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Cancellation Within First Ten Days

The subscriber may cancel this Policy by delivering or mailing a
written notice to Medica Insurance Company, 401 Carlson
Parkway, Attn: Member Services, Route CP595, Minnetonka,
MN 55305 0r to an agent of the company. This Policymustbe
returned before midnight the tenth day after thedateyou
receivethis Policy and then this Policy is considered void from
the beginning. Notice given by mailandreturnofthisPolicyare
effective when postmarked, properlyaddressed, and postage
prepaid. MEDICAshallreturn all premiums withinten days after
itreceives notice of cancellationandthereturned Policy.
However, the subscriber mustthen payany claimsincurred
prior to suchcancellation.
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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.
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Helpful Resources

Medica Member Services

Call the Medica Member Services 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. CT Monday — Friday (Closed 8 —9
a.m. Thursdays). You can also send a secure message at Medica.com/Contact.

Marketplace Contact Center

Call 1-800-318-2596 (TTY 1-855-889-4325) if you purchased your coverage through the Health Insurance
Marketplace, referredtoin this Policy as the “Marketplace,” and you 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 signing in to your secure member site at
Medica.com/Signin. The website allows you to view information specific to you and your plan:

= View your ID card

= See what’scovered by your plan, including important plan documents

= Trackyour 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

= Payyour premium

Important Notice: Thisplanis an Exclusive Provider Organization (EPO) plan. EPO plans cover health
care services only when provided by a doctor or facility who participatesin 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.

© 2021 Medica
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Terms and Conditions

Term of this Policy

This Policy is a legal contract betweenthe 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.

Guaranteed renewal

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

Nondiscrimination policy

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

° race
o color

. creed

° religion

° national origin

° gender
. gender identity

° marital status
status with regard to public assistance
. disability
° sexual orientation
. age
° geneticinformation; or

° any other classification protected by law.

If you have questions, call Member Services at the number on the back of your Medica ID card.
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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 statementsthat you knowingly madein
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 changesor 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.

Certain termsare specifically defined in this Policy and Medica will interpret and construe the terms and

conditions consistent with those definitions. Itis 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 afailure to
record the termination.

Relationship between parties

The relationships between Medica and network providers are contractual relationships between
independent contractors. Network providers are not agentsor 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.

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.
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Reinstatement

If any renewal premium is not paid within the time granted the subscriber for payment, a subsequent
acceptance of premium 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 heretoin connection with a
reinstatement.

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
Member Services at the number on the back of your Medica ID card.

If this Policy is translatedinto 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 Member Services 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.

Senior Vice President and General Manager of Senior Vice President and Secretary
Individual and Family Business
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I. Introduction
A. Aboutthis 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 relatedto 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 termsand 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 themin 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 careis 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.

B. 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 an lowa 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

3.  complete an application form; and
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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
coveredthrough 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 an lowa resident; and

2. ifenrolling in a Catastrophic Plan, be under the age of 30 or qualify for a hardship
exemption, as determined by the Marketplace, whenadded 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:
1. under the age of 26; or

2. an unmarried full-time student enrolled in an accredited educational institution. Full-
time student status continues during:

a. Regularly-scheduled school vacations; and

b. Medically necessary leaves of absence until the earlier of one year from the first
day of leave or the date coverage would otherwise end.

Extending a child’s eligibility

When a dependent child is no longer eligible for coverage under this Policy, 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. Anillness 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 reachesthe dependent limiting age of 26, Medica may require annual proof of
disability and dependency.

C. 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, asapplicable, for open enrollment, is the period during which subscribers and
dependents may elect to enroll in coverage. An application for yourself and any dependents
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must be submitted to the Marketplace for coverage offered through the Marketplace, orto
Medica for coverage offered directly through Medica.

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.

