in writing.

Discretionary authority

Medicahas discretion to interpret and construe all of the terms and conditions of this Policy and make
determinations regarding benefits and coverage under toiscPand your Schedule of Payments

Certain terms are specifically definedtiis Policy and Medica will interpret and construe the terms and
conditions consistent with those definitions. It is important that you read and understand the defined
terms.

Qerical error

You will not be deprived of coverage under this Policy because of a clerical error. However, you will not
be eligible for coverage beyond the scheduled termination of your coverage because of a failure to
record the termination.

Relationshipbetween parties

The relationships betweelledicaand network providers are contractual relationships between
independent contractors. Network providers are not agents or employebtedica The relationship
between a provider and any member is thathefalth care provider and patient. The provider is solely
responsible for health care provided to any member.

Notice

Except as otherwise provided in this Policy, written notice given by Medica to the subscriber will be
deemed notice to all individuals caovesl under this Policy in the event of termination or nonrenewal of
this Policy for any reason.

Cancellation

Your coverage may be canceled only under certain conditionsEsdiag Coveragier additional
information.

NECHIPG19-01 2 Plan identifie”CHSCNEZ
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Reinstatement

If any renewal premium isot paid within the time granted the subscriber for payment, a subsequent
acceptance of premium by Medica shall reinstate the Polieyall other respects the subscriber and
Medica will have the same rights under the Policy as they had immediatelyeltbfidue date of the
defaulted premium, subject to any provisions endorsed hereon or attached hereto in connection with a
reinstatement.

Examination of a member

To settle a dispute concerning provision or payment of benefits under this Rdidicamay require
GKFG @2dz 6S SEFYAYSR 2N Iy ldzizLlae 2F (GKS YSYoSND
will be atMedicad SELISy aSo

Language interpretation

Language interpretation services will be provided upon request, as needed in connectiohavith t
interpretation of this Policy. If you would like to request language interpretation services, please call
Customer Service at one of the telephone numbisted at the front of this Policy

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

If youneedalternative formatssuch as large print anaudioformat, please call Customer Service at
one of the telephone numbelssted at the front ofthis Policyto request these materials.

Legalactions

No lawsuit may be brought to recover a claim from Medica until more than 60 days after the date
written Proof of Loss is madé&uch action cannot be made more than three years after the date written
proof of loss is made.

Payment of Claims

Except as set forth in thirovision,all benefits are payable as described in this policy. Any accrued
0SYSTAGA dzyLI AR G GKS &adzoaONAROSNRAE 2N I O20SNBR
beneficiaryor to the estate, or for hospital, surgical nursing needicalservices, directly to the hospital

or other person rendering such services.

lye LIk eyYSyid YIFIRS o6& dza Ay 3J22R FlLAGK dzy RSNJ GKS LIN.
the exent of the payment.

The right to change of beneficiary is reserved to the subscriber and the consent of the beneficiary or
beneficiaries is not required to surrender or assign this policy, to make any change of beneficiary or
beneficiaries, or to makerg other changes in this policy that the subscriber is permitted to make.

Policy

This Policy is a legal contract between the subscriber and Métioaance Company ¢ a SRA O ¢ 0 | YR
describes the benefits covered under this Policy and your Schedule of Rayme

NECHIPG19-01 3 Plan identifie”CHSCNEZ
January 1, 202



Lb 2L¢b9{{ 2 I 9vicéPnesident anfsBrker@ IM&nager of Individual and Family Business
and Senior Vice President aiBkcretary hereby sign your contract

Vice Preglentand General Manager of Individual Senior \te President and Secretary
and Family Business

NECH{PG19-01 4 Plan identifie2CHSCNEZ
January 1, 202



l. Introduction

A.  About your Policy and Schedule of Payments

ThisMedicaPolicy and/our Schedule of Payments describealth services that areligible for coverage
and the procedures yomust follow to obtainbenefits. Because many provisions are interrelated, you
should read this Policy angur Schedule of Payments in theintirety. The most specific and
appropriate section will apply for tse benefits related to the treatment of a specific condition.

For subscribers purchasing coverage throtlghExchangghe Exchangavill determine whether the
subscriber is qualified to purchase coverage throtlghExchangand will notify MedicaMembers are
subject to all terms and conditions of this Polisydthe Schedule of Payments.

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

Benefits apply when you receive health services from network providers. Such services must be
prescribed by and received fromnatwork provider, unless otherwise indicated in this Policy or your
Schedule of Payments. Benefits also apply to coverage for emergency services frogtwork
providers, including when you are traveling out of the service area. Falosare or schedad care
following an emergency must be received from a network provider to be covered as a benefit.

If a network provider refers you to a neretwork provider, you must call Medica to determine if the
services to be performed by the naretwork provider ae covered as benefits. Such referrals must be
prior approved by Medica to be eligible for coverage as benefits. Medica approves referrals to non
network providers only if care is not available from network providers.

In this Policyand your Schedule of Raents the wordsyou, yourandyourselfrefer to the memberThe
term subscriberefers to the person who is applying for or is issued the Policy.

B. Eligibility
To be eligible to enroll for coverage under this Padiggl the Schdule of Paymentsyou must be a
subscribepr dependentand meet the eligibility requirements stated below.
Subscriber eligibility
To be eligible to enroll for coverage teabscribemust:
1. be aNelraskaresident; and

2. if you are enrollingn a CataswphicPlan,be under the age of 38t the start of the policy yeaor
qualify for a hardship exemption, as determinedtbg Exchangeand

complete an apptiation fornt and

4. not have failed to pay premium which you were obligated to pay for individual/familgrage
with Medica or its affiliates for any period of coverage in the 12 months prior to your requested
effective dateof this Policy.

Child only eligibility

NECH{PG19-01 5 Plan identifie2CHSCNEZ
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Individuals under the age of 21 are eligible to enrali a subscribewithout an adult on the Pticy.
Siblings of the childubscribemay be added to the child dzo & O KHild GhiyJbéicy. Any newborn
or newly adopted childbf a subscriberunder the age of 21 may be covered through a separate child
only policyor this child only policy

Dependenteligibility
To be eligible to enroll for coverage, thependentspouse or domestic partnenust:
1. be aNebraskaesidert; and

2. if enrolling in a Catastrophic Plare under the age of 30r qualify for a hardship exemption, as
determined bythe Exchangevhen added as a dependeand

3. not have failed to pay premium which you were obligated to pay for individual/family coverage
with Medica or its affiliates for any period of coverage in the 12 months prior to the requested
coverage effectivelate for you undethis Policy.

To be eligible to enroll for coverage dependenchildmustbe under the age d?6 (seeExtending a
OKAf RQabel®i). A AA0AT AGR
OEGSYRAY3I I OKAtRQ&a St AIAOAfAGE

A dependent child is no longer eligible for coverage under this Raliggur Schedule of Payments
when he or she reaches the dependent limiting ag@@&fHowever:

1. TKS OKAf RQa S if theLhild is ihchpaldle ofleifysiaining @zdpioyment by
reason ofintellectualor physical disability and is chiefly dependent uploa subscriber for
support and maintenance. An iliness that does not cause a child to be incapable of self
sustaining employment will not be considered a physical disabilibycontinue coverage for
a disabled dependerthild, you must providéMedicawith proof of such disability and
dependency within 31 days of the child reaching the dependent limiting agé& oBeginning
two years after the child reaches the dependent limiting ag2éMedicamayrequire
annual proof of disability and dependenoy

2. Adependent child igligible for continuing coverage under this Policy to the age of 30 if he or
she is (a) unmarried, (b) a Nebraska resident, and (c) does not receive coverage under
another health benefit planThe child must have been covered agependent child under
this Policy at the age of 26 in order to continue coverage under this provision.

C. Enroliment
Open enrollment and effective date of coverage

For subscribers and dependents, the pdraf time identified eaclyear by Medica or bthe

Exchanggeas applicablefor open enrollmentjs the periodduring which subscribers and

dependents may elect to enroll in coverage. An application for yourself and any dependents must
be submitted tothe Exchangéor coverage offred throughthe Exchangeor to Medica for coverage
offered directly through Medica.

For subscribers and dependents who enroll throtlgh Exchangecoverage will be effective as
determined bythe Exchangand confirmed by Medicdor subscribers and depdents who enroll

NECHIPG19-01 6 Plan identifie”CHSCNEZ
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directly through Medica, coverage will be effective as determined by Medica in accordance with
applicable law.

Medica may ask you for information to confirm your eligibility for coverdgye accepting coverage
under this Policy and yochedule of Payments, you agree to cooperate with our reasonable
request for information.

Special enrollment and effective date of coverage

Special enrollment periods are provided to subscribers and dependents under certain
circumstances. For coveragetained throughthe Exchangeeligibility for special enrollment will

be as determined bthe Exchangand confirmed by Medicalf coverage was not obtained through
the Exchangeeligibility for special enroliment will be determined by Medica. Medica iregu
documentation to be submitted to Medica to demonstrate that there is a current special enroliment
period. The effective date of coverage depends upon the type of special enroliment. Unless
otherwise stated, the subscriber shall have 60 dallswingthe date of thelife event to exercise

his or her right for a special enroliment.

Please note, if coverage was obtained throutife Exchangecontactthe Exchangéo notify them
of the life event and to exercise your right for a special enrollment.

Medica may ask you for information to confirm your eligibility for coverd@yeaccepting coverage
under this Policy and your Schedule of Payments, you agree to cooperate with our reasonable
request for information.

The following are thdife events forspecial enroliment opportunitieswhether you enrolled through
the Exchange or not:

1. The subscriber gains a dependent through marriage, birth, adoption, placement for
adoption, or child support order or other court order. If coverage was obtained thrthagh
Exchangeyou must contacthe Exchangéo enroll the dependent and determine what
types of plan changes can be made due to this special enrolliretite case of marriagat
least one spouse must demonstrate having minimum essential coverage for lreiags
during the 60 days preceding the date of marriamdess (1) the spouse is moving from a
foreign country or US territory, (2) the spouse is an Indian as defined in the Indian Health
Care Improvement Act, or (3) the spouse lived for 1 or more dagisglthe 60 days leading
up to the event or during the most recent preceding open enrollment in a service area
where no qualified health plans were offered through the Exchangeot, then there is no
special enroliment period for either spouse. Thubscriber is permitted to either add the
dependent to this current policy, or if the dependent is not eligible under this policy, the
subscriber and his or her dependents may enroll in another plan within the same metal
level. If no plan is available itné same metal level, the subscriber and dependent may
enroll in another plan one metal level higher or lower than the current pfan.at the
option of the subscriber or dependent, the dependent may be enrolled separately in any
available planin the cae of birth,adoption or placement for adoptiorthild support or
other court order,coverage begins on the date of birth, date of adoption or date of

NECH{PG19-01 7 Plan identifie2CHSCNEZ
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placement for adoption, respectively tre first of the month following plan selection if
allowed by Medta orthe Exchangeand elected by you, as applicable.the case of
marriage coverage igenerallyeffective on the first day of the month following plan
selection inthe Exchanger enroliment with Medica, as applicable. Sdew to add
dependentdelowfor more information. In the case of a child support order other court
order, coverage igenerallyeffective on the date specified in the order.

2. If the subscribeor enrolleddependentloses a dependent or i® longer considered a
dependent throudy divorce or legal separation as defined by State law in the State in which
the divorce or legal separation occurs, or if thember, or his or her dependent, diedn
these instances, if the result is a loss of minimum essential coverage for the sabscrib
enrolled dependent, the person who lost coverage will haapecial enroliment period.
Coverage is effective on the date established by Medica or the Exchange, as applicable.

3. For subscribersurrentlyenrolled through the Exchangehd subscribeor dependent
enrolled in the same qualified health pledetermined to be newlineligible for an
advance premium taxredit or costsharing reductions. Coverage is effective on the date
established byedica orthe Exchangeas applicable

4. A qualified inlividual or dependent gains access to a rpwalifiedhealth plan as a result of
a permanent move. The qualified individual or dependent must have had minimum
essential coverage for at least one day in the 60 days prior to the permanentuntess
(1) the spouse is moving from a foreign country or US territory, (2) the spouse is an Indian as
defined in the Indian Health Care Improvement Act, or (3) the spouse lived for 1 or more
days during the 60 days leading up to the move or during the most receocggireg open
enrollment in a service area where no qualified health plans were offered through the
Exchange The subscriber or dependent has 60 days before or after the life event to
exercise his or haight for a special enrollmentMoving solely for mdical treatment or
vacation does not qualify an individual for this special enrollment period. Coverage is
effective on the date established by Medica or the Exchange, as applicable.

5, ¢KS adzmaONROSNI 2NJ RSLISYRSy (G f 2 &éundesfeddral A Y dzy S,
law, is enrolled in a nortalendar year group or individual plasr, loses certain pregnaney
relatedcoverage or coverage for an unborn chddmedically needyaverage as defined
under the Social Security Ackoss of minimum essent@bverageunder this paragraph
does not includevoluntarytermination of coverageor loss due to failure to pay premiums
or rescission.The subscriber or dependent has 60 days before or after the life event to
exercise his or her right for a special elm@nt. The date of the loss of coverage for those
enrolled in a norcalendar year plan is the last day of the plan or policy yE€aerage is
effective on the date established by Medicatloe Exchangeas applicable.

6. The subscriber demonstrates to Mieaor the Exchangeas applicableghat the health plan
providing coverage to him or her substantially violated a material provision of its contract.
Coverage is effeste on the date established by Medicatbe Exchangeas applicable.
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7. The subscrier demonstrates to Medica dhe Exchangeas applicable, that enrollment or
non-enrollment in a health plan was unintentional, inadvertent or erroneous and the result
of the error, misrepresentation or inaction tife Exchanger the United States Departemt
of Health and Human Serviges a norRExchange entitproviding enrollment assistance or
conducting enrollment activities Coverage is effective on the date established by Medica
or the Exchangeas applicable.

8. For subscribers and dependents, in taent of a qualifying event under section 603 of the
Employee Retirement Income Security Act of 1974, as amended. Coverage is effective on
the date established by Medica tire Exchangeas applicable.

9. For subscribers or dependents, in the event the stibec or dependent is a victim of
domestic abuse or spousal abandonment, including a dependent or unmarried victim within
a household, is enrolled in minimum essential coverage and seeks to enroll in coverage
separate from the perpetrator of the abuse dsandonment. Coverage is effective on the
date established by Medica tiie Exchangeas applicable. The dependent of a victim of
domestic abuse or spousal abandonment applying for or covered on the same application as
the victim, also may enroll in covage at the same time as the victim

10. This special enrollment period applies f@alified individuabr depenaent applies for
coverage orthe Exchangéuring annual open enrollment or a special enroliment, and is
determined bythe Exchangeas potentially éigible for Medicaid or CHIP, and is later
determined ineligible for Medicaid or CHIP after open enrollment ended or more than 60
days after the qualifying event. It also applies if ¢lified individuabr dependent
applies for coverage at the Stategllicaid or CHIP agency during annual open enrollment
and is determined ineligible for Medicaid or CHIP after open enrollment has ended.
Coverage is effective on the date established by MedidheExchangeas applicable.

Following are special enrollmeapportunities available only if you enrolled through the
ExchangeCoverage is effeiste on the date established ltge ExchangeContactthe Exchage
for information about the limitations of each special enroliment opportunity.

1. For an Indian enrollinghtoughthe Exchangeor the dependent of an Indian that is enrolled
or is enrolling through the Exchange on the same application as the |Jmi@hmonthly
basis as determined lihe Exchange

2. For subscribers enrolled throughe Exchangéhe subscribeor dependent enrolled in the
same qualified health plan is determined to be newly eligible for an advance premium tax
credit or has a change in eligibility for cestaring reductions.

3. A qualified individual, or his or her dependent, who is enrollechielayible employer
sponsored plan and is determined newly eligible for advance payments of the premium tax
credit.

4. For a consumer who was previously both (1) ineligible for advance premium tax credits
solely because of a household income below péfent of the Federal Poverty Leyeaind
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(2) ineligible for Medicaid because he or she was living in dviedticaid expansion state
during the same timeframe, who either experiences a change in household income or
moves to a different state, resulting in thertssumer becoming newly eligible for APTC. The
consumer has 60 days before or after the life event to exercise his aigmeifor a special
enrollment.

5. For subscribers and dependents enrolling throtigg Exchangein the event of gaining
status as a citien, national, or lawfully present individual, being released from
incarcerationas determined byhe Exchangelhe subscriber or dependent has 60 days
before or after the life event to exercise his or gt for a special enroliment.

6. For subscriber and dependents enrolling throughe Exchanggthe subscriber
demonstrates tdhe Exchangandthe Exchangéetermines that exceptional circumstances

apply.

7. The subscriber or dependent enrolled throutle Exchangadequately demonstrates to
the Exchangthat a material error related to plan benefits, service area, or premium
AYTEdzZSYOSR (GKS AYRAGARIZ f Qe ERBaOGgeda A 2y G2 LIJzND

8. For a consumer who resolves a data matching issue following the end of an inconsistency
period or hasan annual household income under 1p€rcent of the Federal Poverty Level
and did not enroll in coverage while waiting for HHS to verify that he or she meets the
citizenship, national, or immigration status.

How to add dependents

Except for policies issddo individuals under the age of 2gwerage for new dependents may be

FRRSR | FOSN) KS & dzo ddEshidbenl BOpEEenrdiReti®dshesid o6 SIAya | a
enrolimentabove. Please note with regard to births and adoptions: Medica does not autorhatical

know of a birth or adoption or whether the subscriber would like coverage for the newborn or newly
adopted dependentYou must, therefore, request that the newborn or ngwadopted dependent

be addedIf additional premium is required, Medica is entitleo all premiums due fror81 days

followingd KS GAYS 2F (GKS OKAfRQA& O0OANIKIZ |R2LIGAZ2Y 2NJ L
covered subscriber notifies Medica of the birth or adoption.

Notification

Unless a longer period is provided in this Policg,subscriber must niify Medica in writing within
31days of the effective date of any changeshtimeaddress or name, or other facts identifying you
or your dependents.

D. Premiums

Your premiums must be prepaly the subscribeifrom the date coverage startdf a subscriber or
dependent has enrolled through a special enrollment period retroactively, your premiums must be paid
by the date established by Medica.

If you are receiving an advance premium teedit, you willneedtd.J- &8 &2 dz2NJ a K NB 2F GKS
premiumby the dateestablished by Medica
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Your premium may change each year as permitted by state and federal law. You will be provided at
least 30 days written notice before a change in the premium.

