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Renewal of Coverage

This Policy is renewable, but may be terminated or non-
renewed, as set forth in Section VI, Ending Coverage.

Right to Return

The subscriber may cancel this Policy by delivering or mailing a
written notice to Medica Insurance Company, 401 Carlson
Parkway, Attn: Customer Service, Route CP595, Minnetonka,
MN 55305 or to an agent of the company. This Policy must be
returned before midnight the tenth day after the date you
receive this Policy and then this Policy is considered void from
the beginning. Notice given by mail and return of this Policy
are effective when postmarked, properly addressed, and
postage prepaid. MEDICA shall return all premiums promptly
after it receives notice of cancellation and the returned Policy.
However, the subscriber must then pay any claims incurred
prior to such cancellation.

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 a non-network doctor or other health
care 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.




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 (phone/fax), 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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Helpful Resources

Medica Customer Service

Call the Medica Customer Service phone number on the back of your Medica ID card (TTY: 711) if you
have any questions. Health Plan Specialists are available 8 a.m. — 6 p.m. Central Monday — Friday (Closed
8 —9 a.m. Thursdays). You can also send a secure message at medica.com/ContactOnline.

Marketplace Contact Center

Call 1-800-318-2596 (TTY: 1-855-889-4325) if you purchased your coverage through the Health Insurance
Marketplace, referred to in this Policy as the "Marketplace", and need assistance with your financial help
(tax credits) or need to make changes to the demographic information on this Policy. Or visit
healthcare.gov/Contact-Us.

Nurse Line

Call 1-866-668-6548 (TTY: 711) to talk with a nurse for advice on where and when to get care, or how to
provide care safely at home. Available 24/7. In a medical emergency, please call 911.

Secure Member Site

You can view much of the information you may need by logging into your secure member site at
medicamember.com. The website allows you to view information 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 and out-of-pocket maximum

= View your claims and explanations of benefits (EOBs)

= Look up prices for prescriptions and how they’re covered by your plan

= Look up providers and pharmacies in your network

= Access wellness tools and support

= Pay your premium

Important Notice:

® Please read the copy of the application that you kept after applying for coverage. Carefully check
the application and write to Medica Insurance Company, 401 Carlson Parkway, Attn: Customer
Service, Route CP595, Minnetonka, MN 55305 within 10 days, if any information shown on it is
not correct and complete.

© 2020 Medica. Medica® is a registered service mark of Medica Health Plans. "Medica" refers to the family of health
services companies that includes Medica Health Plans, Medica Community Health Plan, Medica Insurance Company,
Medica Self-Insured, MMSI, Inc. d/b/a Medica Health Plan Solutions, Medica Health Management, LLC and the Medica
Foundation.
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Women’s Health Care and Cancer Rights Act (WHCRA) Notice

The Women’s Health and Cancer Rights Act requires health insurers and group health plans that cover
mastectomies to provide certain benefits if a member chooses reconstructive surgery after a
mastectomy. The law also requires health plans to provide members with written notice that this
coverage is available.

Women who have breast cancer often have a mastectomy to remove all or part of the breast. Medica
members who have a mastectomy are covered for mastectomy benefits.

Refer to this Policy to see how your plan covers the following:

° Reconstruction of the breast on which the mastectomy was performed.
. Surgery and reconstruction of the other breast to produce a balanced look.
° The cost of prosthesis and the treatment of any physical complications resulting from mastectomy.

This includes treatment of lymphedema, the swelling sometimes caused by surgery.

Some members may have to pay a deductible, copayment or coinsurance. The amount will be consistent
with the deductibles, copayments or coinsurance for other benefits in your plan. To determine the
amount you would have to pay, see the Benefit Chart section of this Policy.
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Terms and Conditions

Term of this Policy

This Policy is a legal contract between the subscriber and Medica Insurance Company (Medica) and
describes the benefits covered under this Policy.

All coverage under this Policy begins and ends at 12:01 a.m. Central Time on the date the coverage
becomes effective.