Special enrollment 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 thereis 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 ofthe life event and to exercise yourright 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 toenroll the dependent
and determine what types of plan changes can be made due to this special enroliment.
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. Ifnot, then thereis 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
metallevel. If no planis available in the same metal level, the subscriber and
dependent may enroll in another plan one metallevel higher or lower than the current
plan. Or, at the option of the subscriber or dependent, the dependent may be
enrolled separatelyin 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
month following plan selection if allowed by Medica or the Marketplace and elected

IA-Empower-PC-22-01 10 2022-IFBEPGSIA, 2022-IFBEPGSIAL
January 1, 2022



IA-Empower-PC-22-01

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. Inthe
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 Statein
which the divorce or legal separation occurs, or if the member, or his or her
dependent, dies. Inthese instances, if the result is aloss 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, asapplicable.

For subscribers currently enrolled through the Marketplace, the subscriber or
dependent enrolled in the same qualified health plan is determined tobe newly
ineligible for an advance premium tax credit or cost-sharing reductions. Coverageis
effective on the first day of the month following plan selection.

A qualified individual or dependent gains access to a new qualified health planasa
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 first day of the month following plan selection.

The subscriber or dependent loses “minimum essential coverage,” asdefined 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, asapplicable.

The subscriber demonstrates to Medica or the Marketplace, asapplicable, 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, asapplicable.

The subscriber demonstrates to Medica or the Marketplace, asapplicable, 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 Healthand Human Services, a non-
Marketplace entity providing enrollment assistance or conducting enrollment

11 2022-IFBEPGSIA, 2022-IFBEPGSIAL
January 1, 2022



activities, or Medica. Coverage is effective on the date established by Medica or the
Marketplace, asapplicable.

8. 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 s
effective on the date established by Medica or the Marketplace, asapplicable.

9. 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 first day of the month following plan selection. 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.

10. 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, asapplicable.

11. You or your dependent was enrolled in COBRA continuation coverage, or similar state
program, for which an employer was paying all or part of the premiums, or for which a
government entity was providing subsidies, and the employer completely ceases its
contributions or the government subsidies completely cease. Coverage is effective on
the first day of the month following plan selection.

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

1. 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.

2. 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.

3.  Aqualified 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.

4, For subscribers and dependents enrolling through the Marketplace, inthe event of
gaining status as a citizen, national, or lawfully present individual, or being released
from incarceration, as determined by the Marketplace.
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5. For subscribers and dependents enrolling through the Marketplace, the subscriber
demonstrates to the Marketplace and the Marketplace determines that exceptional
circumstances apply.

6.  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.

7. 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 enrollment 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 regardto 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 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. Medica may
reduce payment by the amount of premium that is past due for any health benefits for the
child until any premium you owe is paid.

Notification

Unless a longer period is provided in this Policy, the subscriber must notify Medica in writing
within 30 days of the effective date of any changes to home address or name, or other facts
identifying you or your dependents.

D. Premiums

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

If you arereceiving anadvance 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 eachyear 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 accept premium payment directly or indirectly from any third party
including, but not limited to, any health care provider, except as statedin this paragraph.
Medica will also accept premium payments from the following third parties, to the extent
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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.

E. Graceperiod

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 statedin Ending Coverage.

If you arereceiving anadvance 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 statedin 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.

F. Changesto this Policy

The coverage provided under this Policy may change eachyear 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 federallaw. Ifwe
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 give you at least a 60
day advance notice prior to the effective date of the material modification. 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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G. 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;

2. ldentify 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 maybe responsible for
paying the cost of the service you received.

Itis your responsibility to alert Medica regarding any discounts, coupons, rebates, or
financial arrangements betweenyou and a provider or manufacturer for health careitems 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 Member Services 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
Medica.com/SignlInor call Member Services at the number on the back of your Medica ID
card.

Medica will cover health services and supplies as described in this Policy only when careis
received from the following:

1. A network provider;

2. Anon-network provider to whom you have been specifically directed by a network
provider and are authorized by Medica; and

3.  Anon-network provider when no in-network care is available within your service or
network access area and are authorized by Medica.

If thereis 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 negotiateda
reduced fee with if that provider is closer to your residence than a requested non-network
provider.