Medica does not ecept premium payment directly or indirectly from any third party including, but not
limited to, any health care provider, except as stated in this paragraph. Medica will also accept

premium payments from the following third parties, to the extent requitsdaw: Ryan White

HIV/AIDS Program under title XXVI of the Public Health Service Act; Indian tribes, tribal organizations or
urban Indian organizations; and state and federal government progréremiums paid by you, ¢h
subscribey or the thirdparties listed in the prior sentence, will not be reimbursed or contributed to by

or on behalf of any other third party including, but not limited to, any health care provider directly or
indirectly.

E. Grace griod

The grace periodtdJ G KS &ddz0 aONAOSNID&a LI &YSyid 2F LINBYAdzYa 64
paymentis due. If you pay the premium at any time during this grace period, this Policpahiad

terminated If premium is not paid by the end of the grace period, coyenaill endas stated in

Ending Coverage

If you are receiving an advance premium tad&RA G X G KS 3INI OS LISNA2R F2N) (K
premiums will be 3 months from the dasgpremiumpaymentis due.

1 If you payyourfull share ofthe premium atany timeduring this grace periodyhich includes
any additional missed premium payments during the grace petiosl Rolicy shalhot be
terminated

1 If your share of the fulbremium is not paid by the end of the grace period, coverage will end as
stated inEnding CoverageMedica will pay benefits only for the first month of the grace
period.

1 For example, if you fail to make the premium payment for March, April and May, Medica will
pay benefitoonly for services you receive in Maralmless you payour full share ofallthe
premiums for March, April and May by the end of Mage aware that benefits will not be
paid after the first month of the3 monthgrace period

If the person obligated to pay premiums under this Policy has not paid the pagirdodums by the

end of the grace period, and Medica has provided coverage during the grace period, then that person
maynot be allowed to enroll in any other Medica (or its affiliates) individual or family policies for up to
twelve months following the begning of the grace period. If the subscriber wants to obtain Medica
individual or family coverage before the end of the twekhaenth period, the subscribenayneed to

pay the outstanding premium owed under the prior Medica potiogsistent under Medic@a LINR OS & &

F. Changes to thi$olicy

The coverage provided under this Policy may change eaclaggmrmitted or requiredh compliance

with federal or state regulatory requirements, or to ensure that your Policy ragisthe actuarial value

for the designated metal levels as defined in federal lfwve make a material modification to a term of
this Policy that was also referenced on the most recent Summary of Benefits and Coverage (SBC) for
this Policy, we will gie you at least a 60 day advance notice prior to the effective date of the material
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modification. Any provision of thifolicy which, on its effective date, is in conflict with the law of the
federal government or this state is hereby amended to conforrtheominimum requirements of such
law.

G. Benefits

What you must do to receivbenefits
Each time you receive health services, you must:

1. Confirm with Medica that your provider is a network proviaéth your Medica plario be
eligible for benefits;

2. ldentify yourself as &edicamember; and

3. Present youMedicaidentification cardHaving and using a Medica identification card does not
guarantee coverage.

If your provider asks for your health care identification card and you do eatifg yourself as a
Medicamember within 180 days of the date of service, you may be responsible for paying the cost of
the service you received

It is your responsibility to alert Medica regarding any discounts, coupons, rebates, or financial
arrangemens between you and a provider or manufacturer for health care items or services,
prescribed drugs and/or devices. Discounts, coupons, rebates, or similar reimbursement provided to
you by providers or manufacturers will not satisfy your-ofspocket cost shring responsibilities. Such
amounts will not accumulate toward your deductible and-offpocket maximumgall Customer

Service at one of the telephone numbdisted at the front of this Policy

Benefits

Medica will cover health services and suppliesescribed in this Policy and your Schedule of
Paymentsnly if they are provided by network providem received from a nometwork provider to
whom you have been specifically directed by a network provialed are authorized by MedicaPrior
authorization mayalsobe required fromMedicafor certain benefiteeven if a provider has directed or
recommended that you receive the services or supplitsis Policy angour Schedule of Payments
fully define your benefits and describe procedures you musivioto obtain benefits.

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

Medica will cover routinéJr G A Sy & Oz2ada Ay O2yySOGAz2y gAGK I | dz
approved clinical trial at thapplicablebenefit level. Routine patient costs argems and services that

would be covered benefitsven whemot provided in connection with élinical trial. Routine patient

costs do not include an investigative or experimental item, device, or service; items or services

provided solely to satisfy data collection and analysis needs and not used in clinical management; or a
service that is cledy inconsistent with widely accepted and established standards of care for a

particular diagnosis.
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Non-network providers

Emergency services received from augtwork providers are covered benefit§ o Ie eligible for
coverage from nometwork providersservices must be due to an emergency, as definddefnitions

Additionally, under certain circumstancesicawill authorize your obtaining services from a ron
network provider. Such authorizations are generally provided only in situations Waghe requested
services are not available from network providergb) nonnetwork providers are performing
radiology,anesthesiology, pathology, and laboratory services, without your consent and knowledge, in
a network provider setting.

When you access aafrom nonnetwork providers, you will be responsible for filing claims in order to
be reimbursed for covered benefit&or information on submitting claims, refer 8ubmitting a Claim

Exclusions

Certain health services are not covered. Read thisyfalica detailel explanation of all exclusions.

H. Providers

Enrolling in aMedicaplan does not guarantee that a particular provider (in Medicanetwork
provider directory) will remain aetwork provideror provide you with healt services. When a
provider no longer participates withledica you must choose to receive health services firegtwork
providers to continue to be eligible fixenefits

You must verify that your provider imatwork providereach time you receive hdalservices.
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 gur access to health care. These payment methods may include:

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

2. Arisksharing arrangement, such as an amount per day, per stay, per episode, per case, per
period of illness, per maber 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 iddeservice.

Feefor-service payment means thiedicapays the network provider a fee for each service provided.

LT GKS LI eYSyid A& LISNI AaSNBAOS: GKS ySig2N] LINBOAF
schedule. The amount the network provider receives is the lesser of the fee sclediiat the

network provider would have otherwise billed. If the payment is percentage of charges, the network

LINE A RSNDA LI eyYSyid Aa I aSid LISNOSydalr3IsS 2F GKS LINE
provider, less any applicable copayment, coinsaeaar deductible, is considered to be payment in full.

In certainrisk-sharingpayment arrangements, &tlicapays 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 egisode,

amount per case, an amount per period of iliness, 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
YSYOSNRa KSIfdK aSNIBAOS a imelbiite shprall. dizhd dmowdNRidta R S NI Y I
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network provider may keep some of the excefsotherrisk-sharingarrangements, the network

accepts a portio of the financial risk for the provision of covered services to all members enrolled in a
particular Medica product.

Some network providers are authorized to arrange for a member to receive certain health services
from other providers. This decision masult in a network provider keeping more or less of the-risk
sharing payment.

Withhold arrangements

For some network providers paid on a fig-service basis, including most network physicians and

clinics, Medica holds back some of the payment. THsigrigetimes referred to as a physician

contingency reserve or holdback. The withhold amount generally will not exceed 15 percent of the fee
schedule amount.

bSGig2N] LINRPGARSNE YIe& SINYy GKS gAGKK2ER FY2dzyid ol
MediOF Q&4 . 2FNR 2F 5ANBOG2NAE | YRKSNYSH&IFER] 2 YINE BS RS KK
contract.Based on individual measures, the percentage of the withhold amount paid, if any, can vary

among network providers.

Only the initial payment to network puiders will be subject to copaymentpinsurance and/or
deductible amounts. Subsequent return of withheld amounts, although attributable to services
rendered by the network provider, will not give rise to a second coinsurance obligation or deductible
liability for, or refund to, the member who received the original covered services.

Non-network providers

When a service from a nemetwork provider is covered, the nemetwork provider is paid a fee for
each covered service that is provided.

[. Submitting a taim

Claims for benefits from network providers

If you receive a bill for any benefit frormatwork provider you may submit the claim following the
procedures described below, und€taims for benefits from nemetwork provwders or call Customer
Service at one of the telephone numbdisted at the front of this Policy

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

Claims for begfits from nonnetwork providers

When you receive services from noaetwork providers, you will be responsible for filing claims in
order to be reimbursed for covered benefit€laim forms can be found atedica.condindividualLogin
or you may request claim forms by calling Customer Service at one of the telephone nuistbdrat
the front of this Policy If the claim forms are not sent to you within 15 days, you may submit an
itemized statement without the claim form to &lica You should retain copies of all claim forms and
correspondence for your records.

GenerallyMedicadoes notaccept assignment of befits to nonnetwork providers.
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You must submit the claim in English along withedMaclaim form to Medicano later than 365 days
after receiving benefitexcept in theabsenceof legal capacity Your Mdicamember rumber must be
on the claim.

Mail to the address identified on the back of yadentification card.

Medicawill notify you of authorization of the claim within 30 days of receipt of the clairsend
written notice ofthe denial of the claim within 15 dayof the determination.

If your claim does not contain all the informatioreMicaneeds to make a determination, édicamay

request additional information. Edicawill notify you of its decision within 15 days of receiving the

additional information. Ifou do not respond to MdicaQa NBlj dzSad oA GKAY np RlI&a:z
denied.

Claims foremergencyservices provided outside the United States

Claims foemergencyservices rendered in a foreign country will require the following additional
documentation:

1. Claims submitted in English with the currency exchange rate for the date health services were
received.

Itemization of the bill or claim.
The related redicd records (submitted in English).

Proof of your payment of the claim.

o~ N

A complete copy of your paport and airline ticket.
6. Such other documentation asédicamay request.
Foremergencyservices rendered in a foreign countryecawill pay you directly.
Medicawill not reimburse you for costs associated with translation efiind records or claims.
Time limits

If you have a complaint or disagree with a decision legdida you may follow the complaint procedure
outlined inComplaintor you may initiate legal action at any point.

However, you may not bring legal action more thlree years after Mdicahas made a coverage
determination regarding your claim.

J. Referrals and Prior Authorization

Note: Prior authorization(approval in advanceis a clinical review that services araedically
necessary Reeiving prior authorization is not a guarantee of payment. Benefits will be determined
once a claim is received and will be based upon, among other things, your eligibility and the terms
and conditions of thigPolicy applicable on the date you receive séres.

Prior Authorization

Certain health services are covered only upon referral. All referrals tenatwork providers and
certain types ohetwork providersgequire prior authorization byvledica Prior authorization from
Medicais required before you ieeive certain services or suppliegen if a provider has directed or
recommended that youaceive the services or suppliesorder to determine whether a particular
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service or supply imedicdly necessary and a benefiledicauses written procedures ahcriteria

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 nuisteztsat the
front of this Policy

Your attending pvider, you or someone on your behalf may contsledicato request prior
authorization. Your network provider will contddiedicato request prior authorization for a service or
supply. You must contadMedicato request prior authorization for services suppliegeceived from a
non-network provider. If a network provider fails tequestprior authorizationafter you have

consulted with them about services requiring prior authorization, you are not subject to a penalty for
failure to obtain prior autorization.

Emergency services do not require prior authorization.

You do not require prior authorization in order to obtain access to obstetrical or gynecological care
from a network provider who specializes in obstetrics or gynecology. However, cefrthim gpecific
services provided by that network provider may require prior authorization, as described further in this
Policy.

Some of the services that may require prior authorization from Medica include:
1. Reconstructive or restorative surggmyocedures
2. Treatment of a diagnosed temporomandibular jofiMJ)disorder or craniomandibular disorder;

3. Solid wgan and bone marrow transplaserviceg; this prior authorization must be obtained
before the transplant workup is initiated

Treatment at adesignatedacility for complex medical conditions;
Home health careservices

Durable medical equipment;

Outpatient surgical procedures;

Certain genetic tests;

© © N o 0 &

Certain drugsind biologics;

10. Inpatient care including mental health and substance use disorders, skillesing facility
services, long term acute hospital (LTAH) and acute inpatient rehab (AIR);

11. Certain outpatient mental health and substance use disorder services;

12. Certain imaging services;

13. Certain professionally administered drugs;

14. Nonemergency licensedraambulance transportation; and

15. Benefits for services from nenetwork providers, with the exception of emergency services.

Pregnancy/maternity care servicesceived from a network provideto not require prior authorization or
a referral and will be cared.

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

1. Name and telephone numbef the provider who is making the request;

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

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

4. Specift information related to your condition (for exampteedical records oa letter ofmedicd
necessity from your provider);

5. Other applicable member information (i.&ledicamember number).

Medicawill review your requestor prior authorizationrand provig a response to you and your
attending provider withinl5 calendardays after the date your request was receiyptbvided all
information reasonably necessary to make a decision has peento Medica

Medicawill respond within a time period not excerd) 72 hours from the time of the initial request if

1) your attending provider believes that an expedited review is warrante@) Medicaconcludes that

a delay could seriously jeopardize your life, health, or ability to regain maximum funati8hyou

could be subject to severe pain that cannot be adequately managed without the care or treatment you
are requesting

If Medicadoes not approvéehe request for prior authorization, you have the right to appkdicaQ a
decision aslescribed infComplaints

Under certain circumstancelledicamay perform concurrent review to determine whether services
continue to bemedicdly necessary. Medicadetermines that services are no longeedicdly
necessaryMedicawill inform both you and your attending pvader in writing of its decision. Medica
does not approve continued coverage, you or your attending provider may apfehitds initial
decision(seeComplaints.

Referrals to nometwork providers

It is to your advantage to seekedica & | dz(i ikf@r NJerrals fo hddnetwork providersbeforeyou
receive services. 8&tlicacan then tell you what your benefits will be for the services you may receive.

If you want to apply for a standing referral to a roetwork provider, contact Mdicafor more
information. A standing referral is a referral issued metwvork providerand authorized by Mdica
for conditions that require ongoing services from a specialist provider. Standing refeiltalaly be
covered for the period of time appropriate to youradicd condition.A standing referral may be
granted if Medicadetermines a standing referral clinically appropriate.

Referrals and standing referrals will not be covered to accommodate personal preferences, family
convenience, or other nemedicd reasors. Referrals will also not be covered for care that has already
been provided.

If your request for a standing referral is denied, you have the right to appeal this decision as described
in Complaints

What you must do

1. Request a referral or standing refafifrom a network provider to receiveedicdly necessary
services from a nonetwork provider. The referral will be in writing and will:
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a. Indicate the time period during which services must be received; and
b. Specify the service(s) to be provided; and
c. Directyou to the nonnetwork provider selected by your network provider.

2. Seek prior authorization from &tlicaby calling one of the telephone numbdisted at the front
of this PolicyMedicadoes not guarantee coverage of services that are received befare yo
obtain prior authorization from Mdica

3. If prior authorization has been obtained fromeldicg pay the same amount you would have
paid if the services had been received fromedawork provider.

4. Pay any charges not authorized for coverage leylida
Wha Medicawill do

1. May require that you see another network provider selected mBdiMabefore a determination
by Medicathat a referral to a nometwork provider is radicdly necessary.

2. May require that you obtain a referral or standing referral from awak provider to a non
network provider practicing in the same or similar specialty.

3. Provide coverage for health services that are:
a. Otherwise eligible for coverage under this Policy or your Schedule of Payments; and
b. Recommended by a network physician

4. Revew your request for prior authorization and respond witffifteen calendadays of receipt
of your request provided that all information reasonably necessary to make a decision has been
given to Medica.However Medica will respond within a time periatbt exceeding 72 hours
from the time of the initial request if 1) your attending provider believes that an expedited
appeal is warranted, or 2) Medica concludes that a delay could seriously jeopardize your life,
health, or ability to regain maximum functipor 3) you could be subject to severe pain that
cannot be adequately managed without the care or treatment you are seeking.

K. Continuity of care

To request continuity of care or if you have questions about how thisapply to you, call Customer
Service at one of the telephone numbdisted at the front of this Policy

If you are currently in an active course of treatment with a treating provider, you have a right to

continuity of care.If the contract between Medicand your treating provider terminates without

cause, you may be eligible to continue care with that providaontinuity of care only applies if you

FNB Ay Fy OGAGS O02dzNBES 2F GUNBFGYSyld 6A0GK GKS LINEP
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Upon request, Medica will authorize continuity of care as described above for the following conditions:
1. An ongoing course of treatment for a lifereatening condition;
2. An ongoing curse of treatment for a serious acute condition, such as chemotherapy;

3. Pregnancy in the second or third trimesters, through the postpartum period; or
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4. An ongoing course of treatment for a health condition for which a treating physician or health
care proviler attests that discontinuing care by that physician or health care provider would
worsen the condition or interfere with anticipated outcomes

Continuity of care, as described above, will continue until the active course of treatment is complete, or
90 days, whichever is shorterAuthorization 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.

Medica may require medical records or other supporting documentation from your provider to review
your request, and will consider each request on a dasease basislf Medica authorizes your request
to continue care with your current provider, Medica wipdain 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 eligiblior benefits If your request is denied, Medica will explain the

criteria used to mke its decision.You may appeal this decision.

LT @2dzNJ LINPGARSNI F INBESa 2 O2yLXeée ¢gAGK aSRAOFQ&a L
with all necessary medical information related to your care, and accepts as payment in full the lesser of
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provider will not be permitted to bill you for the amount in excess of your deductible and coinsurance

or copay described in your Schedule of Payments.

Coverage will not be provided for services or treatments that are not otherwise covered under this
Policy or your Schedule of Payments.

LT aSRAOI GSNXAYI(GS& &2dz2NJ OdZNNByYy G LINPGARSNRA 02y
and how your care willdtransferred to another network provider.

L. Harmful use of nedicd services

If it is determined that you are receiving health services or prescription drugs in a quantity or manner
that may harm your health, Bdicawill notify you that you have 30 days to choose one network
physician, hospital and pharmacy to be your coordinating health care providers.

If you do not choose your coordinating health care providers within 30 dagdidsiwill choose for
you.

Failue to receive services from or through your coordinating health care providers will result in a
denial of coverage.

You must obtain a referral from your coordinating health care provider if your condition requires care
or treatment from a provider other thn your coordinating health care provider.