Entire agreement

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

1. This Policy of Coverage, the Benefit Chart section of this Policy of Coverage, any amendments; and
2. Your application for coverage.
Important Notice:

Please read the copy of the application that you kept after applying for coverage. Carefully check the
application and write to Medica Insurance Company, 401 Carlson Parkway, Attn: Customer Service,
Route CP595, Minnetonka, MN 55305 within 10 days, if any information shown on it is not correct and
complete.

Guaranteed renewal

This Policy will not be canceled or non-renewed merely because your health deteriorates. Renewal is
subject to Medica’s right to terminate this Policy due to your non-payment of premium or for fraud or
intentional misrepresentation of a material fact, or as otherwise described in Ending Coverage. Medica
has the right to change the premium as allowed under Kansas law.

Nondiscrimination policy

Medica’s policy is to treat all persons alike, without distinctions based on:

. race
. color

. creed

. religion

. national origin

° gender

. gender identity

° marital status

. status with regard to public assistance

. disability

. sexual orientation

. age
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° genetic information; or
. any other classification protected by law.

If you have questions, call Customer Service at the number on the back of your Medica ID card.

Assignment

Medica will have the right to assign any and all of its rights and responsibilities under this Policy to any
subsidiary or affiliate of Medica or 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 covered under
this Policy, and/or on behalf of the dependents enrolled under this Policy, authorize the use of a social
security number for purpose of identification and declare that the information supplied to Medica for
purposes of enrollment 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 may invalidate your coverage.

Amendment

This Policy or the Benefit Chart section of this Policy may be amended as described in this Policy. When
this happens, you will receive a new policy or amendment approved and signed by an executive officer of
Medica. No other person or entity has authority to make any changes or amendments to this Policy. All
amendments must be in writing.

Discretionary authority

Medica has discretion to interpret and construe all of the terms and conditions of this Policy and make
determinations regarding benefits and coverage under this Policy; provided, however, that this provision
shall not be construed to specify a standard of review upon which a court may review a claim, denial or
any other decision made by Medica with respect to the member. See Complaints if you have a complaint
or would like to appeal a decision made by Medica.

Certain terms are specifically defined in this 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.

Clerical 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.

Relationship between parties

The relationships between Medica and network providers are contractual relationships between
independent contractors. Network providers are not agents or employees of Medica. The relationship
between a provider and any member is that of health care provider and patient. The provider is solely
responsible for health care provided to any member.
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Notice

Except as otherwise provided in this Policy, written notice given by Medica to the subscriber will be
deemed notice to all individuals covered 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 conditions. See Ending Coverage for additional
information.

Reinstatement

For coverage that is not purchased through the Marketplace, if any premium is not paid within the time
granted the subscriber for payment, a subsequent application of premium to your account by Medica
shall reinstate this Policy. In all other respects the subscriber and Medica will have the same rights under
this Policy as they had immediately before the due date of the defaulted premium, subject to any
provisions endorsed hereon or attached hereto in connection with a reinstatement.

Misstatement of age

If the age of the member has been misstated, all amounts payable under this Policy shall be such as the
premium paid would have purchased at the correct age.

Examination of a member

To settle a dispute concerning provision or payment of benefits under this Policy, Medica may require
that you be examined or an autopsy of the member’s body be performed. The examination or autopsy
will be at Medica’s expense.

Language interpretation

Language interpretation services will be provided upon request, as needed in connection with the
interpretation of this Policy. If you would like to request language interpretation services, please call
Customer Service at the number on the back of your Medica ID card.

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

If you need alternative formats, such as large print or an audio format, please call Customer Service at
the number on the back of your Medica ID card to request these materials.

Policy

This Policy is a legal contract between the subscriber and Medica and describes the benefits covered
under this Policy.

IN WITNESS WHEREOF, Medica’s Senior Vice President and General Manager of Individual and Family
Business and Senior Vice President and Secretary hereby sign your contract.

KS-PC-21-01 3 Plan Identifier 2021-IFBCBPSKS, 2021-IFBCBPSKSL
January 1, 2021



Moot Sutes | s

Senior Vice President and General Manager of Senior Vice President and Secretary
Individual and Family Business
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I. Introduction

A.