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.
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Medica will cover routine patient costs in connection with a qualified individual’s
participationin an approved clinical trial at the applicable benefit level. Routine patient
costs areitems and services that would be covered benefits even when not provided in
connection witha clinical trial. Routine patient costs do not include aninvestigative or
experimental item, device or service; items or services provided solely tosatisfy data
collection and analysis needs and not used in clinical management; or a service thatis 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 benefits. 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 authorizationsare 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 referralfrom an in-
network provider. If thereis 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 toyour residence than a
requested non-network provider.

In the following situations you are not responsible for any amounts above the network cost-
sharing amount for such service calculatedin accordance with the Federal No Surprises Act
of 2020, and any implementing rules:

1.  While obtaining emergency services (which includes certainancillary services) at
certain non-network emergency facilities or from certain non-network providers, as
set forth in the definitions and terms and conditions of the Federal No Surprises Act of
2020, and any implementing rules;

2. While obtaining certain non-emergency services performed by certain non-network
providers at certain network facilities (including, but not limited to, a hospital, a
hospital outpatient department, a critical access hospital, or an ambulatory surgical
center), as set forth in the definitions and under the terms and conditions of the
Federal No Surprises Act of 2020, and any implementing rules, unless you have
consented in a manner consistent with the Federal No Surprises Act of 2020; or

3.  While obtaining air ambulance services from certain non-network providers, as set
forth in the definitions and under the terms and conditions of the Federal No Surprises
Act of 2020, and any implementing rules.

When you obtain covered non-emergency ancillary services, as that term “ancillary services”
is defined at 45 C.F.R. § 149.420 (b), from a non-network provider at certain network
facilities, under the Federal No Surprises Act of 2020 and any implementing rules you are not
to be balance billed by the non-network provider that provided the ancillary services.
Ancillary services under the Federal No Surprises Act of 2020 include the following:
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i Items and services related to emergency medicine, anesthesiology,
pathology,radiology, and neonatology, whether provided by a physician
or non-physician practitioner;

ii. Items and services provided by assistant surgeons, hospitalists, and
intensivists;

iii.  Diagnostic services, including radiology and laboratory services; and

iv. Items and services provided by a non-network provider if there is no in-
networkprovider who canfurnish such item or service at such facility.

If you have questions about bills you receive from a non-network provider that provided
services under the circumstancesdescribed above, please call Member Services at the
number on the back of your Medica ID card.

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.

H. Providers

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

You must verify that your provider is a 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 carein a cost efficient and effective manner.
These arrangementsare not intended to affect your access to health care. These payment
methods may include:

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

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

3.  Arisk-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. Ifthe 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. Ifthe payment
is percentage of charges, the network provider’s payment is a set percentage of the
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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 arrangementswith a number of providers.
These contractsinclude various quality and efficiency measures designed to encourage high
quality and efficient total care for members. Such arrangements mayinvolve 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.

The non-network provider reimbursement amount may be less than the chargesbilled by
the non-network provider. If this happens,you areresponsible for paying the difference, in
addition to any applicable coinsurance and deductible amount, except to the extent the
Federal No Surprises Act 0of2020 applies. Charges in excess of the non-network provider
reimbursement amount do not accumulate to your deductible or out-of-pocket maximum.

I. 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 Member Services 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. Ifyour provider asks for your health care identification cardand 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.

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

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 in the Document Center at Medica.com/Signln or you may
request claim forms by calling Member Services 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 witha Medica claim form to Medica no laterthan
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.
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Medica will notify you of authorization or denial of the claim within 30 days of receipt of the
claim.

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
days of receiving the additional information. If you do not respond to Medica’s request
within 45 days, your claim may be denied.

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.

Itemization of the bill or claim.
The related medical records (submitted in English).
Proof of your payment of the claim.

A complete copy of your passport and airline ticket.

S T

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 legalaction more than three years after Medica has made a
coverage determination regarding your claim.

If Medica denies a claim, you will receive a written notice that explains the reason for the
denial and describes any appeal rights you have, including a right to external review.

J. Referrals and Prior Authorization

Note: Prior authorization (approvalin advance)is a clinical review that services are
medically necessary. Receivingprior authorization is not aguarantee 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.