Medicawill send you specific information about:

1. How to obtain approval for benefits not available from your abnating health care providers;
and

2. How to obtain emergency care; and

3. When these restrictions end.
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M. MedicaQd woASHOKo@ation and Reimbursement
tKAa aSOlA2y RSaONAROGSa aSRAOFQaSRAOKOAZ2MAAHDARAN
Nebraska and federal lavReferences td & 2 dz¢ 2 NJ d@2dz2NE Ay (KA&a aSOlAzy
representatives, your estate and your heirs and next of kin and beneficiaries unless otherwise stated.
C2NJAYF2NXYIGA2Y Fo2dzi GKS STFSOG 2F btSatach{ | | YR
an attorney.
1. Medica has a right of subrogation against any third party, individual, corporation, insurer
(except as provided in Neb.Rev.Stat. §34459) or other entity or person who may be legally
responsible for payment of medical expensefated to your illness orinjurya SRA O Q& NA IK
subrogation shall be governed according to this sectmr§ RA OF Q& NAIKG G2 NBO2¢C
subrogation interest applies only after you have received a full recovery for your illness or injury
from anothersource of compensation for your illness or injury.

22aSRAOFQa adzoNR3IIFGA2Y AYyUGSNBadG Aa (GKS NBlFazyl of
3.aSRAOFQa NAIKG G2 NBEO2OSNI AGAa adzoNRIALFGAR2Y AYydS
pay a pro rata sére of your disbursements, attorney fees and costs and other expenses incurred
in obtaining the recovery from another source unless Medica is separately represented by an

attorney. If Medica is represented by an attorney, an agreement regarding allocdttbe
disbursements, fees and costs may be reached.

B

4. By accepting coverage under the Contract, you agree:

a. That if Medica pays benefits for medical expenses you incur as a result of any act by a third
party for which the third party is or may be legallgpensible, and you later obtain full
recovery, you are obligated to reimburse Medica for the benefits paid in accordance with
Nebraskdaw.

b.¢2 O22LISNI GS 6AGK aSRAOF 2N Ada RSaAa3aIySS (2 K
subrogation and reimburseemt provision and to provide all information Medica may
reasonably request to determine its rights under this provision.

c. To provide prompt written notice to Medica when you make a claim against a party for
injuries.

d. To provide prompt written notice of Me@il Qa adzo NP3l GA2y NAIKGE (G2 |
you assert a claim for injuries.

e.¢2 R2 y20KAYy3 G2 RSONBIFAS 2N ftAYAOG aSRAOFQ&a N
receiving benefits, or under the Contract.

f. Medica may take action to preserits legal rights.This includes bringing suit in your name.

g. Medica may collect its subrogation interest from the proceeds of any settlement or judgment
recovered by you, your legal representative or the legal representative(s) of your estate or

next-of-kin.
h.¢2 K2fR Ay GNMzZAG GKS LINRPOSSRa 2F lyeé aSaat SySs
provision.
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i. You will cooperate with Medica in protecting its legal and equitable rights to subrogation and
reimbursement in a timely manner, including, but natited to:

I.  Signing and/or delivering such documents as Medica or its agents reasonably request to
secure the subrogation and reimbursement claim.

ii. Responding to requests for information about any accident or injuries, and providing all
information Medica m# reasonably request to determine its rights under this
subrogation and reimbursement provision.

iii. Making court appearances.

iv. holdlFAyAy3a aSRAOIFIQa O2yaSyid 2NJ Ada |3ISydad
liability or payment of medical expenses.

v. Complyingwith the terms of this section.
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Out-of-PocketExpenses

You are responsible for paying the cost of a service that iswedicdly necessary ais nota covered
benefit even if the following occurs:

1. A provider perbrms, 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 instancesyig® 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 segour Schedule of Paymenisr specific information about your benefits and coveragelsy
To verify coverage before receiving a particular service or supply, call Customer Service at one of the
telephone numberdisted at the front of this Policy

A. Cost sharing: @payments, coinsurance and deductibles

For benefits, you must pay the folling:

1. Any applicable copayment, coinsurance and deductible as descriltied 8chedule of
Payments

You must pay an annual deductibléhe time period used to determine how much of your
deductible you have satisfied is a calendar yé€aeeyour Schedulef Paymentg

Please note that amounts reimbursed or paid by a provider or manufacturer, including
manufacturer coupons, point of service rebates, coupon cards, debit cards or other forms of
reimbursement or payment on your behalf for a product or serwad not apply toward

your deductible

2. Any charge that is not covered under this Poticyhe Schedule of Payments.
Cost sharing reductions
Costsharing is a combination of coinsurance, copayments and youratiédk

If the Exchangdetermines you areligible for a cossharing reduction, you will be offered one of
three silver cossharing variations based on your household income. This will lower your cost
sharing for benefits. If you move between different eskaring variations because of a
redetermination of your eligibility for a specific cestharing variation, the time period does not start
again when you move to a new cesftaring variationincluding a standard silver plaBecause
different variations may have different deductibles, itymove to a plan with a higher deductible
because of a change in your income, you will have to meet the new higher deductible, but the
amounts you paid already will be counted toward the new higher deductible. You might also move
to a plan with a lower daéuctible based on a change in income, if you have alreatigfied the high
deductible, it will count toward your new deductible and eaftpocket maximums, but you will not
receive a rebate of the excess you have paid over your new deductible.
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In the eveat a costsharing variation plan is no longer available throtigd Exchangas outlined in
the Ending Coveraggection, and you move to the standard ca$iaringversionof that same plan,
the time period for determining your costharing does not stadgain for that calendar year.

For exampleif you satisfy a $500 deductible and pay $100 #pagments in one plan variation,
then move to a different plan variationith a $750 deductible as a result of a change in eligibility,
the $500would apply towads the new deductible and you would need to satisfy the remaining
$250 of the new deductible.

American Indians and Alaskidatives

If the Exchangéetermines you are eligible for a zero ca$iaring variation, you will be offered a
zero costsharing variabn of the plan you have chosen. This will eliminate your-sbating for
benefits An individual thathe Exchangéetermines is an American Indian or Alaska Native will
have no cost sharing required on benefits received from Indian Health ServidesjamTribe,
Tribal Organization, or Urban Indian Organization (each as defined in 25 U.S.C. 1603), or through a
referral under contract health serviceas contract health services are defined and provided
pursuant to 42 C.F. R. Subpart C and any ah@&tance issued pursuant to that sectiolfiyou
intend this Policy to qualify as an H&@mpliant high deductible health plan allowing you to
contribute to an HSA, you should carefully consider whether to accept ashasnhg reduction for
services fronmthese providers.The costsharing reduction will disqualify this Policy from being an
HSAcompliant high deductible health plan.

B. Out-of-pocket maximum

The outof-pocket maximum is an accumulation of the

1 copayments
M coinsuranceand
9 deductible

paid fa benefits received during a calendar year. Unless otherwise specified, yooitn#

required to pay more than the owutf-pocket maximum for benefiteeceived during a calendar year
Any amount or chargaot covered, including charges for services eligible for coverage, isot
applicable toward the oubf-pocket maximum.

Please note that amounts reimbursed or paid by a provider or manufacturer, including
manufacturer coupons, point of service rebates, coupon cards, debit cards or other forms of
reimbursement or payment on your behalf for a product or service, will not apply toward your out
of-pocket maximum.

After the outof-pocket maximum has been met, all other covered benefits received during the rest
of the calendar year will be covered at 10@%cept for any charge not covered bledica The
out-of-pocket maximum iglescribed in the Oubf-Pocket Expenses table in your Schedule of
Payments

Medicarefunds the amount over theut-of-pocket maximum during any calendar year when proof
of excess qmayments, coinsurance and deductible is received and verifidddnica
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lIl. Covered Benefits

Prior authorization (approval in advance) is required before you receive certain services listed below.
To determine if Medica rquires prior authorization for a particular service or treatment, please call
Medica Customer Service at one of the numbers lisetdhe front of this Policy. Please seBrior
authorizationin Referrals andPrior Authorizationfor more information aboutprior authorization
requirements and processes.

A. Ambulance
Medicacovers ambulance services as described in the Schedule of Payments.
Not covered:

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

2. Nonemergency ambulance transportation services (except as described in the Schedule of
Payments).

B. Anesthesia
Medicacovers anesthesia services as described in thedsdh®f Payments.
Not covered:
1. Anesthesia services provided by a rugtwork provider.

2. Anesthesia services provided foon-covered services, includiigansplant services.

C. Chiropracticor Osteopathic Manipulation

Medicacovers chiropractior osteopathicservicedo treat conditions related to muscles, skeleton and
nerves of the bodyThis includes spinal manipulatioosother manipulative therapies.

Not covered:
1. Chiropracticor osteopathicservies provided by a nenetwork provider.

2. Massage therapwhich is performed in conjunction with other treatment by a chiropractor as
part of a prescribed treatment plathat is billed separately.

D. Diabetes Management and Supplies
Medicacovers

1 diabetes seHmanagement training and education, includimgdicd nutrition therapy, received
from a provider in a program consistent with national educational standards (as established by the
American Diabetes Associati);

i patient management home visits when medically necessary
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9 diabetic equipment and supplies, including blood glucose methien received from a network
pharmacy

1 insulin pumps and their related supplies when received frometavork durable medical eqpment
provider; and

9 routine foot caref part of treatment for diabetes.

Not covered:

Diabetes management and supplies received from or provided by @etwork provider.

Diagnostic Imaging
Medicacovers diagnostic imaag services suchnays and other imaging services when

9 ordered by a providerand
9 provided in a clinic or outpatient hospital facility.

Not covered:

Diagnostic imaging services provided by a-network provider

DurableMedicd Equipment, Prostheti&, and Miscellaneous Medic&8upplies

Medicacovers only a limited selection of durabitedicd equipment and certain related supplies that

meet the criteria establiskd byMedica Some items ordered by your physician, evaneatlicdly

necessary, may not be coverethe list of eligible durablmedicd equipment and certain related

supplies is periodically reviewed and modified\bgdica To request a list dfledica @ligible durable

medicd equipment and certain related supplies, call Customer Service at one of the telephone numbers
listed at the front of this Policy

Medicadetermines if durablenedicd equipment will be purchased or renteMediccQ & | LILINR @ £ 2 F
rental of durablemedicd 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 nufigtedsat the front

of this Policy

Quantity limits may apply toutable medical equipment, prosthetics and medical supplies.

If the durablemedicd equipment or prosthetic device is coveredMsgdica but the model you select is
notMedicadQad a il yRI NR Y2RSf>X @2dz gAftf 0S NBalLRyairotS 7F:
Diabetic equiment and supplies, other than insulin pumps and the equipment and supplies related to

insulin pumps, are covered under tReescription Drugection of thidPolicy.

Benefitsapply to durablemedicd equipment and certain related supplies and prosthetio/sss
prescribed by a physician and received from a network dunadgldicd equipment provider as
described in the Schedule of Payments when prescribed by a network provider.

To request a list of network durabieedicd equipment providers, call Customegr8ice at one ofthe
telephone numberdisted at the front of this Policy

Not covered
1. Durable medical equipment and supplies, prosthetics and appliance&prblay a nometwork
provider.
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2. Durablemedicd equipment and supplies, prosthetiasd appliance not on theMedicaeligible
list.

Charges in excess of tedicastandard model of durablmedicd equipmentor prosthetics.

Repair, replacement or revision pfoperly functioningdurable medical equipmerand
prosthetics,including, but not limited todue to loss, damage or theft.

5. Duplicate durablenedicd equipmentand prosthetics, including repair, replacement or revision
of duplicate items.

6. Disposable supplies and appliances, except as described in this Policy or your Schedule of
Payments.

G. EmergermyRoom

Medicacovers emergencsoom servicesas described in your Schedule of Paymentsre a prudent
layperson would believe that a condition or symptom requires immediate treatment to:

1. Preserve your life; or
2. Prevent seipus impairment to your bodily functions, organs, or parts; or
3. Prevent placing your physical or mental health in serious jeopardy.

Emergency services from nowetwork providers will be covered benefits. To be eligible for coverage
from nonnetwork provides, services must be due to an emergenay definedn Definitions

You must notiffMedicaof emergency inpatient services as soon as reasonably possible after receiving
inpatient services. Call Customer Service at one of the telephone nutidgiedsatthe front of this
Policy

If you are confined in a nemetwork facility as a result of an emergengguwill be eligible for benefits
until your attending physician agrees it is safe to transfer younietavork facility.

If the health services that yoequire do not meet the definition of emergency, you should refer to the
most specific section of your Schedule of Payments for a description of your benefits.

To be eligible for benefits after an emergency, foHop/care or scheduled care must be receifien a
network provider.

For information on submitting claims for emergency services received in a foreign country, refer to
Submitting a Claim

Not covered:

1. Nonemergency care from nenetwork providers except as described in this Policy or the
Scheduleof Payments.

2. Unauthorized continued inpatient services in a ragtwork facility once the attending
physician agrees it is safe to transfer you to a network facility.

3. Followup care or scheduled care from a noatwork provider except as described in tRislicy
or the Schedule of Payments.

4. Transfers and admissions to network hospitals solely at the convenience of the member
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Genetic Counseling and Testing

Medica covers genetic counseling, whetherqest or post-test, and whether occurring in an office,
clinic or telephonicallyMedicaalsocovers genetic testing when the test will directly affect treatment
decisions or frequency of screening for a disease, or when results of the test will affect reproductive
choices. Please see your Schedule of Payments for more information.

Not covered:
1. Genetic counseling and testing services provided by anatwork provider.

2. Genetic testing when performed in the absence of symptoms or high risk factors for a heritable
disease.

3. Genetic testing when knowledge of genetic status will not affect treatment decisions, frequency
of screening for the disease, or reproductive choices.

4. Genetic testing that has been performed in response to direct to consumer marketing and not
under the direction of your physician.

Home Health Care

Medica covers skilled care in your place of residence for members that are homeb@&xudption:

You are not required to be homebound to be eligible for home infusiorajyeor services received in

your home from a physician$killed services must be ordered by a physician who has conducted a face
to-face assessment per Medicare guidelines. Covered respiratory care and home health aide services
must be ordered by a phiggan and related to the active and spectfieatment of the covered

member. Services and care must be provided by a respiratory therapist or a home health aide that is
supervised by a skilled service provider in accordance with Medicare guidelines.

Tobe considered homebound, adoctordzd &t OSNIAFe&é (GKF{G &2dz2QNBE K2YSo2dzy
the following:
T [ SIGAy3a @82dz2NJ K2YS AayQli NBO2YYSYRSR 0SO0ldzasS 27
1 Your condition keeps you from leaving your home without help (such as using a hdieeic

walker, needing special transportation, of getting help from another person).
1 Leaving home takes a considerable and taxing effort.

A person may leave home for a medical treatment or short, infrequent absences fenedical

reasons, such as atteimd) religious services. You can still get home health care if you attend adult day
care, but you would get the home care services in your hoAdependent child may still be considered
homebound when attending school where life support specialized egeipt and help are available.

Please note:Your place of residence is where you make your hofrfés may be your own dwelling, a

NEfl 6APSQa K2YSZ Fy FLINIGYSyd O2YLX SE (KFd LINPOAR
institution. However, arinstitution will not be considered your home if it is a hospital or skilled nursing

facility.

Benefitsin the Schedule of Paymerapply to covered home health care services received from a
network home health care agencylease see your Schedule of Payts for more information.

Not covered
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Home health care provided by a noetwork provider.
Extended hours home care.

Companion, homemaker and personal care services.
Services provided by a member of your family.
Custodial care and otheron-skilledsewices.

Physical, occupational speechtherapy provided in your home for convenience.

N o o s~ D

Skilled nursing care, skilled physical, occupationabeechtherapy,home health aide services
or respiratory careprovided in your home when you are not homebound.

Services primarily educational in nature.
Vocational and job rehabilitation.
10. Recreational therapy.
11. Seltcare and selhelp training (noAmedicd).
12. Health clubs.

13. Disposable supplies and appliances, except as described in thisd?glaayr Schedule of
Paynents.

14. Physical, occupational or speech therapy serwaeasn there is haeasonable expectation of
improvement

15. Voice training.
16. Outpatient rehabilitation services when meedicd diagnosis is present.

17. Drugs provided or administered by a physician or oth®vider, except those drugs that meet
0KS RSTAYAGAZ2Y 2F GLINRPFSHENRPAStI FB2N} RYNFXS548NB R
RNHz3&4€é¢ A& | aPrdeSsioaiNdrihRteredhyDRIG)NErage for drugs is as
described irPrescription Bugs Prescription Specialty Drugsotherwise described as a specific
benefit elsewhere in this section.

Hospice

Medica covers hospice services including respite care. Care must be ordered, provided or arranged
under the direcion of a physician and received from a designated hospice program.

Hospice services are comprehensive palliative medical care and supportive social, emotional and

spiritual services. These services are provided to terminally ill persons and their fapnitreily in the

LI GASYGaQ K2yYySao I K2aLIAOS AYUGSNRAAOALA AYIlI NEB GSI
coordinates an individualized plan of care for each patient and family. The goal of hospice care is to

make patients as comfortable as possitdeenable 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
Medica to provide hospice services to membeFée specific services you receive may vary depending
upon which program you select.
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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 aiteaty ill member at homeRespite
care is limited to not more than five consecutive days at a time.

aSRAOIfT a20AFf &ASNWBAOSa I NB aSNWAOS
related to the hospicéJr GA Sy i Qa YSRAOIFIf O2yRAGA?Z2
.SNBI 8SYSyi(i O2dzyaStAy3d Aa LINRPOARSR
death.
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 fodiiie., 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 simonths or less if the terminal iliness 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 theirakbrmin
illness for the period they are enrolled in the hospice program.

You may withdraw from the hospice program at any time upon written notice to the designated hospice
LINE ANT YO ,2dz Ydzald F2tf2¢6 GKS RSaAIylI iHH& K2aLAOS
designated hospice program.

Not covered:
1. Hospice services provided by a negtwork provider.
2. Respite care for more than five consecutive days at a time.

3. Home health care and skilled nursing facility services when services are not consistent with the
K2aLAOS LINPINIXrYQa LIIY 2F OF NBo®

{ SNBAOSa y2i AyOfdzRRSR Ay GKS K2aLIAOS LINRINIYQaA
Services not provided by the hospice program.

Hospice daycare, except when recommended and provided by the hospice program.

N oo o s

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

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

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

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

11. Hospice services received from a Atesignated hospice program.
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K. Hospital

Medicacovers physician directed hospital and ambulatory susigienter services as described in your
Schedule of PaymentdJore than one copayment or coinsurance may be required if you receive more
than one service, or see more than one provider per visit.

Important: The most specific and appropriate section dfi$ Policy and your Schedule of Payments
will apply for benefits related to the treatment of a specific condition.

When an inpatient stay spans an old and new policy year, the benefit for charges billed on the hospital
claim will be based on the old poligear provisionsCertain covered services received, such as a
physician visit or lab and pathology services, performed during the inpatient stay but billed separately
from the hospital, will apply to the benefits in effect on the date the covered sewis provided.