KS-PC-21-01

About this Policy

This Medica Policy describes health services that are eligible for coverage and the
procedures you must follow to obtain benefits. Because many provisions are interrelated,
you should read this Policy in its entirety. The most specific and appropriate section will
apply for those benefits related to the treatment of a specific condition.

For subscribers purchasing coverage through the Marketplace, the Marketplace will
determine whether the subscriber is qualified to purchase coverage through the
Marketplace and will notify Medica. Members are subject to all terms and conditions of this
Policy.

Medica may arrange for various persons or entities to provide administrative services on its

behalf, including claims processing and utilization management services. To ensure efficient
administration of your benefits, you must cooperate with them in the performance of their

responsibilities.

Benefits apply when you receive health services from network providers. Such services must
be prescribed by and received from a network provider, unless otherwise indicated in this
Policy. Benefits also apply to coverage for emergency services from non-network providers,
including when you are traveling out of the service or network access area. Non-emergency
care outside of your service or network access area is generally not covered. Follow-up care
or scheduled 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 non-network provider, you must call Medica to
determine if the services to be performed by the non-network provider are 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 Policy, the words you, your and yourself refer to the member. The term subscriber
refers to the person who is applying for or is issued this Policy.

Eligibility
To be eligible to enroll for coverage under this Policy, you must be a subscriber or dependent
and meet the eligibility requirements stated below.

Subscriber eligibility

To be eligible to enroll for coverage the subscriber must:

1. be a Kansas resident; and

2. if you are enrolling in a Catastrophic Plan, be under the age of 30 at the start of the
policy year or qualify for a hardship exemption, as determined by the Marketplace;
and
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3. complete an application form; and

4, 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 your requested effective date of this Policy.

Child only eligibility

Individuals under the age of 21 are eligible to enroll as a subscriber without an adult under
this Policy. Siblings of the child subscriber may be added to the child subscriber’s Child Only
policy. Any newborn or newly adopted child of a subscriber under the age of 21 may be
covered through a separate child-only policy or this child only policy.

Dependent eligibility
To be eligible to enroll for coverage, the dependent spouse or domestic partner must:
1. be a Kansas resident; and

2. if enrolling in a Catastrophic Plan, be under the age of 30 or qualify for a hardship
exemption, as determined by the Marketplace, when added as a dependent; and

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 effective date for you under this Policy.

To be eligible to enroll for coverage, a dependent child must be under the age of 26 (see
Extending a child’s eligibility below).

Extending a child’s eligibility

A dependent child is no longer eligible for coverage under this Policy when he or she reaches
the dependent limiting age of 26. However:

The child’s eligibility continues if the child is incapable of self-sustaining employment by
reason of intellectual or physical disability and is chiefly dependent upon the subscriber for
support and maintenance. An illness that does not cause a child to be incapable of self-
sustaining employment will not be considered a physical disability. To continue coverage for
a disabled dependent child, you must provide Medica with proof of such disability and
dependency within 31 days of the child reaching the dependent limiting age of 26.

Beginning two years after the child reaches the dependent limiting age of 26, Medica may
require annual proof of disability and dependency.

Enrollment
Open enrollment and effective date of coverage

For subscribers and dependents, the period of time identified each year by Medica or by the
Marketplace, as applicable, for open enrollment, is the period during which subscribers and
dependents may elect to enroll in coverage. An application for yourself and any dependents
must be submitted to the Marketplace for coverage offered through the Marketplace, or to
Medica for coverage offered directly through Medica.
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If you enroll for coverage during the open enrollment period, your coverage will be effective
on January 1 of the following year. Services received before the effective date of this Policy
are not covered.

Medica may ask you for information to confirm your eligibility for coverage. By accepting
coverage under this Policy, you agree to cooperate with our reasonable request for
information.