Prior Authorization

Certain health services are covered only upon referral. All referrals to non-network
providers and certaintypes 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
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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 Member Services 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
authorizationfor 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 furtherin this Policy.

Some of the services that may require prior authorization from Medica include:
1.  Reconstructive or restorative surgery procedures;
2. Surgery for morbid obesity (also known as bariatric surgery);

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

4.  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;

L K N o O

Certain genetic tests;
10. Certain drugs, biologics and biosimilars;

11. Inpatient care, including mental health and substance use disorders, skilled nursing
facility services, long-term acute care hospital (LTACH) and acute inpatient
rehabilitation (AIR);

12. Certain outpatient mental health and substance use disorder services;
13. Certainimaging services;

14. Certain professionally administered drugs;

15. Non-emergency licensed air ambulance transportation; and

16. Benefits for services from non-network providers, with the exception of emergency
services.
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Certain biologics, biosimilars and professionally administered drugs may be subject tostep
therapy. Incertain cases, it is possible to get an exceptionto step therapy requirements. To
obtain more information about the step therapy exception process call Member Services 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.

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 authorizationand provide a response to you and
your attending provider within ten business days (five calendar days for prescription drug
benefits) after the date your request was received, provided all information reasonably
necessary to make a decision has been given to Medica.

If Medica has not received all information reasonably necessary to make a decision, your
claim may be denied. If your request 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 calendar days of receiving the additional information. Ifyou do not
respond to Medica's request within 45 days, your claim may be denied.

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 needs more information to complete an expedited review, Medica will notify you
within 24 hours from the time of the initial request and tell you the specific information
needed. Medica will notify you of its decision within 48 hours of receiving the additional
information. If you do not respond toMedica's request within 48 hours, your claim may be
denied.

If Medica does not approve the request for prior authorization, you have the right to appeal
Medica’s decision as described in Complaints. Medica will send you a written notice of its
decision that explains the reason for the denial and any appealrights you have, including
your right to external review.

Under certain circumstances, Medica may perform concurrent review to determine whether
services continue to be medically necessary. If Medica determines that services are no
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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).

If Medica determines to reduce or terminate services that were previously approved, Medica
will inform you of its decision enough in advance to allow you to appeal, and will cover the
previously approved services during your appeal. Incases involving concurrent urgent care
claims, claims must be made at least 24 hours prior to the expiration of the prescribed
period of time/number of treatments. Medica’s decision will be made in 24 hours after a
notification was made within 24 hours of the claims request.

Referrals to non-network providers

Itis 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 referralsfor services from non-network
providers only if in-network careis not available in your service or network access area. The
referral must be from an in- network provider. Ifthere 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.

If you want to apply for a standing referral to a non-network provider, contact Medica for
more information. A standing referralis a referralissued by a network provider and
authorized by Medica for conditions that require ongoing services from a specialist provider.

Standing referrals will only be covered for the period of time appropriate to your medical
condition. A standing referral may be granted if Medica determines a standing referral
clinically appropriate.

Referralsand standing referrals will not be covered to accommodate personal preferences,
family convenience, or other non-medical reasons. Referralswill also not be covered for
carethat 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 areferral or standing referral from a network provider to receive medically
necessary services from a non-network provider. The referral will be in writing and
will:

a. Indicate the time period during which services must be received; and
b. Specify the service(s) to be provided; and
c. Direct you to the non-network provider selected by your network provider.

2. Seek prior authorization from Medica by calling the number on the back of your
Medica ID card. Medica does not guarantee coverage of services that are received
before you obtain prior authorization from Medica.

3. If prior authorization has been obtained from Medica, pay the same amount you
would have paid if the services had been received from a network provider.
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4, Pay any chargesnot authorized for coverage by Medica.

What Medica will do

1. May require that you see another network provider selected by Medica before a
determination by Medica that a referral to a non-network provider is medically
necessary.

2. May require that you obtain areferral or standing referral from a network 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;
b. Recommended by a network physician; and
c. Determined by Medica that careis not available from a network provider. If

thereis 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 toyour
residence than a requested non-network provider.