If your coverage under a Medica policy ends during your inpatient stay, Medica will not cover the
portion of your inpatient stay or other services received after your MeBalizy terminates.

Not covered
1. Services received from a naretwork hospital or nometwork ambulatory surgical center.

2. Drugs received at a hospital on an outpatient basis, exdepis that meet the definition of
GLINEFS&aaArz2yl ff &ordriyrecgived il £ NBdRyerRyNazA aré hospital
observationroom./ 2 SN} IS F2NJ aLINPFSaaArz2zylftfe FRYAYyA&adS
Professionally Administered Dru@overage for drugs is as describe@®iascription Drugand
Prescription Specialty DOgs

3. Admission to another hospital is not covered when careyfarr condition is available at the
network hospitalwhere you were first admitted.

L. Infertility Services

MedicsQa O2 @SNI IS A& f A YA (G SRdescrdbedinkhn® SdRedlledi/Paymeris 2 F Ay T
Coverage idudes benefits for professional, hospital, and ambulatory surgical services. All services,
supplies and associated expenses for the treatment of infertility are not covered.

Not covered:
1. Services received for the diagnosis of infertility provided by amawork provider.

2. Procedures, tests, or other services that are exclusively provided to monitor the effectiveness of
non-covered fertilization procedures.

Physician, hospital and ambulatory surgical center services for the treatment of infertility.
Infertility drugs.

Assisted reproductive technology services, including but not limitednteitrio fertilization
(IVF) gamete and zygote intrafallopian transfer (GIFT and plecg¢durestubal embryo
transfer; intracytoplasmic sperm injection (ICSI); ovambryo acquisition, retrieval,
donation, preservation, and/or storage; and/or any conception that occurs outside the
G2YFYyQa o02RE@

6. Services related to surrogate pregnancy for a person not covereanasrdoer under this
Palicy.
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7. Sperm bankingind/or storgge.
8. Services related todoption.
9. Donor sperm.

10. Donor eggs

11. Services for intrauterine insemination (1UI).

Lab and Pathology

Medicacovers services provided in a clinic or outpatient hospital facility and described inglmdute
of Payments. Inpatient lab and pathology services are covered aakpitalor Skilled Nursing Facility
benefit levelas described in your Schedule of Payments

Please notelab and pathology for preventive health care services are covereced@tbventive Health
Care benefit level as described in your Schedule of Payments

Not covered:

Lab and pathology services provided by a-network provider.

Maternity

Medicacoversmedicd services for prenatal care, labor andidery, postpartum are, and related

complications as described in your Schedule of Payments. Under§hé 6 2 Ny 4 Q | YR a2 (i KSNA
Protection Act of 1996Medicamay not restrict benefits for any hospital stay in connection with

childbirth for the motheror newborn child member to less than 48 hours following a vaginal delivery (or

less than 96 hours following a cesarean section). However, federal law generally does not prohibit the
Y20KSNIJ 2NJ yS8062NYy OKAfR YSYoSNDuhemdtieSYoRA Y3 LINE OA R
discharging the mother or her newborn earlier than 48 hours (or 96 hours, as applicable). In any case,
Medicamay not require a provider to obtain prior authorization fraviedicafor a length of stay of 48

hours or less (or 96 hours, applicable).

More than one copayment aroinsurancemay be required if you receive more than one service or see
more than ore provider per visitMedicaencourages you to enroll your newborn dependent under the
Contract within 3 days from the date of bih, date of placement for adoption, or taof adoption.

9 OK YSYoSNRa K2alLWAdlf FRYAAdaAzy Aa aSLINIXGS FTNRY
separate deductible and copayment or coinsurance will be applied to both you and your newborn for
inpatient services related to labor and delivery.

Not all services that are received during your pregnancy are considered prenatal care. Some of the
services that are not considered prenatal care include (but are not limited to) treatment of the
following:

1. Conditions that existed prior to (and independently of) the pregnancy, such as diabetes or lupus,
even if the pregnancy has caused those conditions to require more frequent care or monitoring.

2. Conditions that have arisen concurrently with the pregnancyaatnot directly related to care
of the pregnancy, such as back and neck pain or skin rash.

3. Miscarriage and ectopic pregnancy.
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Services that are not considered prenatal care may be eligible for coverage under the most specific and
appropriate section ofhis Policy oyour Schedule or Payments. Please refer to your Schedule of
Payments for coverage information.

When an inpatient stay spans an old and new policy year, the benefit for charges billed on the hospital
claim will be based on the old policyareprovisions.Certain covered services received, such as a
physician visit or lab and pathology services, performed during the inpatient stay but billed separately
from the hospital, will apply to the benefits in effect on the date the covered servisepnavided.

If your coverage under a Medica policy ends during your inpatient stay, Medica will not cover the
portion of your inpatient stay or other services received after your MeBaly terminates.

Not covered:

1. Maternity care provided by a nenetwork provider.

2. Health care professional services for maternity labor delivery in the home.
3. Services from a doula.
4

Childbirth and other educational classes.

Medicd Related Dental

Medicacoversmedicd-related dental srvices received from a physician or dentist as described in your
Schedule of Payments.

Please noteThis section does not describe coverage for comprehensive dental procedures.
Comprehensive dental procedures are services rendered by a dentist taertht 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 or your Schedule of Payments.

Not covered
1. Medicalrelated dental services provided by amnetwork provider.
Oral surgeryexcept as described in this Policy or your Schedule of Payments.
Dental services to treat an injury from biting dresving.
Osteotomies and other procedures associated with the fitting of dentures or dental implants.

Dertal implants (tooth replacement)

o g s~ w N

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

7. Any orthodontia including that associated withthognathic procedures or accidertlated
dental injuries

8. Tooth extractions
9. Any dental procedures or treatment related to periodontal disease.
10. Endodontic procedures and treatment, including root canal procedures and treatment.

11. Routine diagnostic anpreventive dental services.
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Mental Health

Medicacovers services to diagnose and treat mental disorders listed in the current edition of the
Diagnostic and Statistical Manual of Mental Disordegsglescribed in your ScheduleRayments.

Mental health benefits

If you require hospitalization, Medica will refer you to one of its hospital providers. Call Customer
Service at one of the telephone numbdisted at the front of this PolicyEmergency mental health
services are coved benefits.After receiving emergency mental health inpatient services please notify
Customer Service at one of the telephone numbisted at the front of this Policgs soon as reasonably
possible.

Outpatient mental health services include:

1.
2.
3.

7.

Diagnosic evaluations and psychological testing.
Psychotherapy and psychiatric services.

Intensive outpatient programs, including day treatment and partial programs, which may
include multiple services/modalities and lodging, delivered in an outpatient settm¢p(@9
hours per week).

Relationship and family therapy if there is a clinical diagnosis.
Treatment of serious or persistent disorders.

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

Treatment of pathological gambling.

Inpatient services include:

1.

2
3.
4

Room and board.
Attending psychiatric services.
Hospital or facilitypased professional services.

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

Residential treatment servicefesidetial treatment services must be provided in a program or
facility thatislicensed, accredited or certified to provide such services by the appropriate state
agency, or accredited by CARF International or JCAHO

These services include

a. A residential treatrant program serving children and adolescents with severe emotional
disturbance; or

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

Not covered:
1. Mental health services provided by a nroatwork provider.

2. Services for mental disorders not listed in the current edition of@fegnostic and Statistit
Manual of Mental Disorders.

Services, care or treatment that is noedicdly necessary
4. Relationshipand family therapy in the absence of a clinical diagnosis.

Telephonic pychotherapytreatment servicesunless such services are provided in accordanc
gAGK aSRAOFQa (StSYSRAOAYS LRtAOASE YR LINPOSR
6. 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
I & a 2 O ADiagnas#cyail Statistical Manual of Mental Disorders

7. 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
mental hedth services. This includes, but is not limited to, services provided by mental health
providers who are not authorized under state law to practice indepetigeand services
received ata halfway housetherapeutic group home, boarding school or ranch.

8. 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.

9. Room and board charges associated with mental health residential treatment services providing
less than 30 hours aeek per individual of mental health services, or lacking asitmn
medical/psychiatric assessment within 48 hours of admission, psychiatric fofioxsits at least
once per week, and 2Bour nursing coverage.

10. Drugs provided or administered by a physicta other provider, except those drugs that meet
0KS RSTAYAGAZ2Y 2F GLINRPFSHENPASE F8N} RYNFXS548NB R
RNXz3aé¢ Aa | APrdeSsioaNddmihRterechDRIGENrage for drugs is as
described irPresciption DrugsPrescription Specialty Drugsotherwise described as a specific
benefit elsewhere in this section.

Office Visits

tfSrasS y20SY ¢KAa O0SYSTAOG R2Sa y2i0 AyhagedzRS a SNID
2dz0 LI GASY G oAffAy3IE LINF OGAOSaod ¢tKS Y2aild aLISOAT
service received at that type of provider. If you are unsure if your provider uses these billing practices,
please contact them.

Medicacovers ofice visits as described in your Schedule of Payments.

Important: The most specific and appropriate section of this Policy and your Schedule of Payments
will apply for benefits related to the treatment of a specific conditiofror some services, there may
be a facility charge resulting in copayment or coinsurance in addition to pinevider services
copayment or coinsuranceMore than one copayment or coinsurance may also be required if you
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receive more than one service, or see more than one provider geitvCall Customer Service at one
of the telephone numberdisted at the front of this Policyto determine in advance whether a specific
procedure is a benefit and the applicable coverage level for each service that you receive.

Not covered:
1. Office visitservices provided by a nemetwork provider.

2. Drugs provided or administered by a physician or other provider, except those drugs that meet
0KS RSTAYAGAZ2Y 2F GLINRPFSHENPASEI F8N} RYINFXS54 8 NB R
RNXz3 a ¢ bed utdéPrdReSsioialNJAdministered Drugverage for drugs is as
described irPrescription Drug$’rescription Specialty Drugsotherwise described as a specific
benefit elsewhere in this section.

Organand Bone Marrow Transplantand Other Comlex Medical Conditions

Medica covers certain organ and bone marrow transplant services and services for other complex
medical conditionsNot all network hospitals ardesignated facilitiefor organ and bone marrow
transplants and other complex medical conditior&ervices covered under this section must be

provided under the direction of a physician and received at a designated facility. Coverage under this
section igorovided for certain medical conditions and certain types of organ or bone marrow transplants
and related services (including organ acquisition and procurement) that are

1 medically necessary,

1 appropriate for the diagnosis,
9 without contraindicationsand
1 non-investigative.

Organ and Bone Marrow Transplantddedica uses specific medical criteria to determine benefits for

organ and bone marrow transplant servicd3ecause medical technology is constantly changing,

Medica reserves the right to review angdate these medical criteriaBenefits for each individual

YSYOSNI g6Aff 0S RSGSNN¥YAYSR o6lFlaSR 2y (GKS Ot AyAOort O
medical criteria.

Coverage is provided for the following human organ transplants, if appropdaeR SNJ a SRA Ol Qa Y S
criteria and not otherwise excluded from coverage:

cornea,
kidney,

lung,

heart,

heart/lung,

pancreas,

liver,

allogeneic, autologous and syngeneic bone marr@one marrow transplants include the
transplant of stem cells frorhone marrow, peripheral blood and umbilical cord blood.

=4 =4 =8 =8 -8 -8 -8 -9

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

Benefitsapply to transplant services provided by a network provider and received at a designatity faci
for transplant services. Medica has entered into separate contracts to provide certain transgked
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health services to members receiving transplant®u may be evaluated and listed as a potential
recipient at multiple designated facilities foansplant services.

Medica requires that all prransplant, transplant and pogtansplant 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 yoselect from among the list of transplant facilities Medica provid&sgsed

on the type of transplant you receive, Medica will determine the specific time period medically
necessary for these services.

Other Complex Medical ConditiondMedica uses speic medical criteria to determine benefits for
complex medical conditiondBecause medical technology is constantly changing, Medica reserves the
right to review and update these medical criteria.

9 For certain complex medical conditions, benefits andy available under this section if there is no
network care available under other provisions of this policy for the complex medical condition.

9 For certain other complex medical conditions, even if network care is available under other
provisions of this plicy, benefits under this policy for the treatment of the complex medical
condition are only available under this sectidhyou choose not to obtain care from a designated
facility, benefits are not available under this policy for treatment of that clemmedical condition.

Benefitsunder this section apply to services for complex medical conditions provided by a network
provider and received at a designated facility. Medica has entered into separate contracts to provide
certain health services for cqutex medical conditions to members.

Not covered:
1. Services provided by a naretwork provider or nordesignated facility.
2. Organ and bone marrow transplant services except as described in this section.

3. Supplies and services related to transplants that Wt be authorized by Medica under the
medical criteria referenced in this section.

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

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

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

Sevices required to meet the patient selection criteria for the authorized procediifés
includes

1 treatment of nicotine or caffeine addiction,

9 services and related expenses for weight loss programs,

1 nutritional supplements,

i appetite suppressantand

1 supplies of a similar nature not otherwise covered under this Policy or your Schedule of
Payments.

8. Mechanical, artificial or nchuman organ implants or transplants and related services that
would not be authorized by Medica under the medical criteri@menced in this section.
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9. Services that are investigative.
10. Private collection and storage of umbilical cord blood for directed use.

11. Drugs provided or administered by a physician or other provider on an outpatient basis, except
thosedrugs that meetthedéf Yy A G A2y 2F GLINRFS & acxasrageforée I RYAYA &
GLINRFSaaazylffte | RYAYAa GPsokBsRnally NdinthistéredDiugst &8 RS & O
Coverage for drugs as described iRrescription Drgsand Prescription Specialty Drsigr
otherwise described as a specific benefit in this Policy.

PrescriptionDrugs
Prescription drugs and supplies are covered if they are:

91 Prescribed by an authorized provider,
T IyOf dzZRSR 8 dfug lisB@esdenlified as natovered), and
1 Received from anetwork pharmacy.

TheSchedule of Payments describes your copayment or coinsurance for prescdpigmthemselves.

'Y TRRAGAZ2YLFE O2LIH eYSyid 2N O2Ayadz2NY yOS | LILX ASa T2
administer seHadministered drugs, as described in other applicable sections of this Policy or your

Schedule of Payment< 2 NJ (1 K S & SseltlJRNANY/ 3 315155 NS R R Nitizibtinteet thdNB R NHz3 &
RSTAYAGAZ2Y 2F GLINRTFTS@aaAzylffe I RYAYAaidSNBR RNHAA

Coveage for specialty prescription drugs (drugs used to treat complex conditions and which may
require special handling) is described in the next sectwascription Specialty Drsig

While diabetic equipment and supplies, including blood glucose meterspasred under the diabetic
equipment and supplies benefit in this section, coverage for insulin pumps and related supplies is
described undeburable Medical Equipment, Prosthetics and Miscellaneous Medical Supplies

aSRAOI Qa4 5NMza [ A&l
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aSRA Ol Q&DrigNisIs cdmbrised of drugs that meet the medical needs of our members and

have proven safety and effectiveness. It includes both brzarde and generic drugs. The drugs on this

list have been approved by the Food and Drug Administration (FO®Drug List identifies whether a

drug is classified by Medica agpreferred generic, genericrgferred brand, o non-preferred brand

drug. A team of physicians and pharmacists meets regularly to review and update the Drug List. Your

doctor can use thisdt to select medications for your health care needs, while helping you maximize

your prescription drug benefit. You will be notified in advance if there are any changes to the Drug List

that affect medications you are receiving.

CKS (SN¥a GBBYSNNOY¥SEYRNBOAASR Ay (KS KSIHEGK OF NB
understand your coverage, please review the following:

Generic:A drug: (1) that contains the same active ingredient as a brand name drug and is chemically
equivalent to a brand ame drug in strength, concentration, dosage form and route of administration;

or (2) that Medica identifies aspeferred generic ogeneric product. Medica uses industry standard
NE&A2dz2NOSa (G2 RSGSNXYAYS | RNYz3 Qaric. Qét bllpddudsh O GA2Y | &
ARSYUGAFTASR a a3ISYySNRAO¢ o6& GKS YIydzZFl OG0 dzZNENE LIKI N
generic.

aSRAOI Qa 5 Nim8ferfedigéneriadkugstahdgeReSdcirugs. These medications are your

lower copayment or cosurance options. Consider a preferred generic or generic covered drug if you

and your provider decide such a drug is appropriate for your treatment. Preferred genericnaaydse

identified in the Drug List as Tier 1 and generic dragyg beidentified asTier 2.

Brand:A drug: (1) that is manufactured and marketed under a trademark or name by a specific drug
manufacturer; or (2) that Medica identifies as a brand name product. Medica uses industry standard
NBaz2dz2NOSa G2 RSGSNY Agfer bfandRanbizar@eneri@) Not &l radecksOF GA 2y | &
ARSYUAFASR A4 GaoNIYR yIFYSeé o6& (GKS YIydzZFl OGdzZNBENE LJ
as brand name.

Preferred branddrugson the Drug List havetdgher copayment or coinsurance. You may @srsa

preferred brand covered drug to treat your conditidryou and your provider decide it is appropriate

Preferred brand drugmsay beidentified in the Drug List as Tier 3.

Non-preferred branddrugs have the highest copayment or coinsurance. Theredwnonpreferred
brand drugs are usually more costMon-preferred brand drugsnay beidentified in the Drug List as
Tier 4.

LT &2dz KI @S |jdzSail A2y ahethé & spetifical@dRisicOveréliandioNdizdheftie a G 2 N.
drug is preferred gemi, generic, preferred brand, or nepreferred brand)or if you would like to

request a copy of the Drug List at no charge, call Customer Service at one of the telephone numbers

listed at the front of this Policylt is also available anedica.comindividualLogin

Prescription unit

I LINBAONRLIGAZ2Y dzy Al A& GKS lY2dzyd OGKIFIG gAff o
LI Ol 3Ay3As R2aAy3a AyadaNHzOGA2ya 2N aSRAOI Qa YS
that are indicéed on the Drug ListCopayment or coinsurance amounts will apply to each prescription
unit dispensed.

A

S
R I

O« e
- O)¢

A

One prescription unit from a pharmacy i8&consecutiveday supply (or, in the case of contraceptives,
up to a onecycle supply).
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Medica has specdally designated certain network pharmacies to dispense multiple prescription units.
These pharmacies may dispense three prescription units for covered drugs prescribed to treat chronic
conditions. For the list of these designated pharmacies, wisdicacomor call Customer Service.