Special enroliment and effective date of coverage

Special enrollment periods are provided to subscribers and dependents under certain
circumstances. For coverage obtained through the Marketplace, eligibility for special
enrollment will be as determined by the Marketplace and confirmed by Medica. If coverage
was not obtained through the Marketplace, eligibility for special enrollment will be
determined by Medica. Medica requires documentation to be submitted to Medica to
demonstrate that there is a current special enrollment period. The effective date of
coverage depends upon the type of special enrollment. Unless otherwise stated, the
subscriber shall have 60 days following the date of the life event to exercise his or her right
for a special enrollment.

Services received before the effective date of this Policy are not covered.

Please note, if coverage was obtained through the Marketplace, contact the Marketplace
to notify them of the life event and to exercise your right for a special enroliment.

Medica may ask you for information to confirm your eligibility for coverage. By accepting
coverage under this Policy, you agree to cooperate with our reasonable request for
information.

The following are the life events for special enrollment opportunities, whether you enrolled
through the Marketplace 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
through the Marketplace, you must contact the Marketplace to enroll the dependent
and determine what types of plan changes can be made due to this special enrollment.
In the case of marriage, at least one spouse must demonstrate having minimum
essential coverage for 1 or more days during the 60 days preceding the date of
marriage unless (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 event or during
the most recent preceding open enrollment in a service area where no qualified health
plans were offered through the Marketplace. If not, then there is no special
enrollment period for either spouse. The subscriber is permitted to either add the
dependent to this 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 in the same metal level, the subscriber and
dependent may enroll in another plan one metal level higher or lower than the current
plan. Or, at the option of the subscriber or dependent, the dependent may be
enrolled separately in any available plan. In the case of birth, adoption or placement
for adoption, child support or other court order, coverage begins on the date of birth,
date of adoption or date of placement for adoption, respectively or the first of the
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month following plan selection if allowed by Medica or the Marketplace and elected
by you, as applicable. In the case of marriage, coverage is generally effective on the
first day of the month following plan selection in the Marketplace or enrollment with
Medica, as applicable. See How to add dependents below for more information. In the
case of a child support order or other court order, coverage is generally effective on
the date specified in the order.

If the subscriber or enrolled dependent loses a dependent or is no longer considered a
dependent through divorce or legal separation as defined by State law in the State in
which the divorce or legal separation occurs, or if the member, or his or her
dependent, dies. In these instances, if the result is a loss of minimum essential
coverage for the subscriber or enrolled dependent, the person who lost coverage will
have a special enrollment period. Coverage is effective on the date established by
Medica or the Marketplace, as applicable.

For subscribers currently enrolled through the Marketplace, the subscriber or
dependent enrolled in the same qualified health plan is determined to be newly
ineligible for an advance premium tax credit or cost-sharing reductions. Coverage is
effective on the date established by Medica or the Marketplace, as applicable.

A qualified individual or dependent gains access to a new qualified health 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 permanent
move unless (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 recent preceding open enrollment in a service area where no qualified health
plans were offered through the Marketplace. Moving solely for medical treatment or
vacation does not qualify an individual for this special enrollment period. Coverage is
effective on the date established by Medica or the Marketplace, as applicable.

The subscriber or dependent loses “minimum essential coverage,” as defined under
federal law, is enrolled in a non-calendar year group or individual plan, or loses certain
pregnancy-related coverage or coverage for an unborn child, or medically needy
coverage as defined under the Social Security Act. Loss of minimum essential coverage
under this paragraph does not include voluntary termination of coverage or 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 enrollment. The date of
the loss of coverage for those enrolled in a non-calendar year plan is the last day of the
plan or policy year. Coverage is effective on the date established by Medica or the
Marketplace, as applicable.

The subscriber demonstrates to Medica or the Marketplace, as applicable, that the
health plan providing coverage to him or her substantially violated a material provision
of its contract. Coverage is effective on the date established by Medica or the
Marketplace, as applicable.

The subscriber demonstrates to Medica or the Marketplace, as applicable, that
enrollment or non-enrollment in a health plan was unintentional, inadvertent or
erroneous and the result of the error, misrepresentation or inaction of the
Marketplace or the United States Department of Health and Human Services, or a non-
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Marketplace entity providing enrollment assistance or conducting enrollment
activities. Coverage is effective on the date established by Medica or the Marketplace,
as applicable.