4.  Review your request for prior authorizationand respond within ten business days 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
period not 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 thata
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 seeking. If Medica needs more information to
complete an expedited review, Medica will notify you within 24 hours from the time of
the initial request and tell you the specific information needed. Medica will notify you
of its decision within 48 hours of receiving the additional information. Ifyou do not
respond to Medica's request within 48 hours, your claim may be denied.

K. Continuity of care

To request continuity of care or if you have questions about how this may apply to you, call
Member Services at the number on the back of your Medica ID card.

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 Medica and your treating provider terminates
without cause, you may be eligible to continue care with that provider. Continuity of care
only applies if you are in an active course of treatment withthe provider at the time the
provider’s contract is terminated. This does not apply when the provider’s contract is
terminatedfor cause.

Upon request, Medica will authorize continuity of care as described above for the following
conditions:

1.  Anongoing course of treatment for a life-threatening condition;

2. Anongoing course of treatment for a serious acute condition, such as chemotherapy;
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3. Undergoing a course of institutional or inpatient care from the provider or facility,
when continuity of care is required under the Federal Consolidated Appropriations Act
of 2020 and its implementing regulations;

4, Scheduled non-elective surgery, including postoperative care;

5. Pregnant and undergoing a course of treatment for pregnancy. Health services may
continue to be provided through the postpartum period; or

6.  Anongoing course of treatment for a health condition for which a treating physician or
health care provider attests that discontinuing care by that physician or health care
provider would worsen the condition or interfere with anticipated outcomes.

Continuity of care, asdescribed above, will continue until the active course of treatment is
complete, or 90 days, whichever is shorter. Authorizationto 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 expectancyis 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 case-by-case basis. IfMedica
authorizes your request to continue care with your current provider, Medica will explain how
continuity of care will be provided. After thattime, your services or treatment will need to
be transitioned to a network provider to continue to be eligible for benefits. If your request
is denied, Medica will explain the criteria used to make its decision. You may appeal this
decision.

If your provider agreesto comply with Medica’s prior authorization requirements, provides
Medica with all necessary medicalinformation relatedto your care, and accepts as payment
in full the lesser of Medica’s network provider reimbursement or the provider’s customary
charge for the service, then the provider will not be permittedto bill you for the amount in
excess of your deductible and coinsurance or copay described in the Benefit Chart section of
this Policy.

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

If Medica terminatesyour current provider’s contract for cause, Medica will inform you of
the change and how your care will be transferredto another network provider.

L. Harmful use of medical services

If it is determined that you are receiving certain prescription drugs in a quantity or manner
that may harm your health, benefits for these medications will be restricted to medications
that are both prescribed by one specific network physician and dispensed by one specific
network pharmacy. Failure to receive these medications in this manner will result in a denial
of coverage. Medica will notify you regarding the specific physician and pharmacy assigned
for you.

If you have questions about how this provision applies to you, including the specific

physician or pharmacy assigned for you, you may call Member Services at the number on the
back of your Medica ID card. Additionally, you have the right to appeal Medica’s decision
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concerning the application of this section or the particular physician or pharmacy assigned
for you. See Complaints for more information on your appeal rights.

M. Medica’s Right to Subrogation and Reimbursement

This section describes Medica’sright of subrogation and reimbursement. Medica’srights are
subject to lowa and federal law. Referencesto “you” or “your” in this section shall include
you, your legalrepresentatives, your estate and your heirs and next of kin and beneficiaries
unless otherwise stated. For information about the effect of lowa and federallaw on
Medica’s subrogation rights, contact an attorney.

1. Medica has a right of subrogation against any third party, individual, corporation,
insurer or other entity or person who may be legally responsible for payment of
medical expenses relatedto your illness or injury. Medica’sright of subrogation shall
be governed according to this section. Medica’sright to recover its subrogation
interest applies only after you have received a full recovery of the medical expenses
for your illness or injury from another source of compensation. Medica’srightto
recover its subrogation interest applies regardless of whether you have received a full
recovery of other, non-medical expense damagesfrom another source.