Special requirements

For some prescriptions there are special requirements that must be met in order to receive coverage.
These include:

Prior authorization (PA)

Certain drugs require prior authorization (approval in advaficeh Medica in order to be covered.
tKSaS YSRAOIGAZ2yA INB aK2gy 2y (GKS 5NHzZA [Aad gAGK
providers, including pharmacie®lease se@rior authorizatiorin Referrals and Prior Authorizatidor

more information about prior authorization requirements and processésur network provider who
prescribes the drug should initiate the prior authorization proceésu must contact Customer Service

to request prior authorization for drugs prescribed by a mamtwork provider.You will pay the entire
02ad 2F GKS RNHA NBOSAOGSR AT @&2dz R2 y2i4 YSSi a

w»
puj
>+

Step therapy (ST)

Step therapy is a process that involves trying an alternative covered drug first (typigate@c drug
before movig to a preferred brand or nepreferred brand covered drug for treatment of the same
medical condition. The medications subject to step therapy are shown on the Drug List with the
FOONBGALFIGAZY da{¢ dé . 2dz Ydza i Y S 6réMedicawill doger tileseS
preferred brand or nofpreferred brand drugs.

G S LI

ax

Quantity limits (QL)

Certain covered drugs have limits on the maximum quantity allowed per prescription over a specific
time period. The medications subject to quantity limits sihewn on the Drug List with the
FOONBGALFGAZY dav| ®¢ {2YS ljdztr yGAGe tAYAGA I NB
clinical guidelines.

(@]
QX
(s}

Pharmacy requirement
Certain seHadministered cancer treatment medications must be obtained from aibbedesignated
specialty pharmacy in order to be covered.

Exceptions to the Drug List

In certain cases, it is possible to get an exception to the coverage rules describeciuBdeia OF Q& 5 NHz3
Listabove.Please note that exceptions will only be allowed wh specific clinical criteria are satisfied.

If you have a health condition that may seriously jeopardize your life, health, or ability to regain
maximum function or if you are undergoing a current course of treatment with a drug not included on
the DrugList an expedited review may be requested. Medica will make a determination and provide
notification on an expedited review request within 24 hours of receiving the request. For all other
exception requests (standard requests), Medica will make a debation and provide notification

within 72 hours of receiving the request.

If Medica denies your request for an exception, you, your provider, or other designee may request an
AYRSLISYRSY( NBOASS 2F aSRAONQa RS GkemkeBugstgoa |y SE
may call Customer Service at one of the telephone numlistes] at the front of this Policgr contact
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Medica by writing to Customer Service, RoGRe595PO ng 9310, Minneapolis, MN 554810. You

will be notified of the external A S ¢ 2 NBI yYAT F A2y Qa RSOA&AAZ2Y GAGKAY
for external review, unless you are requesting review of a denial that was completed as an expedited
NEOGASogd Ly GKFG OFasSs e2dz gAfft 0 Sisighdviihk 24h8ukso2 T (K S
receipt of the request for external review.

L¥ @2dz g2dZA R f A1S ( BDrugdBtjxdetianiproteseX@ midre ifofmatio& RA O Q&
regarding the expedited review proces=ll Customer Service at one of the telephonenberslisted at

the front of this Policy

Not covered:

1. Prescription drugs, including diabetic equipment and supplies and preventive drugs and other
supplies, received at a naretwork pharmacy.

2. Any amount above what Medica would have paid when youdadentify yourself to the
pharmacy as a member. (Medica will notify you before enforcement of this provision.)

3. Over the counter (OTC) drugs that by federal or state law do not require a prescription order or
refill and any medication that is therapeudity equivalent to an OTC drug.

Replacement of a drug due to loss, damage, or theft.
Appetite suppressants.

Weight loss medications.

Sexuabysfunction medications.

Non-sedating antihistamines and nesedating antihistamine/decongestant combinations.

© © N o 0 &

Proton pump inhibitorsexcept for members twelve (12) years of age and younger, and those
members who have a feeding tube.

10. Drugs prescribed by a provider who is not acting within his/her scope of licensure.
11. Homeopathic medicine.

12. Infertility drugs.

13. Specialty pescription drugs, except as describedPirescription Specialty Drag

14. Drugs and supplies not listed ontheS R A O Q & unedddnderef thrauglEthe exception
process described in thRoicy. Such exclusions are in addition to drugs or classesigédr
excluded under other provisions of this Policy.

15. Bulk powders, chemicals and products used in prescription drug compounding.

16.t N2 RdzOG & GKI G | NB RdzZLX AOFGAGS G2 2NJFNB Ay GK
Drug List.

17. Newto market drugs:Products recently approved by the FDA and introduced into the market
will not be covered until they are reviewed and considered for placement on the Drug List.
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Prescription Specialty Drigy

Specialty medicatianare hightechnology, high cost, oral or injectable drugs used for the treatment of
certain diseases that require complex therapies. Many specialty medications require special handling
and in most cases are prescribed by a specialist.

Specialty prescriptin drugs are covered if they are:

1 Prescribed by an authorized provider,
T IyOft dzZRSR 2y aSRAOFIQa alLISOAlLfG& RNHA A&l o6dzyf S3
1 Received from a designated specialty pharmacy.

A current list of designated specialty pharmacies islabe onmedica.coniindividualLogin You can
alsocallCustomer Service at one of the telephone numbisted at the front of this Policy

The Schedule of Payments describes your copayment or coinsurance for the specialty prescription drug.
AnadditionalO2 LI @ YSY G 2NJ O2AyadzNI yOS gAff LI & F2NJ I LN
administer a seldministered drugC 2 NJ i K S & SsellJRBNANA/AA R&EIS NS R R NHz& ¢ | NB
YSSG GKS RSTAYAGAZ2Y 2F GLINRTFSaarzylrfte | RYAyAaldSN

MedA O Sp@cialty Drug List

aSRAOI Qa aLSOAFfde RNMZA ftAa0G o6{LISOAIIfGe 5NHA [ Aadl
our members and have been selected based on their safety, effectiveness, uniqueness and cost. They

have been approved by the@&d and Drug Administration (FDA). A team of physicians and pharmacists

meets regularly to review and update the Specialty Drug List.

You and your doctor can use this list to select medications for your health care needs, while helping you
maximize your pgscription drug benefit. You will be notified in advance if there are any changes to the
Specialty Drug List that affect medications you are receiving.

Preferredspecialty prescription drugare your lowest copayment or coinsurance option. For your
lowed share of the cost, consider a preferred specialty prescription drug if you and your physician
decide it is appropriate for your treatmenPreferred specialty drugwnay beidentified in the Specialty
Drug List as Tier 5.

Non-preferred specialty prescrifion drugs have a higher copayment or coinsurance than preferred
specialty prescription drugs. There is no copayment or coinsurance difference between a generic
specialty prescription drug and a brand name specialty prescription drug within theneéerred
specialty prescription drug category. Consider a-poaferred specialty prescription drug if you and
your physician decide it is appropriate for your treatmenNon-preferred specialty drugnay be
identified in the Specialty Drug List as Tier 6.

Ify2 dz KI @S |j dzS a (i A SpédaltylDug ldsti whatlsRaAsitifi@ Specialty prescription drug
is covered (and/or the benefit level at which the drug may be covered), or if you would like to request a
copy of theSpecialty Drug Lisat no chargecall Customer Service at one of the telephone numbers
listed at the front of this Policylt is also available anedica.comindividualLogin

Prescription unit

One prescription unit from a designated specialty pharmacy ts@8secutiveday supply.
AMNBAaONRLIGAZ2Y dzyAl Aa (GKS lY2dzyd GKFG oAttt oS
LI O1F3Ay3IZT R2aAy3 AyailiNHzOGA2ya 2N aSRAOIFQa YS
are indicated on the Specialty Drug LiSgpayment or coinsurance amounts will apply to each
prescription unit dispensed.

AalLd
AOLI ¢

O Qx

R
R
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Special requirements

For some prescriptions there are special requirements that must be met in order to receive coverage.
These include:

Prior authorization

Certain specialty @scription drugs require prior authorization (approval in advance) from Medica in

order to be covered. These medications are shown on the Specialty Drug List with the abbreviation

at ! o ¢KS {LISOAIfde& 5NHZA [ Aa iedspecially gharddciesdedss (2  LIN.
seePrior authorizationn Referrals and Prior Authorizatiéor more information about prior

authorization requirements and processegour network provider who prescribes the drug should

initiate the prior authorizatiorprocess.You must contact Customer Service to request prior

authorization for drugs prescribed by a naatwork provider. You will pay the entire cost of the drug
NEOSAODPSR AF @&2dz R2 y20G YSSi aSRAOIFIQa I dziK2NART I GA2
Step therapy (ST)

Step therapys a process that involves trying an alternative covered specialty prescription drug (typically

a preferred drug) before moving to certain other preferred or yoyeferred drugs. The medications

subject to Step Therapy are shown on the Specialty Druglisti K G KS F00NBJALFGAZ2Y &«
applicable step therapy requirements before Medica will cover these preferred cprefarred drugs.

Quantity limits (QL)

Certain covered specialty prescription drugs have limits on the maximum quantity alfmved

prescription over a specific period of time. These specialty medications are shown Spebialty Drug

List6 AGK GKS I 00NBOAFGAZ2Y av[ ®¢ {2YS ljdza yiAade tAYAQL:
labeling or clinical guidelines.

Exceptionsd the Secialty Drug List

In certain cases, it is possible to get an exception that will cover a specialty medication that is generally
not covered.Please note that exceptions will only be allowed when specific clinical criteria are
satisfied

If you hae a condition that may seriously jeopardize your life, health or ability to regain maximum
function or if you are undergoing a current course of treatment with a drug not included on the
Specialty Drug List, an expedited review may be requested. Medlagaakie a determination and
provide notification on an expedited review request within 24 hours of receiving the regiestall
other exception requests (standard requests), Medica will make a determination and provide
notification within 72 hours of reeiving the request.

If Medica denies your request for an exception, you, your provider, or other designee may request an
AYRSLISYRSy(i NB@ASs 2F aSRAOIFIQa RSOA&aA2y o6& +y SE
may call Customer Service at ondlué telephone numberéisted at the front of this Policgr contact

Medica by writing to Customer Service, RoGe595P0O Box 9310, Minneapolis, MN 554810. You

grAftt 0SS Yy2GAFASR 2F G(GKS SEGSNYI t NB oftBegeqieB | YA T |
for external review, unless you are requesting review of a denial that was completed as an expedited
NEGASgd Ly (GKFdG OFasSsy e2dz gAfft 0S y20AFASR 2F (KS
receipt of the request for @ernal review.

LT &2dz g2dz& R tA1S G2 NBljdzSad I O02Lk® 2F aSRAOI Qa {
information regarding the expedited review process, call Customer Service at one of the telephone
numberslisted at the front of this Policy
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Not covered:

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

2. Any amount above what Medica would have paid when you fail to identify yourself to the
designated specialty pharmacy amamber. (Medica wilhotify you before enforcement of this
provision.)

Replacement of a specialpyescriptiondrug due to loss, damage, or theft.

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

Prescription drugand OT drugsexcept as described Prescription Drug
6. Weight loss medications.

7. Specialty drugs not listedanS RA OF Qa { LJISOAlFfd& 5NHA [AaGxX dzyt S
process described in this Policy.

8. Infertility drugs.

New to market drugs: Prodwgtecently approved by the FDA and introduced into the market
will not be covered until they are reviewed and considered for placement on the Specialty Drug
List.

Preventive Health Care

Medicacovers the following @ible preventive health services described in your Schedule of
Payments

1. Child heéh supervision services, incling weltbaby care
2. Immunizations

3. Early disease detection services including physicals.
4

Routine screening procedures for cancdforexample, screening for colorectal cancer may include
a fecal occult blood test, a flexible sigmoidoscopy, a colonoscopy, a barium enema, or the most
reliable, medically recognized screening test available.

5. 22Y8y 04 LINBOSYGADS KSindgiarks, siréeNiia fér Satvical gatberdziiday 3 Y I )
papillomavirus (HPV) testing, counseling for sexually transmitted infections, counseling for
immunodeficiency virus (HIVBRCA genetic testing and related genetic counseling (when
appropriate),and sterilizaion.

6. Other preventive health services
Please see the definition of Preventiidealth Servicegor more information.

Please noteif you receive preventive and negreventive health services during the same visit, the-non
preventive health services magsubject to a copayment, coinsurance, or deductibkedescribed in
other applicable sections in yo&chedule of Payments. The most specific and appropriate benefit in
the Schedule of Payments will apply for each service received during a visit.
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Not covered:

Preventive health services provided by a am@twork provider.

V. Professionally Administered Drugs

Medica coversnedically necessamrofessionally administered drugs that are administelied

conjuncion with a covered benefiuch as an office visit or home health care visita physician acting
GAGKAY (GKS a02LJS 2F GKS LINPOPARSNRa fAOSyasSszs 2y vy
your home.

If you require certain professiorgladministered drugs, we may direct you tdesignated facilityvith

whom we have an arrangement to provide those certain professionally administered drugs. Such
designated facilitiesnay include an outpatient pharmacy, specialty pharmacy, home heatthagency,
home infusion providerhospitataffiliated pharmacy or hemophilia treatment center contracted
pharmacy. If you or your provider administering the professionally administered drugs are directed to a
designated facilityand you or your providechoose not to obtain your professionally administered drug
from that designated facilitybenefits are not available under this policy for that professionally
administered drug.

Not covered:

Professionally administered drugs provided by a-network provder.

Reconstructive and Restorative Surgdigcluding Mastectomy Reconstruction)

Medicacovers nedicdly necessary reconstructive and restorative surgery sesvito be eligible,
reconstructive and restorative surgery services must leglicdly necessary and not cosmetic.

Medicawill cover all stages of reconstruction of the breast on which the mastectomy was performed
and surgery and reconstruction of the othigreast to produce a symmetrical appearanceeditawill
also cover prostheses and physical complications, including lymphedemas, at all stages of mastectomy.

Not covered:
1. Reconstructive and restorative surgery services provided by anatwork provider

2. Revision of blemishes on skin surfaces and scars (including scar excisions) primarily for cosmetic
purposes, unless otherwise covered in this Policy or your Schedule of Payments.

Repair of a pierced body part and surgical repair of bald spots or |tssrof

4. 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 efliean
treatment or condition.

5. Services and procedures primarily for cosmpticposes.
6. Surgical correction of male breast enlargement primarily for cosmetic purposes.
7. Hair transplants.
8. I?rugs prqvideg or administe;red by’a physiiciar,\ or qtherApro@d:emn outpati(?,ntAbasiAsegcepvt A
UK2asS RNHzZa UKFO YSSUfdRSIRYRYYEavEaGSR2 R NGZINRE S
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9.
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Coverage for drugs is as describe®iascription Drugand Prescription Specialty Drugs
otherwise described as a spfcibenefit in thidPolicy oryour Schedule of Payments

Orthognathic surgery for cosmetic purposes.

X. Rehabilitative and Habilitative Therapies

Medica covershe following rehabilitative and halitiative careprovided on an outpatient basis

=A =4 =4 =4 -4 =9

physicakherapy,

speech therapy,

occupational therapy,
chiropracticphysiotherapy,
osteopathic physiotherapynd
cardiac and pulmonary rehabilitation

as described in your ScheduleRdyments A physicia must direct your careCoverage for services
provided on an inpatient basis is as described under Hospital.

Not covered:

1.
2.

8.
9.

N o o~ W

Physical, occupational or speech therapy provided by armeawork provider.
Services primarily educational in nature.

Vocational ad job rehabilitation.

Recreational therapy.

Selfcare and sethelp training (noAmedical).

Health clubs.

Physical, occupational or speech therapy servidesnithere is naeasonablesxpectation of
improvement.

Voice training.

Group physical, speech andaupational therapy.

Y. Skilled Nursing Facility

Medicacovers skilled nursing facility servi@sdescribed in your Schedule of Payme@&@re must be
provided under the direction of a physiciaBkilled nursing faliy services are eligible for coverage only
if they qualify as reimbursable underedicae.

Not covered:

1. Services received from a naretwork skilled nursing facility.
2. Custodial care and other neskilled services.
3. Selfcare or sekhelp training (noAmedicd).
4. Services primarily educational in nature.
5. Vocational and job rehabilitation.
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9.

Recreational therapy.
Health clubs.

Physical, occupational, or speech therapy services when thereresasonableexpectation of
improvement.

Voice training.

10. Outpatientrehabilitation services when noedicd diagnosis is present.

11. Group physical, speech and occupational therapy.

SubstancdJse Disorder

Medicacovers the diagnosis and primary treatmentsobstance usdisorders liste in the current
edition of Diagnostic and Statistical Manual of Mental Disorders

SQubstance use disorddpenefits

If you require hospitalization, Medica will refer you to one of its hospital providers. Call Customer
Service at one of the telephone numisdisted at the front of this PolicEmergencysubstance use
disorder services are covered benefitg\fter receving emergency substance use disorder inpatient
services please notify Customer Service at one of the telephone nuridtersat the front ofthis Policy
as soon as reasonably possible.

Outpatientsubstance use disordeervices include:

1.
2.
3.

Diagnostic evaluations.
Outpatient treatment.

Medicatiortassisted treatment (the use of medications in conjunction with counseling and
behavioral therapiesa help maintain sobriety, prevent relapse, and reduce craving in order to
sustain recovery).

. Intensive outpatient programs, including day treatment and partial programs, which may include

multiple services/modalities and lodging, delivered in an outpatsstting.

Inpatientsubstance use disordeervices include:

1.

2
3.
4

Room and board.
Attending physician services.
Hospital or facilitypased professional services.

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

Substance abuse residential treatment dees. Thesera services from a licensed cheialic
dependency rehabilitation program that provides intensive therapeutic services following
detoxification. In addition to room and board, at least 30 hoursvpeek per individual of
chemial dependency se&ices must be provided, including group and individual counseling,
client education, anather services specific to chemiaclpendency rehabilitation.
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Not covered
1. Substance use disorder services provided by amaiwork provider.

2. Services fosubstanceause disordedisorders not listed in the current edition of tlgiagnostic
and Statistical Manual of Mental Disorders

Servicesgare or treatment that is not edicdly necessary.

Services to hold aronfine a person under chemical influence when rnediod services are
required, regardless of where the services are received.

5. Telephonicsubstance use disordéreatment servicesunless such services are provided in

I O0O2NRI'yOS ¢gAUK aSRAOIQa (GStSYSRAOAYS LRftAOASaAE
6. Services, including room anddrd charges, provided by health care professionals or facilities

that are not

9 appropriately licensed,
9 certified, or
9 otherwise qualified under state law to provideibstance use disordservices.