For subscribers and dependents, in the event 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 or the Marketplace, as applicable.

For subscribers or dependents, in the event the subscriber 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 or abandonment. Coverage is
effective on the date established by Medica or the Marketplace, as 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 coverage at the same
time as the victim.

This special enrollment period applies if a qualified individual or dependent applies for
coverage on the Marketplace during annual open enrollment or a special enroliment,
and is determined by the Marketplace as potentially eligible 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 the qualified individual
or dependent applies for coverage at the State Medicaid 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 Medica or the
Marketplace, as applicable.

Following are special enrollment opportunities available only if you enrolled through the
Marketplace. Coverage is effective on the date established by the Marketplace. Contact the
Marketplace for information about the limitations of each special enroliment opportunity.

1.

KS-PC-21-01

For an Indian enrolling through the Marketplace, or the dependent of an Indian that is
enrolled or is enrolling through the Marketplace on the same application as the Indian,
on a monthly basis as determined by the Marketplace.

For subscribers enrolled through the Marketplace the subscriber or 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 cost-sharing reductions.

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

For a consumer who was previously both (1) ineligible for advance premium tax credits
solely because of a household income below 100 percent of the Federal Poverty Level;
and (2) ineligible for Medicaid because he or she was living in a non-Medicaid
expansion state during the same timeframe, who either experiences a change in
household income or moves to a different state, resulting in the consumer becoming
newly eligible for APTC.
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5. For subscribers and dependents enrolling through the Marketplace, in the event of
gaining status as a citizen, national, or lawfully present individual, or being released
from incarceration, as determined by the Marketplace.

6. For subscribers and dependents enrolling through the Marketplace, the subscriber
demonstrates to the Marketplace and the Marketplace determines that exceptional
circumstances apply.

7. The subscriber or dependent enrolled through the Marketplace adequately
demonstrates to the Marketplace that a material error related to plan benefits, service
area, or premium influenced the individual’s decision to purchase a plan through the
Marketplace.

8. For a consumer who resolves a data matching issue following the end of an
inconsistency period or has an annual household income under 100 percent 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.

If you enrolled directly with Medica, and you or your dependent experienced a decrease in
income and had minimum essential coverage for one or more days in the previous sixty days
before the date of financial change, you may be eligible for a special enroliment period
through the Marketplace if you are eligible for advance premium tax credits.

How to add dependents

Except for policies issued to individuals under the age of 21, coverage for new dependents
may be added after the subscriber’s coverage begins as described in Open enrollment and
Special enrollment above. Please note with regard to births and adoptions: Medica does not
automatically know of a birth or adoption or whether the subscriber would like coverage for
the newborn or newly adopted dependent. You must, therefore, request that the newborn
or newly adopted dependent be added. If additional premium is required, Medica is entitled
to all premiums due from 31 days following the time of the child’s birth, adoption or
placement for adoption until the time the covered subscriber notifies Medica of the birth or
adoption.

Notification

Unless a longer period is provided in this Policy, the subscriber must notify Medica in writing
within 31 days of the effective date of any changes to home address or name, or other facts
identifying you or your dependents.

Premiums

Your premiums must be prepaid by the subscriber from the date coverage starts. If a
subscriber or dependent has enrolled through a special enroliment period retroactively, your
premiums must be paid by the date established by Medica.

If you are receiving an advance premium tax credit, you will need to pay your share of the
first month’s premium by the date established by Medica.

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.
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Medica does not accept 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
required by law: 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 programs. Premiums paid by you, the subscriber, or the third-parties 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.

Grace period

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

If you are receiving an advance premium tax credit, the grace period for the subscriber’s
payment of premiums will be 3 months from the date a premium payment is due.

. If you pay your full share of the premium at any time during this grace period, which
includes any additional missed premium payments during the grace period, this Policy
shall not be terminated.

. If your share of the full premium is not paid by the end of the grace period, coverage
will end as stated in Ending Coverage. Medica will pay benefits only for the first month
of the grace period.