Thisincludes, but is not limited to:

91 services proded bymental health orsubstance use disordg@roviders who are not
authorized under state law to practice independently, and
9 services received from a halfway house, therapeutic group home, boarding school or ranch.

7. Room and board charges associatethwubstance use disordéreatment services providing
less than 30 hoursweek per individual of chemit dependency services, including

9 group and individual counseling,
9 client education, and
9 other services specific to chemailcdependency rehabilitadin.

8. 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.

9. Drugs provided or administered by a physician or other provider, except those drugs that meet
0KS RSTAHNRGFAZEAZ2FIdte LN RIFISNAASSNER RNNABRDEAA2Y
RNHzZ2 & ¢ Aa | aPrdeSsioaNadrhRteredyDRIGaNdrage for drugs is as
described irPrescription Drug$rescription Specialty Drugsotherwise described as specific
benefit elsewhere in this section.

AA. Temporomandibular JoinfTMJ)Disorder

Medica covers the evaluation(s) to determine whether you have temporomandibular joint (TMJ)
disorder and the sgical and norsurgical treatment of a diagnosed TMJ disorder. Services
must be received from (or under the direction aBtwork physicians onetwork dentists.

Coverage for treatment of TMJ disorder includes coverage for the treatment of
craniomandibuladisorder. TMJ disorder is covered the same as any other joint disorder as
described in your Schedule of Payments.

Not Covered:
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1. Services for the evaluation or treatment of temporomandibular joint (TMJ) disorder
provided by a nometwork provider.

2. Diagnatic casts, diagnostic study models and bite adjustments unless related to the
treatment of TMJdisorder and craniomandibular disorder.

BB. Urgent Care

Medica covers urgent caenter visitsas described in your Schedule of PaytseUrgent care
is a health care facility whose primary purpose is to offer and provide immediate;tehort
medical care for minor medical conditions on a regular or routine basis.

CC. Vision

Medica covers vision services for membensler age 19 including frames, lenses, or contact
lenses when prescribed solely for vision correction, and related fittings as described in your
Schedule of Payments. Lenses include single vision, bifocal, trifocal, or lenticular with choice of
glass or [astic lenses.

Not Covered:
1. Vision services provided by a nortwork provider.

2. The purchase, replacement or repair of eyeglasses, eyeglass frames, or contact lenses
when prescribed solely for vision correction, and their related fittings for members 19
years of age or older.

Refractive eye exams for members 19 years of age and older.

4. Refractive eye surgery.

DD. Exclusions

Medicawill not provide coverage for any of the services, treatments, supplies or items
described below eveii it is recommended or prescribed by a physician or it is the only available
treatment for your conditionimportant: The list below describesxclusionsn addition to the
services, supplies and associated expenses already listed as Not coetsedherein this

Policy and the Schedule of PaymentEhese include:

1. Health services provided by a noetwork provider unless authorized by Medica as
described irReferrals to nometwork providersn Referrals and Prior Authorizatian
unless providediue toan emergencynd eligible for coverage undéhis Policy.

2. Services that are not edicdly necessary. This includes but is not limited to services
inconsistent with the radicd standards and accepted practice parameters of the
community and services inapmpriatet in terms of type, frequency, level, setting and
duratiort to the diagnosis or condition.

3. Services or drugs used to treat conditions that are cosmetic in nature, unless otherwise
determined to be reconstructive.
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4. Services provided by an audiologistemnot under the direction of a physician

Air and bone conductiohearing aids (including internal, external or implantable hearing
aids or devices) and other devices to improve hearing, and their related fittings, except
cochlear implarg and related fitings.

6. A drug, device or edicd treatment or procedure that is investigative.

7. Genetic testing when performed in the absence of symptoms or high risk factors for a
heritable disease; genetic testing when knowledge of genetic status will not affect
treatment decisions, frequency of screening for the disease, or reproductive choices;
genetic testing that has been performed in response to direct to consumer marketing and
not under the direction of your physician.

8. Services or supplies not directly relatedcare.
Autopsies, except as statéalthis Policy.

10. Enteral feedings, unless they are the sole source of nutrition; however, enteral feedings of
standard infant formulas, standard baby food and regular grocery products used in
blenderized formulas are exaled regardless of whether they are the sole source of
nutrition.

11. Nutritional and electrolyte substances except as specifically described this Policy or your
Schedule of Payments.

12. Physical, occupational or speech therapy when there is no reasonable atipecf
improvement

13. Reversal of voluntary sterilization.

14. Neuropsychological evaluations/cognitive testing, except as stated in this Policy or your
Schedule of Payments under Office Visits.

15. Personal comfort or convenience items or services.
16. Custodial ca, unskilled nursing or unskilled rehabilitation services.

17. Respite or rest care except as otherwise covered in this Policy or your Schedule of Payment
underHospice

18. Travel, transportation or living expens&ertain tavel or living expenses may partialy
reimbursed wherapproved by Medica and related transplantservices that have been
authorized by Medica as describeddngan and Bone Marrow Transplants and Other
Complex Medical Conditions

19. Household equipment, fixtures, home modifications and gkhinodifications.

20. Services to treat nicotine addiction except as stated in this Policy or your Schedule of
Payments undePrescription Drug

21. Massage therapy, provided in any setting, even when it is part of a comprehensive
treatment plan.

22. Routine footcare, except for members with diabetes, blindness, peripheral vascular disease,
LISNA LIKSNI f ySdzNRP LI GKASa YR aAIYAFAOLIYG ySdzN
Alzheimef) disease, multiple sclerosis, and amyotrophic lateral scle(84iS)
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23.
24.

25.

26.
27.

28.
29.
30.
31.
32.
33.
34.
35.
36.

37.

38.

39.
40.

41.
42.
43.
44.

45,
46.
47.
48.

Services by persons who are family members or who share your legal residence.
{ SNBAOSa F2NJ sKAOK O2@SNY3IS A& [ @LAftlofS
any similar law.

Services received before coverage under this Policy or your SchddRégments becomes
effective.

Services received after coverage under this Policy or your Schedule of Payments ends.

Unless requested by &tlica charges for duplicating and obtainingedicd records from
non-network providers and nometwork dentists.

Photbographs, except for the conditisof dysplasticevi and melanoma

Occlusal adjustment or occlusal equilibration.

Oral surgery, except as described in this Policy or your Schedule of Payments.
Dental implants (tooth replacement)

Dental prostheses.

Orthodontic treatment

Treatment for bruxism.

Services prohibited by law or regulation, or illegal undebraskdaw.

Services to treat injuries that occur while on military duty; and any services received as a
result of war, or any act of war (whether decldrer undeclared).

Exams, other evaluations or other services received solely for the purpose of employment,
insurance or licensure.

Exams, other evaluations or other services received solely for the purpose of judicial or
administrative proceedings or rearch, excepfl) emergency examination of a child

ordered by judicial authoritiesr (2) services that are otherwise a covered benefit under the
plan and medically necessary

Non-medicd selfcare or sekhelp training.

Educational classes, programs or &eans, including but not limited to childbirth classes,
except as describeid this Policy or your Schedule of Payments.

Nutritional counseling, except as described in this Policy or your Schedule of Payments.
Coverage for costsssociated with translatio of medicd records and claims to English.

Treatment for spider veins.

Services not received from or under the direction of a physician, except as described in this

Policyor your Schedule of Payments

Preventive dental services.

Elective, induced abortits, except amedicdly necessaryo protect the life of the mother.
Therapeutic acupuncture.

Services billed by an acupuncturist.
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49.

50.

51.
52.
53.
54.
55.

56.

57.

58.

59.

60.
61.
62.

63.
64.

65.
66.

67.

68.
69.
70.

Services for or related to vision therapy and orthoptic and/or pleoptic training, except as
describedn this Policy or youschedule of Payments.

Services for or related to intensive behavior therapy treatment programs for the treatment
of autism spectrum disorders. Examples of such services include, but are not limited to,
Early Intensive Developmental & Behavioral Interi@m{EIDBI), Applied Behavioral
Analysis (ABAtensive Early Intervention Behavior Therapy (IEIBT), Intensive Behavior
Intervention (IBI), and Lovaas therapy.

Sensory Integration including Auditory Integration Training.

Orthognathic surgerfor cosmeticpurposes

Health care professional services for maternity labor and delivery in the home.
Surgery for morbid obesitfalso known as bariatric surgery.)

Charges that are eligible, paid, or payable under aegibd payment, personal injury
protection, autanobile or other coverage that is payable without regard to fault, including
charges that are applied toward any deductible, copayment or coinsurance requirement of
such coverage.

Services for privatduty nursing

Services for sex transformation surgergx ©iormones related to surgery, related
preparation and followup treatment, and care and counseling, unless medically necessary
and prior authorization is obtained from Medica before you receive services

Functional capacity evaluations and related sawifor vocational purposes or for
determination of disability or pension benefits.

Services for chemotherapy, supplies, drugs and aftercare in connection with a human organ
transplant that is not covered

Services for or in connection with fetal tissuertsplantation.
Services which are not within the scope of licensure or certification of the provider.

Nonemergency transportationexcept as described in this Policy or your Schedule of
Payments

Nonemergency services received outside the United States.

Services provided to your dependents if you have subscriber coverage only. (If you need to
add coverage for your dependents, see the Eligibility and Enroliment section of this Policy.)

Services solely for or related to the treatment of snoring.

Diagnosticasts, diagnostic study models and bite adjustments unless related to the
treatment of temporomandibular joint (TMJ) disorder and craniomandibular disorder.

Services provided to treat injuries or illness as a result of committiefpay or attempting
to commit afelony.

Complications from nowovered procedure or service.
Interpreter services.

Charges for interest, mailing, and delivery.
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71. Drugs provided or administered by a physician or other provider on an outpatient basis,
exceptthose drugsthatmeét KS RSTFAYAGA2Y 2F GLINRTFTSaairzyl
/ 2@SNF3AS FT2NI GLINEFSaarz2yl fte Prefesdiofidha G SNBR
Administered DrugsCoverage for drugs is as describe®irscription Drugand
Prescription Specialty Drugs otherwise described as a specific benefit in this Policy.

t
\N
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72. Any form, mixture or preparation of cannabis for medical or therapeutic use and any device
or supplies related to its administration.

73. Animals and any service or treatment related to animals.

74. Assistel reproductive technology services, including but not limited tovitiro fertilization
(IVF); gamete intrafallopian transfer (GIFT); zygote intrafallopian transfer (ZIFT); tubal
embryo transfer; intracytoplasmic sperm injection (ICSI); ova or embrydsiibojo,
retrieval, donation, preservation, and/or storage; and/or any conception that occurs outside
0KS 62YFIyQad 02Re®

75. Services for intrauterine insemination (1U1).

76. Sperm banking and/or storage.

77. Donor sperm.

78. Donor eggs.

79. Services related to adoption.

80. Druggs, supplies and biologics that have not been approved by the U.S. Food and Drug
Administration (FDA).

81. Medicd devices that have not been approved by the U.S. Food and Drug Administration
(FDA), other than those granted arhanitarian device exemption.

82. Newto market biologics and professionally administered drugs. Biologics and professionally
administered drugs recently approved by the FDA (including approval for a new indication)
will not be covered until they are reviewed and approved for coverage byddedi

83. Professionally administered drugs that do not meet both of the following requirements: (a)
administered in conjunction with a covered benefit and (b) administered by a physician
FOGAY3a GAGKAY (GKS a02L)S 2F GKS LINPOARSNDRA f A

84. Charges incurred if ydiail to keep a scheduled visit.
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IV. Coordinationof¢t KA & / BgnafisWit DberBenefits

This provision applies unless prohibited by Nebraska law.

The Coordination of @efits (COB) provision applies when a person has health care coverage under
more than oneplan. Planis defined below.

The order of benefit determination rules govern the order in which eplam will pay a claim for
benefits. Theplan that pays first $ called theprimary plan Theprimary planmust pay benefits in
accordance with its policy terms without regard to the possibility that anofilan may cover some
expenses. Thelan that pays after theprimary planis the secondary plan Thesecondary phn may
reduce the benefits it pays so that payment frompdinsdoes not exceed 100% of the to@lowable
expense

A. Definitions

A. Aplanis any of the following that provides benefits or services for medical or dental care or
treatment. If separate camacts are used to provide coordinated coverage for members of a
group, the separate contracts are considered parts of the same plan and there is no COB among
those separate contracts.

(1) Planincludes: group and negroup insurance contracts, health maingnce organization
(HMO) contracts, closed panel plans or other forms of group or gtgoe coverage
(whether insured or uninsured); medical care components of-k&mngn care contracts, such
as skilled nursing care; medical benefits under group or ing@Vidutomobile contracts; and
Medicare or any other federal governmental plan, as permitted by law.

(2) Plandoes not include: hospital indemnity coverage or other fixed indemnity coverage;
accident only coverage other than the medical benefits coveragelzi 8 Y2 0 At S Gy 2 T
FYR UGONIYRAGAZ2YI € GFFdzf G¢ GeLIS O2yGNI OGaAT &aLlsS
limited benefit health coverage, as defined by state law; school accident type coverage;
benefits for nommedical components of loAterm care pdicies; Medicare supplement
policies; Medicaid policies; or coverage under other federal governmental plans, unless
permitted by law.

Each contract for coverage under (1) or (2) is a sepaiate If aplan has two parts and COB
rules apply only to onef the two, each of the parts is treated as a sepaiata.

B. This plan means, in a COB provision, the part of the contract providing the health care benefits
to which the COB provision applies and which may be reduced because of the benefits of other
plans. Any other part of the contract providing health care benefits is separate from this plan. A
contract may apply one COB provision to certain benefits, such as dental benefits, coordinating
only with similar benefits, and may apply another COB provisi@moordinate other benefits.

C. The order of benefit determination rules determine whethihis plan is gorimary plan or
secondary plan when the person has health care coverage under more thaplame When
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this plan is primary, it determines payment fits benefits first before those of any othefan
without considering any othept | y Q& 0 S yt8iF plain & ®ecéndafy yit determines its
benefits after those of anothgplan and may reduce the benefits it pays so thapklh benefits
do not exced 100% of the totadllowable expense.

D. Allowable expense is a health care expense, including deductibles, coinsurance and copayments,
that is covered at least in part by aplancovering the person. Whengan provides benefits in
the form of servicesthe reasonable cash value of each service will be considereticavable
expense and a benefit paid. An expense that is not covered bylanycovering the person is
not anallowable expense. In addition, any expense that a provider by law or in aoomedvith
a contractual agreement is prohibited from charging a covered person is nal@amable
expense.

The following are examples of expenses that areatlotvable expenses

(1) The difference between the cost of a sepmivate hospital room and a jpate hospital
room is not anallowable expensgunless one of thelans provides coverage for private
hospital room expenses.

(2) If a person is covered by 2 or mgulnsthat compute their benefit payments on the basis
of usual and customary fees or rdala value schedule reimbursement methodology or
other similar reimbursement methodology, any amount in excess of the highest
reimbursement amount for a specific benefit is notallowable expense

(3) If a person is covered by 2 or mgpansthat provide kenefits or services on the basis of
negotiated fees, an amount in excess of the highest of the negotiated fees is not an
allowable expense

(4) If a person is covered by omgan that calculates its benefits or services on the basis of
usual and customaryees or relative value schedule reimbursement methodology or other
similar reimbursement methodology and anoth@an that provides its benefits or services
on the basis of negotiated fees, theNJA Y | NE payniert gr@rigement shall be the
allowable expesefor all plans However, if the provider has contracted with teecondary
planto provide the benefit or service for a specific negotiated fee or payment amount that
is different than thepNA Y I NBLILE ¥SHYOE F NN y3aSYSyd yR AT
permits, the negotiated fee or payment shall be talowable expenseused by the
secondary plario determine its benefits.

(5) The amount of any benefit reduction by thimary planbecause a covered person has
failed to comply with theplan provisions isot an allowable expenseExamples of these
types of plan provisions include second surgical opinions, precertification of admissions,
and preferred provider arrangements.

E. Closed panel plais aplanthat provides health care benefits to covered pens primarily in the
form of services through a panel of providers that have contracted with or are employed by the
plan, and that excludes coverage for services provided by other providers, except in cases of
emergency or referral by a panel member.
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F. Custodial parent is the parent awarded custody by a court decree or, in the absence of a court
decree, is the parent with whom the child resides more than one half of the calendar year
excluding any temporary visitation.

B. Order of benefit determinatiorrules

When a person is covered by two or mglans the rules for determining the order of benefit
payments are as follows:

A. Theprimary planpays or provides its benefits according to its terms of coverage and without
regard to the benefits of under arother plan.

B. (1) Except as provided in Paragraph ($laathat does not contain a coordination of benefits
provision that is consistent with this regulation is always primary unless the provisions of both
plans state that the complying plan is primary.

(2) Coverage that is obtained by virtue of membership in a group that is designed to supplement
a part of a basic package of benefits and provides that this supplementary coverage shall be
excess to any other parts of thian provided by the contract hder. Examples of these types

of situations are major medical coverages that are superimposed over base plan hospital and
surgical benefits, and insurance type coverages that are written in connection walitkead

panel plarnto provide outof-network beneits.

C. Aplan may consider the benefits paid or provided by anofslanin calculating payment of its
benefits only when it is secondary to that othgan

D. Eachplan determines its order of benefits using the first of the following rules that apply:

(1) Non-dependent or DependentTheplanthat covers the person other than as a dependent,
for example as an employee, member, policyholder, subscriber or retiree @ithary plan
and theplanthat covers the person as a dependent is seeondary planHoweve, if the
person is a Medicare beneficiary and, as a result of federal law, Medicare is secondary to the
plan covering the person as a dependent; and primary topitaa covering the person as
other than a dependent (e.g. a retired employee); then the orafebenefits between the
two plansis reversed so that thplancovering the person as an employee, member,
policyholder, subscriber or retiree is tlsecondary plarand the othemlanis theprimary
plan.