° For example, if you fail to make the premium payment for March, April and May,
Medica will pay benefits only for services you receive in March, unless you pay your
full share of all the premiums for March, April and May by the end of May. Be aware
that benefits will not be paid after the first month of the 3 month grace period.

If the person obligated to pay premiums under this Policy has not paid the past due
premiums by the end of the grace period, and Medica has provided coverage during the
grace period, then that person may not be allowed to enroll in any other Medica (or its
affiliates) individual or family policies for up to twelve months following the beginning of the
grace period. If the subscriber wants to obtain Medica individual or family coverage before
the end of the twelve-month period, the subscriber may need to pay the outstanding
premium owed under the prior Medica policy consistent under Medica’s process.

Changes to this Policy

The coverage provided under this Policy may change each year as permitted or required in
compliance with federal or state regulatory requirements, or to ensure that this Policy
maintains the actuarial value for the designated metal levels as defined in federal law. Any
provision of this Policy which, on its effective date, is in conflict with the law of the federal
government or this state is hereby amended to conform to the minimum requirements of
such law.
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Benefits
What you must do to receive benefits
Each time you receive health services, you must:

1. Confirm with Medica that your provider is a network provider with your Medica plan
to be eligible for benefits. In a copay plan you will usually receive the highest level of
benefits when you receive services from Tier 1 — Preferred network providers. If you
want to receive Tier 1 level of benefits, confirm with Medica that your provider is a
Tier 1 — Preferred network provider;

2. Identify yourself as a Medica member; and

3. Present your Medica identification card. Having and using a Medica identification card
does not guarantee coverage.

If your provider asks for your health care identification card and you do not identify yourself
as a Medica member 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 arrangements 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 out-of-
pocket cost sharing responsibilities. Such amounts will not accumulate toward your
deductible and out-of-pocket maximum. Call Customer Service at the number on the back of
your Medica ID card.

Benefits

To see which providers are in your plan’s network, check the online search tool on
medicamember.com or call Customer Service at the number on the back of your Medica ID
card.

There are two tiers of network providers. Your benefit plan may have different benefits
based on the provider tier. If the Benefit Chart section of this Policy describes a Tier 1 —
Preferred network benefit, this benefit applies when services are provided by a network
provider with a preferred status. If the Benefit Chart section of this Policy describes a Tier 2
— Standard network benefit, this benefit applies when services are provided by a network
provider without a preferred status.

Medica will cover health services and supplies as described in this Policy for Tier 1 —
Preferred benefits only if they are provided by Tier 1 — Preferred network providers or
received from a non-network provider when Medica authorizes that care because in-
network care is not available within your service or network access area. If there is no
network provider and no non-network provider available within your service or network
access area, Medica may require you to see a provider that we have negotiated a reduced
fee with if that provider is closer to your residence than a requested non-network provider.
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Medica will cover health services and supplies as described in this Policy for Tier 2 — Standard
benefits only if they are provided by Tier 2 — Standard network providers or are authorized
by Medica at Tier 2 — Standard benefits.

When this Policy refers to “network provider”, we are referring to both Tier 1 — Preferred
and Tier 2 — Standard network providers.

Prior authorization may also be required from Medica for certain benefits even if a provider
has directed or recommended that you receive the services or supplies. This Policy fully
defines your benefits and describes procedures you must follow to obtain benefits.

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

Coverage is provided for services related to diagnosis, treatment and management of
osteoporosis for individuals with a condition or medical history for which bone mass
measurement is medically necessary for such an individual. Coverage is subject to the same
deductibles, coinsurance and other limitations as apply to other covered services.

Medica will cover routine patient costs in connection with a qualified individual’s
participation in an approved clinical trial at the applicable benefit level. Routine patient
costs are items and services that would be covered benefits even when not provided in
connection with a clinical 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 clearly
inconsistent with widely accepted and established standards of care for a particular
diagnosis.

Non-network providers

Emergency services received from non-network providers are covered at the Tier 1 —
Preferred benefit level. To be eligible for coverage from non-network providers, services
must be due to an emergency, as defined in Definitions.