(2) Dependent Child Covered Under More Than Gflen. Unless there is a court decree
stating otherwise, when a dependent child is covered by more tharptarethe order of
benefits is determined as follows:

@) For a dependent child whose parents are married or are living together,
whether or not they hae ever been married:

w ¢pkarsof the parent whose birthday falls earlier in the calendar year is the
primary plan or
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wlf both parents have the same birthday, thianthat has covered the parent
the longest is thgrimary plan

(b) For a dependenthild whose parents are divorced or separated or not living
together, whether or not they have ever been married:

(1) If a court decree states that one of the parents is responsible for the
RSLISYyRSyi(i OKAftRQ& KSIftdK Obmide SELISY a
planof that parent has actual knowledge of those terms, thkn is
primary. This rule applies to plan years commencing afteptaeis
given notice of the court decree;

(i) If a court decree states that both parents are responsible for the
RSLISYRSyild OKAtRQa KSIftGK OFNB SELSya
provisions of Subparagraph (a) above shall determine the order of
benefits;

(iii) If a court decree states that the parents have joint custody without
specifying that one parent has reamsibility for the health care
expenses or health care coverage of the dependent child, the provisions
of Subparagraph (a) above shall determine the order of benefits; or

(iv) If there is no court decree allocating responsibility for the dependent
O K & heRltd care expenses or health care coverage, the order of
benefits for the child are as follows:

w ¢pkrgovering thecustodial parent

w ¢pKrgovering the spouse of theustodial parent

w ¢pKr&overing thenon-custodial parentand then

w ¢pkrgovering the spouse of theon-custodial parent

(© For a dependent child covered under more than @ben of individuals who are
the parents of the child, the provisions of Subparagraph (a) or (b) above shall
determine the order of benefitas if those individuals were the parents of the
child.

O02@SNY 3S
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(7) (longer/shorter) applies.
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3) Active Employee or Retired or Laioff Employee.Theplanthat covers a person as an
active employee, that is, an employee who is neither laid off nor retired, iprineary
plan. Theplan covering that same person as a retired or faftlemployee is the
secondary planThe same would hold true if a person is a dependent of an active
employee and that same person is a dependent of a retired omtidmployee. If the
other plandoes not have this rule, and as a result, fh@ensdo not agree on the order
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of benefits, this rule is ignored. This rule does not apply if the rule labeled D(1) can
determine the order of benefits.

4) COBRA or State Continuation Coveratj@a person whose coverage is provided
pursuant to COBRA or under a right of continuatioovmted by state or other federal
law is covered under anothgtan, the plan covering the person as an employee,
member, subscriber or retiree or covering the person as a dependent of an employee,
member, subscriber or retiree is ti@imary planand the ©BRA or state or other
federal continuation coverage is ttisecondary planlif the otherplandoes not have this
rule, and as a result, thelansdo not agree on the order of benefits, this rule is ignored.
This rule does not apply if the rule labeled Dfa) determine the order of benefits.

(5) Worker<Xompensation.Coverage under any work€klsompensation act or similar law
applies first. You should submit claims for expenses incurred as a result ofdayon
injury to the employer, before submittqthem to Medica.

(6) No-fault Automobile Insurance. Coverage under the Nbault Automobile Insance
Act or similar law applies first.

@) Longer or Shorter Length of Coveragéeplanthat covered the person as an
employee, member, policyholder, subgmr or retiree longer is therimary planand
the planthat covered the person the shorter period of time is #sEondary plan

(8) If the preceding rules do not determine the order of benefits, dilewable exp@ses
shall be shared equally between thé&ans meeting the definition ofplan. In addition,
this plan will not pay more than it would have paid had it beengtimary plan.

C. Effect on the benefits of this plan

A. When this planis secondary, it may reduce its benefits so that the total benefdsl pr
provided by allplans during a plan year are not more than the tot@lowable expensesin
determining the amount to be paid for any claim, teecondary plarwill calculate the benefits
it would have paid in the absence of other health care cogerand apply that calculated
amount to anyallowable expenseunder its plan that is unpaid by theprimary plan The
secondary plarmay then reduce its payment by the amount so that, when combined with the
amount paid by thegrimary plan the total benefitspaid or provided by aplansfor the claim do
not exceed the totakllowable expensdor that claim. In addition, thesecondary planshall
credit to its plan deductible any amounts it would have credited to its deductible in the absence
of other health are coverage.Also, where the primary plan is medical payments from motor
vehicle insurance policy, the secondary plan shall credit payments from the motor vehicle
insurance policy to deductibles, copayments and coinsurance after discounts under thie healt
plan.

B. If a covered person is enrolled in two or matesed panel planand if, for any reason, including
the provision of service by a ngranel provider, benefits are not payable by otiesed panel
plan, COBshall not apply between thagilanand othe closed panel plans
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D. Right to receive and release needed information

Certain facts about health care coverage and services are needed to apply these COB rules and to
determine benefits payable undé¢his plan and otheplans. Medica may get the factsniteds from

or give them to other organizations or persons for the purpose of applying these rules and
determining benefits payable undéhis plan and otheplans covering the person claiming benefits.
Medica need not tell, or get the consent of, any mer$o do this. Each person claiming benefits
underthis plan must give Medica any facts it needs to apply those rules and determine benefits
payable.

E. Facility of payment

A payment made under anoth@tan may include an amount that should have been paidanthis

plan. If it does, Medica may pay that amount to the organization that made that payment. That

amount will then be treated as though it were a benefit paid unidés plan. Medica will not have to

LI & GKIFG FY2dzy G |31 Ay ®dludeKpoviding beMefitd ihdhedfornSof & Y I RSé 2
AaSNIAOSaAY AYy 6KAOK OF&S aLIeyYSyid YIRS YSIya (K¢
in the form of services.

F. Right of recovery

If the amount of the payments made by Medica is more than it should havkeupaier this COB

provision, it may recover the excess from one or more of the persons it has paid or for whom it has

paid; or any other person or organization that may be responsible for the benefits or services

LINE ARSR F2NJ 6KS O2@SNBRSLIENBYEF IGK T RISE¥2 dzy Dt dzR !
value of any benefits provided in the form of services.

G. Coordinationfor Medicareeligible individuals

The benefits under this Policy are not intended to duplicate any benefits to which members are, or
would be, eligible for under Medicafeart B If we have covered a service under this Policy, any
sums payable under MedicaRart Bfor that service must be paid to Medic#.we need any

consents, releases, assignments and other documents, completesturd to us those documents

to make sure we receive reimbursement by MedicBeet B

Medicare is primary if you are enrolled in Medicare in the following circumstances:

1 You are at least 65 years old;

1 You are less than 65 years old, but are covergtMbdicare because of disability or end stage
renal disease.

If you are eligible for Medicareart B we will consider you covered by Medicd&rart B whether or
not you are actually enrolled in MedicalRart B We will reduce your benefits under this IRy by
the amount you would have been eligible for under Medidaeet Bif you had actually enrolled in
MedicarePart B You should enroll in Medicakart Biwhen you are eligible to avoid large out of
pocket expenses.
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The provisions of this section Wélpply to the maximum extent permitted by federal or state law.
We will not reduce the benefits due any insured where federal law requires that we determine our
benefits for that insured without regard to the benefits available under Medi€ae B
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V. Canplaints

This section describes what to do if you have a complaint or would like to appeal a decision made
by Medica. You may also have appeal rights under regulations implementing the Patient Protection
and Affordable Care ActiPRACA).

You may call Customer Service at one of the telephone nuntisted at the front of this Policgr
by writing to the address below internalreview, 1.a You also may contact tidebraska
Department of Insurance at P.O. Box 82089, Lincoln, NE168)89, tel. 8775647323,
www.doi.nebraska.gav

Complaint: Means any grievance againsehllica submitted by you or another person on your
behalf, that is not the subject of litigation. Complaints may invdbe are not limited to, the

scope of coverage for health care services; retrospective denials or limitations of payment for
services; eligibility issues; denials, cancellations, orreaewals of coverage; administrative
operations; and the quality, tieliness, and appropriateness of health care services rendered. If
the complaint is from an applicant, the complaint must relate to the application. If the complaint is
from a former member, the complaint must relate to services received during the time t

individual was a member.

Medical Necessity ReviewMeans MedicaRa S @I f dzr GA2y 2F GKS ySOSaaaie
efficacy of the use of health care services, procedures, and facilities, for the purpose of determining
the medical necessity of the séce or admission.

Filing a complaint may require thatédicareview your medical records as needed to resolve your
complaint.

You may appoint an authorized representative to make a complaint on your behalf. You may be
required to sign an authorization wdh will allow Medicato release confidential information to
your authorized representative and alldlhvem to act on your behalf during the complaint process.

Upon request, Mdicawill assist you with completion and submission of your written complaint.
Medicawill also complete a complaint form on your behalf and mail it to you for your signature
upon request.

At any time during theomplaintprocess, you have a right to submit any information or testimony
that you want Medica to consider and to review d@nformation that Medica rééd on in making
its decision.

In addition to directing complaints to Customer Service as described in this section, you may direct
complaints at any time to thBirector of Insurancat the telephone number listed at the begiimg
of this section.

Internal review

You may direct any question or complaint to Customer Service by calling one of the telephone
numberslisted at the front of this Policgr by writing to the address listed below.

1. Complaints that do not involve a medicgecessity review by btlica

a. For an oral complaint, if Medica does not communicate a decision within 10 business days
FNBY aSRAOIQa NBOSALWN 27F (KS8dicAY IRSIOMEARR y2 NIAA
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http://www.doi.nebraska.gov/

partiallyor wholly adverse to you, Mediaaill provide you with a complaint form to submit
your complaint in writing. Mail the completed form to:

Customer Service
RouteCP595

PO Box 9310

Minneapolis, MN 55440310

b. Your written complaint will be consideread aternalreview. You must submit your
written complaint within one year after receiving a denial from Medica. Yudernal
review will be conducted by a qualified individual associated with Medica who was not
involved in making the initial decision. You have the right to submit written méfteria
your internalreview, but you do not have the right to attend the revie®wor a written
complaint, Medicawill provide written notice of itsnternal review decision to you within
15workingdays from initial receipt of your complairif.Medica canot make a decision
within 15 working days, you will be notified of the reason, and Medica may take up to an
additional 15 working days to issue a written decision.

2. Complaints that involve a medical necessity review legida

a. Your complaint must be madeitin 180 daydollowing MedicaQd A YA GA L f RSOA&A 2
be made orally or in writing.

b. Medicawill provide written notice of iténternal review decision to you and your attending
provider, when applicable, withih5 workingdays from receipt of your coptaint.

c. When an initial decision by élicadoes not grant a prior authorization request made
before or during an ongoing service, and your attending provider believes thdickls
decision warrants an expedited review you or your attending provider asétihe
opportunity to request an expedited review by telephone. Alternatively,atida
concludes that a delay could seriously jeopardize your life, health, or ability to regain
maximum function, or could subject you to severe pain that cannot be adelyua
managed without the care or treatment you are requestinggditawill process your claim
as an expedited review. In such casesdiMawill notify you and your attending provider
by telephone of its decision no later than 72 hours after receivingéheest.

d. If MedicaQ iaternalreview decision upholds the initial decision made bgdit¢g you have
a right to submit a written request for external review as described in this section.

e. IfyourcomplaintA y @2t @Sa aSRAOI Qa RS G dngohycouis? of NS R dzO S
treatment that Medica previously approved, the treatment will be covered pending the
outcome of the review process.

External review

If you consider MdicaQ & R Qufok éo@@effon of youinternal reviewto be partially or wholly
adverse to you, you may submit a written request for external reviewedidQ a R SfQdud A 2 y
case involves medical necessity, investigative/experimental procedures, or a rescission of a policy
determination. This process is coordinated by the Nekad3epartment of Insurance. You should
submit your request to the Nebraska Department of Insurance at: P.O. Box 82089, Lincoln, NE
685012089, tel. 87/64-7323,www.doi.nebraska.gav
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You must submit your wriein request for external review withifour months from the dateyou

receivea SRA O Q aYoRa suBindit 2dditional information that you want the review
organizationtoconsider. 2dz gAftf 06S Yy20AFTASR 2F (KSdNYWSIASH 2N
from receipt of your requestContact theNebraska Department of Insuranfa more information

about the external review proces

Under most circumstances, you must complete thernal review, described above, before you

proceed to external reviewYou may proceed to external review without completing thiernal

review if Medica agrees that you may do so, or if Medica fails to substantially comply with the

complaint and review process described in this section, including meeting any requirethdsadl

You may request an expedited external review at the same time you request an expadéathl

reviewif (a) you have a medical condition that would seriously jeopardize your life or health or

would jeopardize your ability to regain maximum funatid treatment is delayed; or (b) for
investigative/experimental procedures, your physician certifies in writing that treatment would be

less effective if not promptly initiatedrou may also request an expedited external readisr

completing theinternalreview if (a)a SRA OF Qa RSOAaAz2y Ay@2f @dSa | YSR
standard external review time would seriously jeopardize your life, healtivooitd jeopardize

your ability to regain maximum functigrg b) for investigative/experimental poedures, your

physician certifies in writing that treatment would be less effective if not promptly initiate¢;)or

aSRAOI Qa RSOAaAzy O2yOSNya +y FTRYAAaarAz2ys | @At
for which you received emergency sies and you have not been discharged from a facility. If an
expedited review is requested and approved, a decisiohbwiprovided within 72 hours.

Civil action

No civil action for benefits may be brought more than three years after the time a claim fo
benefits is required to have been submitted under this Policy.
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VI. Ending Coverage
This section describes when coverage ends under this Policy and your Schedule of Payments.
When coverage ends
Unless otherwise specified this Policy, coverage ends the earliest of the following:

1. The date Medica notifies you that Medica will cease doing busimedscontinue a particular
product Coverage will end on the last day of a month. (To cease doing business means to
discontinueissuing new individual health plans and to refuse to renew alleditdQd SEA &G A y 3
individual health plans.)

2. The end of the month for which the subscriber last paid the premium dxeept as
specifically described in item 3 below conmtag subscriberseceiving an advance premium
tax aedit.

3. Ifthe subscriber is receiving an advance premium taxlic, the end of the first month for
GKAOK GKS &adz0aONROSNI FILAESR G2 L& G§KS &adzaON
period. For exampléf you fail to pay your share of the premium in March you have until the
end of May (a 3 month grace period) to pay your premiuue during the grace perioid full.
If you do not pay all premiums for March, April and May, your coverage will be terminated as
of the end of March.

4. For coverage purchased outsittee Exchangethe end of the month following the date the
3dz0 AONA O SNI NBljdzSada GKFEG O2@0SNI IS SyRO 2 NA @
' YRk2NJ RSLISYRSy(GaQ 02 @S Mhtisst 3Y dajisibefaeShe Nae@fS A FS R
termination. However, the effective date of such termination must be the end of the month
except as provided in item 5 belowAny refund of premium shall be mailed to the subscriber
upon receipt of this notice by Mica.

[j

5. If the subscriber enrolled througihe Exchangethe date on which the subscriber requests
termination if the subscriber has given Medicatloe Exchangé G € S+ &G woeford&Rl 2 3 Q y
a requestederminationdate. If the subscriber has not providéledica othe Exchangevith
G £SFrad mn RFEF2aQ y20A0S 2F || NBIjdzSaGSR GSN)¥A
notice is received by either Medica thre ExchangeAny refund of premium shall be mailed to
the subscriber upon receipt of thiotice by Medica.

6. If the subscriber terminates this Policy and the Schedule of Payments within the first ten days
of receiving it, coverage shall terminate retroactive to the effective date of this Policy and the
Schedule of Payments.

7. The end of the montliollowing the date 31 days after we notify you that coverage will end
because you do not reside@2 dzNJ LJ I y Q @roval&l X hotlfiGation iNade within
one year following the date Medica was provided written notification of your addressgehan
However, Medica may approve other arrangements.
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8. The end of the month following the date you enter active military duty for more than 31 days.
Upon completion of active military duty, your coverage will be reinstated if you notify Medica
within 90 day after removal from active military duty.

9. When the subscriber is enrolled under this Policy and the Schedule of Payments, coverage for
RSLISYyRSyGa oAttt SyR GKS RIGS (KS adzmaONAoSNRaA

10. The date of the death of the member. When the subscribe&mnrolled under this Policy and
0KS {OKSRdzZA S 2F tleyvySyda FyR Ay GKS S@gSyid 2
4dz0 AONA G SNR& RSLISYRSyGa ¢oAaftt GSNXYAYLFGS GKS
occurred.

w +H

y

11. For a spouse, the end of the morihllowing the date of divorce.

12. For a dependent child, the end of the month in which the child is no longer eligible as a
dependent as specified in this Policy.

13. The date specified by Medica in written notice to you that coverage ended due to fraud or
intentional misrepresentation of a material fact. If coverage ends due to fraud or intentional
YAANBLINBaSyGrdAzy 2F F YFOGSNRFIE FFOGx O20SNI 3
discretion to the original date of coverage or the date on which thedudent act took place.
After two years, coverage can only be retroactively terminaiedlaims retroactively denied
for fraudulent misstatements made in the application for coverdgeaud includes but is not
limited to:

a. Knowingly providing Medica witlalse material information such asformation related
G2 @2dzNJ St AFA0ATAGE 2NJ FYy20KSNJ LISNE2Y Qa St A

b. Permitting the use of your member identification card by any unauthorized person; or

c. laAiay3a | y2idKSN LISfindichyafior YSY0 SN ARSyYy (A

d.  Submitting fraudulent claims; or

e. Engaging in any fraudulent activity related to your eligibilitydoverage under this
Policy oryour Schedule of Payments.

14. If you are enrolled in a Catastrophic Plame £nd of the policy year in whi¢he subscriber
covered under the plais more than 30 years of ager yourhardshipexemption issued by
the Exchange expires

15. For coverage purchased througie Exchangeon the date established bthe Exchange
whenthe Exchangenakes a determination thatou are no longer eligible for coverage
under this Policy

16. For coverage purchased througie Exchangeon the date your plan is no longer certified
or offered throughthe Exchange

17. The date immediately preceding the effective date of new coverage weldry a member
during an applicable open or special enroliment period.
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Upon the death of the subscriber or if the subscriber and/or member terminates this Policy and the
Schedule of Payments due to eligibility for Medicare, dissolution of marriage, arctuid that is no
longer eligible as a dependent as specified in this Policy, the remaining members may choose to
continue coverage under this Mediptan.
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Definitions

In this Policy and your Schedule of Payments (andyrearendments), some words have specific
meanings. Within each definition, you may note bold words. These words also are defined in this
section.

Advancepremium tax credit (APTC) The advance premium assistance credit available under
Internal Revenue Cadsection 36Bas determined byhe Exchanggor individuals who meet
certain income requiremenisas determined byhe Exchange

Approved clinical trial. A phase |, phase Il, phase Il or phase IV clinical trial that is conducted in
relation to the preention, detection or treatment of cancer or other kfareatening condition, is
not designed exclusively to test toxicity disease pathophysiology, amaeets the criteria

described in subparagraphs;B below:

1. The clinical trial must have a writtgmotocol that describes a scientifically sound study and
have been approved by all relevant institutional review boards (IRBs) before participants are
enrolled in the trial; and

2.  The subject or purpose of the clinical trial must be the evaluation dieam @r service that
meets the definition of a Benefit and is not otherwise excluded undeRbigy and

3. The clinical trial must be described in one of the following subparagraphs:

a. The study or investigation is conducted under an investigationaldreg application
reviewed by the U.S. Food and Drug Administration.

b. The study or investigation is a drug trial that is exempt from having such an
investigational new drug application.

c. The study or investigation is approved or funded by one of dflewing: (i) the
National Institutes of Health (NIH), the Centers for Disease Control and Prevention, the
Agency for Health Care Research and Quality, the Centers for Medicare and Medicaid
Services or cooperating group or center of any of the entitiexdleed in this item; (ii) a
cooperative group or center of the United States Department of Defense or the United
States Department of Veterans Affairs; (iii) a qualified-gosernmental research entity
identified in the guidelines issued by the NIH fenter support grants; or (iv) the
United States Departments of Veterans Affairs, Defense or Energy if the trial has been
reviewed or approved through a system of peer review determined by the secretary to:
(a) be comparable to the system of peer revievsfdies and investigations used by
the NIH, and (b) provide an unbiased scientific review by qualified individuals who have
no interest in the outcome of the review.

Benefits The health services or supplies (described in this Policy and any subsequent
amendments) approved by &tlicaas eligible for coverage.

Biologics Any of a wide range of products designed to replicate natural substances in the body,
including, but not limited to, products produced using biotechnology. Biologics include, but are
not limited to, vaccines, blood and blood components or products, cellular and gene therapy
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products, tissue and tissue products, allergenics, recombinant therapeutic proteins, monoclonal
antibodies, cytokines, growth factors, immunomodulators, and additibi@bgical products
regulated by the U.S. Food and Drug Administration and related agencies.

Claim An invoice, bill or itemized statement fbenefits provided to you.

Coinsurance The percentage amount you must pay to th@vider for benefitsreceived.
The coinsuranceamount istypicallybased on the lesser of the:
1. Charge billed by thprovider (i.e., retail); or

2. Negotiated amount that therovider has agreed to accept as full payment for thenefit
(i.e., wholesale).

When the wholesale amount i®t known nor readily calculated at the time thenefit is
provided, Medicauses an amount to approximate the wholesale amotiur services from some
network providers, however, thecoinsuranceis based on th€ INE @ ArdRa8l thixge. The

LINE @ ArdRa8 dhExde is the amount that thgrovider would charge to any patient, whether or
not that patent is a Medicamember.

In addition, for thenetwork pharmacies described rescription Drugand PrescriptiorSpecialty
Drugg, the calculation ofoinsuranceamounts as described above do not include possible
reductions for any volume purchase discounts or price adjustments tleatiddmay later receive
related to certainprescription drugsand pharmacy services.

Thecoinsurancanay not exceed the charge billdy theprovider for the benefit.

Copayment The fixed dollar amount you must pay to theovider for benefitsreceived.

When you receive eligible health services frometwork_provider and acopaymentapplies, you
pay the lesser of the charge billeg the provider for the benefit (i.e., retail) or youcopayment
Medica pays any remaining amount according to the written agreement betwesgtiddand the
provider. Thecopaymentmay not exceed the retail charge billed by thevider for the benefit.

Cosmetic Services and procedures that improve physical appearance but do not correct or
improve a physiological function, and that are met¢dically necessaryunless the service or
procedure meets the definition okconstructive

Custodial care Servces to assist in activities of daily living that do not seek to @aree,

performed regularly as a part of a routine or schedule, and, due to the physical stability of the
condition,do not need to be preided or directed by a skillededical professionalThese services
include help in walking, getting in or out of bed, bathing, dressing, feeding, using the toilet,
preparation of speial diets, and supervision ofadication that can usually be selfiministered.

Deductible The fixed dollar amount you rstipay for eligible services or supplies befoi@msfor
health services or supplies are reimbursadebenefitaunder this Policy.

Amounts reimbursed or paid by a provider or manufacturer, including manufacturer coupons, point
of service rebates, coupocards, debit cards or other forms of reimbursement or payment on your
behalf for a product or service, will not apply toward your deductible.
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Dependent Unless otherwise specified in this Policy:
1. Thea dzo & O NdmesSd\aRrtheror spouse
2. A child of the subscriberthe & dzo a O Ndmes8d\aRrteror spouse who is a:
a. Natural or adopted child

b. Childplaced for adoptiorwith the subscriberthe & dzo & O Ndmesfd\aRrtheror
spouse

c. Stepchild
3. Anunmarried grandchild whis dependent upon and residesntinuously from birthwith
the subscribera dzo & O NdmesBd\aRrtheror thed dzo & O Nfouws& NI &

4.  Achild under legal guardianship of teebscriberthe & dzo & O Ndmes8d\aRrtaer or
& dzo a O Npous& MiIwever, Btlicamay request that thesubscribe provide
satisfactory proof of guardianship. Seec i SY RA y 3 | iOHidibflitRAnd St A I A0 A €
Enrolimentfor details regardinglependentlimiting ages.

Designated facility A network hospitalthat Medicahas authorized to provide certalvenefitsto
members as described in this Policy.

Domestic partner An adult who:
1. Isinacommitted and mutually exclusive relationship, jointly responsible for the
& dzo & O Malfar&addXiaancial obligations; and

2. Resides with theubscriberin the same prinipal residence and intends to do so
permanently; and

Is at least 18 years of age and unmarried; and
Is not a blood relative of theubscriber and

Is mentally competent

Emergencyr emergency medical conditionA medical or behavioral condition, thesat of

which is sudden, that manifests itself by symptoms of sufficient severity, including, but not limited

to, severe pain, that a prudent layperson, possessing an average knowledge of medicine and

health, could reasonably expect the absence of immediagelical attention to result in (a)

placing the health of the person afflicted with such condition in serious jeopardy or, in the case of

a behavioral condition, placing the health of such persons or others in serious jeopardy, (b) serious
impairmenttos® K LISNE2y Qa4 02RAf & TFdzyOiAz2yasxs o000 aSNAR2d
of such person, or (d) serious disfigurement of such person

Enrollment date The date of ther S Y 6 Silstdady of coverage under this Policy.

ExchangeA governmental or no-profit entity established as an Exchange pursuant to the
Affordable Care Act to make qualified health plans available to individuals and small employers
Also known as théHealth Insurance Marketplaée

Extended hours home careExtended hours home o& (skilled nursing services) is continuous
and complex skilled nursing services greater tftur consecutive hours per day provided in the
YSYOSNRaA K2YS® ¢KS AyidSyid 2F SEGSYRSR K2dz2NA K2

NECHIPG19-01 68 Plan identifie”CHSCNEZ
January 1, 202



direct, skilled nursingare, to develop caregiver competencies through training and education,

YR G2 2LIWGAYATS GKS YSYoSNna KSFHtGK &adlddza I yR
required so frequently that the need is continuous. The duration of extended hours homéescare
temporary in nature and is not intended to be provided on a permanent ongoing basis.

Genetic testing The analysis of human DNA, RNA, and chromosomes and those proteins and
metabolites used to detect heritable or somatic diseaskated genotypes ordryotypes for

clinical purposes. A genetic test must be generally accepted in the scientific and medical
communities as being specifically determinative for the presence, absence, or mutation of a gene
or chromosome in order to qualify under this definitidGenetic test does not include a routine
physical examination or a routine analysis, including a chemical analysis, of body fluids unless
conducted specifically to determine the presence, absence, or mutation of a gene or
chromosome.

Habilitative care.Health care services that help a person who has not learned or acquired a
particular skill or function for daily living to learn, improve or keep such skills and functioning for
daily living, as long as measurable progress can be documented. These seayidaslude

physical and occupational therapy, spedahguage pathology and other services in a variety of
inpatient and/or outpatient settings.

Home health aide servicesPart time or intermittent services to help you with your daily living
activities

Hospital A licensed fatity that provides diagnostic, edical, therapeutic, rehabilitative and
surgical services by, or under the direction ofitgsicianand with 24hour R.N. nursing services.
Thehospitalis not mainly a place for rest oustodialcare and is not a nursing home or similar
facility.

HSAcompliant high deductible health planA plan that complies with the requirements of
Internal Revenue Code section 223 that allows an individual to contribute to a health savings
account.

Indian. Indians as defined in section 4 of the Indian Health Care Improvement Act.

Inpatient. An uninterrupted stay, following formal admission thi@spital, skilled nursing facility
or licensed acute care facilitynpatient services in a licensed residentigdatment facility for
treatment of emotionally disabled children will be covered as any other health condition.

Investigative As determined by Mdicg a drug, device, diagntis or screening procedure, or
medical treatment or procedure iavestigativeif reliable evidence does not permit conclusions
concerning its safety, effectiveness or effect on health outcomesdidawill make its

determination based upon an examination of the following reliable evidence, none of which shall
be determinative in ad of itself:

1. Whether there is final approval from the appropriate government regulatory agency, if
required, including whether the drug or device has received final approval to be marketed
for its proposed use by the United States Food and Drug AdmingsiréEDA), or whether
the treatment is the subject of ongoing Phase |, 1l or lll trials;
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2. Whether there are consensus opinions and recommendations tedan relevant scientific
and nedical literature, peereviewed journals or the reports of clinical frisommittees and
other technology assessment bodies; and

3. Whether there are consensus opinions of national and local healthprakedersin the
applicable specialty or subspecialty that typically manages the condition as determined by a
survey or poll of representative sampling of thepeoviders.

Notwithstanding the above, a drug being used for an indication or at a dosage that is an accepted
off-label use for the treatment of cancand HIV/AID®iill not be considered by Bticato be
investigative Medicawill determine if a use is an accepted-tdbel use based on published
reportsin authoritative peefreviewed nedical literature, clinical practice guidelines or

parameters approved by national health professional boards or associations and em&i®@s i
authoritative compendia as identified by the Medicare program for use in the determination of a
Medically accepted indication of drugs and biologicals usethbl.

Medically necessaryDiagnostic testing and edlical treatment, consistent with théiagnosis of
and prescribed course of treatment for your condition, and preventive servideslically
necessarycare must meet the following criteria:

1. Be consistent with the edical standards and accepted practice parameters of the
community as determied by health car@rovidersin the same or similar general specialty
as typically manages the condition, procedure or treatment at issue; and

2. Be an appropriate service, in terms of type, frequency, level, setting, and duration, to your
diagnosis or conditin; and

Help to restore or maintain your health; or
Prevent deterioration of your condition; or
Prevent the reasonably likely onset of a health problem or detect an incipient problem.

Member. A person who is enrolled under this Policy and on whose bémajremium is being
paid. In this Policy, the words you, your or yourself refer to the member.

Mental disorder. A physical or mental condition having an emotional or psychological origin, as
defined in the current edition of th®iagnostic and Statigtal Manual of Mental Disorde(®SM).

Nebraskaresident. A person who lives iNebraskaand intends to reside iNebraskaor has
enteredNebraskawith a job commitment or is seeking employmeniNebraska

Network. A term used to describe @rovider (such as dospital, physician home health agency,
skilled nursing facilityor pharmacy) that has entered into a written agreement witleditaor has
made other arrangements with &tlicato providebenefitsto you. The participation status of
providerswill change from time to time.

The Medicanetwork provider directory is availablevithout charge.

Non-network. A term used to describe @rovider not under contract as aetwork provider.

NECH{PG19-01 70 Plan identifie2CHSCNEZ
January 1, 202



Non-skilled care. Care that does not require skilled nursing or reffitdiion staff to manage,
observe, or evaluate your care. Any service that could be safely performed byraathical
person (or yourself) without the supervision of a nurse is considereeshkibied care.

Physician A Doctor of Medicine (M.D.), Doctof Osteopathy (D.O.), Doctor of Podiatry (D.P.M.),
Doctor of Optometry (O.D.) or Doctor of Chiropractic (D.C.) practicing within the scope of his or
her licensure.

Placed for adoption The assumption and retention of the legal obligation for total otipar
support of the child in anticipation of adopting such child.

(Eligibility for a chilghlaced for adoptionwith the subscriberends if the placement is interrupted
before legal adoption is finalized and the child is removed from placement.)

Premium The monthly payment required to be paid by you for coverage under this Policy.

Prenatal care The comprehensive package oédical and psychosocial support provided
throughout a pregnancy and related directly to the care of the pregnancy, including risk
assessment, serial surveillance, prenatal education and use of specialized skills and technology,
when needed, as defined IStandards for ObstetriGynecologic Servicesued by the American
College of Obstetricians and Gynecologists.

Prescription drug Adrug approved by the FDA for the prescribed use and route of
administration.

Preventivehealth services.The following are considerguteventive health services
1. evidencedo aSR AU0SYa 2N aSNVAOSa GKIG KIFI@S Ay STF
recommendations of the United States Preventive Services Task Force;

2. immunizations for routine use that have in effect a recommendation from the Advisory
Committee on Immunization Practices of the Centers for Disease Control and Prevention
with respect tothe membersinvolved;

3. with respect tomemberswho are infants, children, and adolescents, evideimdermed
preventive care and screenings provided for in the comprehensive guidelines supported by
the Health Resources and Services Administration;

4. with respect tomemberswho are women, such additional preventive care and screenings
not described in paragraph (1) as provided for in comprehensive guidelines supported by
the Health Resources and Services Administration (including Food and Drug Administration
approved contraceptive methods, sterilization procedures, and relateipéducation
and counseling)

Contact Customer Service for information regarding spemigentive health serviceand

AaSNIBAOSa GKFG FNB NI GSR cladedin gridelings. sépportdd yRhe & S NI A O S
Health Resources and Services Administration.

Primary care provider.A provider who has a majority of his or her practice in general pediatrics,

internal medicine, obstetrics/gynecology, family practice, or geneedinineor a provider
providing services at ietail health clinic.
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Professionally administered drug®rofessionally administeredrugsmust be, as determined by

Medica, typically administered or directly supervised by a qualified provider or a liceestfi#d

health professionalMedica generally considersufys that require intravenous infusion or

injection, intrathecal infusion or injection, intramuscular injection, or intraocular injection, as well

4 RNHZAA& (KIF Gz | 002 NRhnyeRAdativs, miud tBpicadly bé demini@dredzNS NI &
by a health care provideto be professionally administered drugs

Provider. A health care professional or facility licensed, certified or otherwise qualified under
state law to provide health services.

Qualified health plan. A health plan that meets the requirements of federal law and is certified by
the Exchangas meeting the requirements.

Reasonablexpectation ofimprovement ANB I &2y | 6f S SELISOGI GA2y GKI
will improve over a predieible period of time according to generally accepted standards in the
medical community.

Reconstructive Surgery to rebuild or correct a:

1. Body part when such surgery is incidental to or following surgery resulting from injury,
sickness or disease of the aived body part; or

2. Congenital disease or anomaly which has resulted in a functional defect as determined by
your physician

In the case of mastectomy, surgery to reconstruct the breast on which the mastectomy was
performed and surgery and reconstructiohtbe other breast to produce a symmetrical
appearance shall be considersztonstructive

Rehabilitative.Physical, occupational and speech therapy services are considered rehabilitative
when they are provided to restore physical function or speech hiagbeen impaired due to
illness or injury.

Respiratory care.Services related to active medical or surgical treatment which requires the skill
of a registered nurse or respiratory therapist. These services include, but are not limited to:
airway maintemnce, chest physiotherapy, delivery of medications, oxygen therapy, obtaining
laboratory samples and pulmonary function testing.

Restorative Surgery to rebuild or correct a physical defect that has a direct adverse effect on the
physical health of a bgdpart, and for which the restoration or correctiomdically necessary

Retail health clinic.Professional evaluation and medical management services provided to
patients in a health care clinic located in a setting such as a retail store, grocerpsto
pharmacy.Services include treatment of common illnesses and certain preventive health care
services.

Skilled care A type of health care given when you need skilled nursing or rehabilitation staff to
manage, observe, and evaluate your care. Nugrgphysical therapy, occupational therapy, and

speech therapy are considered skilled care. In addition to providing direct care, these

professionals manage, observe, and evaluate your care. Any service that could be safely done by a
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non-medical persondr by yourself) without the supervision of a nurse is not considered skilled
care.

Skilled nursing facility A licensed bed or facility (including an extended care fadidgpital
swingbed and transitional care unit) that provides skilled nursing cskiled transitional care, or
other related health services including rehabilitative services.

Subscriber The person to whom this Policy is issued.

Telemedicine Telemedicine is the delivery of health care services or consultations while the
patient is at an originating site and the licensed health care provider is at a distanisite.
originating site includes a health care facility at which a patient is located at the time the services
are provided by means of telemedicindistant site means dte at which a licensed health care
provider is located while providing health care services or consultations by means of
telemedicine. A communication between a licensed health care provider and a patient that
consists solely of anmail or facsimile tansmission does not constitute telemedicine

consultations or services.

Urgent care center A health care facility distinguishable from an affiliated clinic or hospital
whose primary purpose is to offer apdovide immediate, shorterm medical care for nmor,
immediate nedical conditions on a regular or routine basis

Virtual care Professional evaluation and medical management services provided to paiients
locations such as their home or offighrough email, telephone, or webcamVirtual care is sed

to address norurgent medical symptoms for patients describing new or ongoing symptoms to
which providers respond with substantive medical advice. Virtual care does not include telephone
calls for reporting normal lab or test results or solely caliing prescription to a pharmacy.
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Medicawith CHI Health
NEBRASKA
Individual or Family
Silver Copay Plan (Zero Cost Sharing Variation)

Schedule of Payments

Effective Date:01/01/2019 through 12/31/2019

American Indians and Alaska Natives

An individual that the Exchange determines is an American Indian or Alaska Native will havie no cos
sharing required orbenefits received from Indian Health Services, an Indian Tribe, Tribal Organization,
or Urban Indian Organization (each as defined in 25 U.S.C. 1603), or through a referral under contract
health services, as contract health services afingd and provided pursuant to 42 C.F. R. Subpart C
and any other guidance issued pursuant to that section.

Your OutOf-Pocket Expenses

Important: The most specific and appropriate section of this Policy and your Schedule of Payments will
apply for berfits related to the treatment of a specific condition.

Please note: Services from naretwork providers are not covered, except emergency services and
services authorized by Medica.

Individual deductible $0

Family deductible $0

Per member oubf-pocket maximum $0

Per family outof-pocket maximum $0

Lifetime maximum Unlimited
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