Additionally, under certain circumstances Medica will authorize your obtaining services from
a non-network provider within the United States. Such authorizations are generally
provided only in situations where the requested services are not available from network
providers. Medica will authorize services received from non-network providers only if in-
network care is not available in your service or network access area and may require a
referral from an in-network provider. If there is no network provider and no non-network
provider available within your service or network access area, Medica may require you to
see a provider that we have negotiated a reduced fee with if that provider is closer to your
residence than a requested non-network provider.

When you access care from non-network providers, you will be responsible for filing claims
in order to be reimbursed for covered benefits. For information on submitting claims, refer
to Submitting a claim.

Exclusions

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

Enrolling in a Medica plan does not guarantee that a particular provider (in the Medica
network provider directory) will remain a Tier 1 — Preferred network provider or a Tier 2 —
Standard network provider or provide you with health services. When a provider no longer
participates with Medica, you must choose to receive health services from Tier 1 — Preferred
network providers to continue to be eligible for Tier 1 — Preferred benefits or choose to
receive health services from Tier 2 — Standard network providers to continue to be eligible
for Tier 2 — Standard benefits.

You must verify that your provider is a Tier 1 — Preferred or a Tier 2 — Standard network
provider each time you receive health services.

Network providers

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

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

2. A per episode arrangement, such as an amount per day, per stay, per case or per
period of iliness; or

3. A risk-sharing/value-based arrangement.

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 is fee-for-service.

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

Medica also has risk-sharing/value-based contract arrangements with a number of providers.
These contracts include various quality and efficiency measures designed to encourage high
guality and efficient total care for members. Such arrangements may involve claims withhold
and gain-sharing or risk sharing arrangements between Medica and such providers. Amounts
paid or returned under these arrangements are not considered when determining the
amounts you must pay for health services under this Policy.

Non-network providers

When a non-emergency service from a non-network provider is covered, the non-network
provider is paid a fee for each covered service that is provided.

When an emergency service from a non-network provider is covered under this Policy, the
non-network provider is paid the in-network benefit level. The payment for the emergency
benefit is calculated on the non-network provider reimbursement amount. The non-
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network provider reimbursement amount is at least the greatest of the following three for
that same service, consistent with our emergency standard reimbursement policy:

a. The median negotiated amount with network providers;

b. The amount for the emergency service calculated using the same method the plan
generally uses to determine payments for out-of-network services; and

c. The amount that would be paid under Medicare (Part A or Part B of title XVIII of the
Social Security Act).

The non-network provider reimbursement amount may be less than the charges billed by
the non-network provider. If this happens, you are responsible for paying the difference, in
addition to any applicable coinsurance and deductible amount. Charges in excess of the
non-network provider reimbursement amount do not accumulate to your deductible or
out-of-pocket maximum.

Submitting a claim
Claims for benefits from network providers

If you receive a bill for any benefit from a network provider, you may submit the claim
following the procedures described below, under Claims for benefits from non-network
providers, or call Customer Service at the number on the back of your Medica ID card.

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

Claims for benefits from non-network providers

When you receive services from non-network providers, you will be responsible for filing
claims in order to be reimbursed for covered benefits.

Claim forms can be found at medicamember.com or you may request claim forms by calling
Customer Service at the number on the back of your Medica ID card. If the claim forms are
not sent to you within 15 days, you may submit an itemized statement without the claim
form to Medica. You should retain copies of all claim forms and correspondence for your
records.

Generally, Medica does not accept assignment of benefits to non-network providers.

You must submit the claim in English along with a Medica claim form to Medica no later than
365 days after receiving benefits. Your Medica member number must be on the claim.

Mail to the address identified on the back of your identification card.

Medica will notify you of authorization or denial of the claim within 30 days of receipt of the
claim.

Medica will pay claims immediately upon receipt of proper proof of loss.

If your claim does not contain all the information Medica needs to make a determination,
Medica may request additional information. Medica will notify you of its decision within 15
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days of receiving the additional information. If you do not respond to Medica’s request
within 45 days, your claim may be denied.

Proofs of loss

Written proof of loss must be furnished to the insurer at its said office in case of claim for
loss for which this Policy provides any periodic payment contingent upon continuing loss
within 90 days after the termination of the period for which the insurer is liable and in case
of claim for any other loss within 90 days after the date of such loss. Failure to furnish such
proof within the time required shall not invalidate nor reduce any claim if it was not
reasonably possible to give proof within such time, provided such proof is furnished as soon
as reasonably possible and in no event, except in the absence of legal capacity, later than
one year from the time proof is otherwise required.

Claims for emergency services provided outside the United States

Claims for emergency services 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.

2 Itemization of the bill or claim.

3 The related medical records (submitted in English).

4, Proof of your payment of the claim.

5 A complete copy of your passport and airline ticket.

6 Such other documentation as Medica may request.

For emergency services rendered in a foreign country, Medica will pay you directly.

Medica will not reimburse you for costs associated with translation of medical records or
claims.

Time limits

If you have a complaint or disagree with a decision by Medica, you may follow the complaint
procedure outlined in Complaints or you may initiate legal action at any point.

However, you may not bring legal action prior to the expiration of 60 days after the written
proof of loss has been furnished in the requirements of this Policy or more than five years
after Medica has made a coverage determination regarding your claim.

Referrals and Prior Authorization

Note: Prior authorization (approval in advance) is a clinical review that services are
medically necessary. Receiving 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 this Policy applicable on the date
you receive services.
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Certain health services are covered only upon referral. All referrals to non-network providers
and certain types of network providers require prior authorization by Medica. Prior
authorization from Medica is required before you receive certain services or supplies even if
a provider has directed or recommended that you receive the services or supplies in order to
determine whether a particular service or supply is medically necessary and a benefit.
Medica uses written procedures and criteria when reviewing your request for prior
authorization. To determine whether a certain service or supply requires prior authorization,
please call Customer Service at the number on the back of your Medica ID card.

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

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, certain of the specific 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 surgery procedures;

2. Treatment of a diagnosed temporomandibular joint (TMJ) disorder or
craniomandibular disorder;

3. Solid organ and bone marrow transplant services — this prior authorization must be
obtained before the transplant workup is initiated;

Treatment at a designated facility for complex health conditions;
Home health care services;

Durable medical equipment;

Outpatient surgical procedures;

Certain genetic tests;

L O N o v s

Certain drugs, biologics and biosimilars;

10. Inpatient care, including mental health and substance use disorders, skilled nursing
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. Non-emergency licensed air ambulance transportation; and
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15. Tier 1 — Preferred benefits for services from non-network providers, with the
exception of emergency services.

Certain biologics, biosimilars and professionally administered drugs may be subject to step
therapy. In certain cases, it is possible to get an exception to step therapy requirements. To
obtain more information about the step therapy exception process call Customer Service at
the number on the back of your Medica ID card.

Pregnancy/maternity care services received from a network provider do not require prior
authorization or a referral and will be covered at the appropriate Tier 1 — Preferred or Tier 2 —
Standard benefit level.

Please note: This is not an all-inclusive list of all services and supplies that may require
prior authorization.

When you, someone on your behalf or your attending provider calls, the following
information may be required:

1. Name and telephone number of 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, Specific information related to your condition (for example, medical records or a letter
of medical necessity from your provider);

5. Other applicable member information (i.e., Medica member number).

Medica will review your request for prior authorization and provide a response to you and
your attending provider within ten business days after the date your request was received,
provided all information reasonably necessary to make a decision has been given to Medica.

Medica will respond within a time period not exceeding 72 hours from the time of the initial
request if 1) your attending provider believes that an expedited review is warranted, or 2)
Medica concludes that a delay could seriously jeopardize your life, health or ability to regain
maximum function, or 3) you could be subject to severe pain that cannot be adequately
managed without the care or treatment you are requesting.

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

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

Referrals to non-network providers

It is to your advantage to seek Medica’s authorization for referrals to non-network providers
before you receive services. Medica can then tell you what your benefits will be for the
services you may receive. Medica will authorize referrals for services from non-network
providers only if in-network care is not available in your service or network access area. The
referral must be from an in- network provider. If there is no network provider and no non-
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