2. Medica’s subrogation interest is the reasonable cash value of any benefits received by
you.

3. Medica’sright to recoverits subrogation interest may be subject to an obligation by
Medica to pay a pro rata share of your disbursements, attorneyfees and costs and
other expenses incurred in obtaining the recovery from another source unless Medica
is separatelyrepresented by an attorney. If Medica is represented by an attorney, an
agreement regarding allocation of the disbursements, fees and costs may be reached.
If an agreement regarding allocation cannot be reached, the matter must be submitted
to binding arbitration.

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 partyis or may be legally responsible, and
you later obtain full recovery of medical expenses from another source of
compensation, you are obligated to reimburse Medica for the benefits paid in
accordance with lowa law regardless of whether you have received a full
recovery of other, non-medical expense damages.

b.  To cooperate with Medica or its designee to help protect Medica’slegal rights
under this subrogation and reimbursement 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 Medica’s subrogation rights to any party
against whom you assert a claim for injuries.
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To do nothing to decrease or limit Medica’srights under this provision, either
before or after receiving benefits, or under the contract.

Medica may take action to preserve its legal rights. This includes bringing suit in
your name.

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.

To hold in trust the proceeds of any settlement or judgment for Medica’s benefit
under this provision.

You will cooperate with us in protecting our legaland equitable rights to
subrogation and reimbursement in a timely manner, including, but not limited
to:

i. Signing and/or delivering such documents as we or our agentsreasonably
request to secure the subrogation and reimbursement claim.

ii. Responding to requests for information about any accident or injuries.
iii. Making court appearances.

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

V. Complying with the terms of this section.
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ll. Out-of-Pocket Expenses

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

1. A provider performs, prescribes or recommends the service; or

2. The service is the only treatment available; or

3. You request and receive the service even though your provider does not recommend it.
You are responsible for paying the charges incurred when you miss or cancelan appointment.

Please see the Benefit Chart section of this Policy for specific information about your benefits and
coverage levels. To verify coverage before receiving a particular service or supply, callMember
Services at the number on the back of your Medica ID card.

A. Costsharing: copayments, coinsurance and deductibles
For benefits, you must pay the following:

1.  Any applicable copayment, coinsurance and deductible as described in the Benefit
Chart section of this Policy.

You must pay an annual deductible. The time period used to determine how much of
your deductible you have satisfied is a calendar year.

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

2. Any chargethat exceedsthe non-network provider reimbursement amount for certain
services from certain non-network providers. If the amountbilled by certain non-
network providers is greater than the non-network provider reimbursement
amount, the non-network provider will likely bill you for the difference. This
difference may be substantial, and itis in addition to any copayment, coinsurance or
deductibleamount youmay beresponsible foraccordingto the terms described in
this Policy.

To inquire about the non-network provider reimbursement amount for a particular
procedure, call Member Services at the number on the back of your Medica ID card.
When you call, you will need to provide the following:

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

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

Member Services will provide you with an estimate of the non-network provider
reimbursement amount based on the information provided at the time of your inquiry.
The actual amount paid will be based on the information received at the time the
claim is submitted and subject to all applicable benefit provisions, exclusions and
limitations, including but not limited to coinsurance and deductible.
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3.  Any chargethatis not covered under this Policy.
Cost sharing reductions
Cost-sharing is a combination of coinsurance, copayments and your deductible.

If the Marketplace determinesyou are eligible for a cost-sharing reduction, you will be
offered one of three silver cost-sharing variations based on your household income. This will
lower your cost-sharing for benefits. If you move between different cost-sharing variations
because of aredetermination of your eligibility for a specific cost-sharing variation, the time
period does not start again when you move to a new cost-sharing variation, including a
standard silver plan. Because different variations may have different deductibles, if you
move 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
towardthe new higher deductible. You might also move to a plan with a lower deductible
based on a change in income, if you have already satisfied the high deductible, it will count
toward your new deductible and out-of-pocket maximums, but you will not receive a rebate
of the excess you have paid over your new deductible.

In the event a cost-sharing variation plan is no longer available through the Marketplace as
outlined in the Ending Coverage section, and you move to the standard cost-sharing version
of that same plan, the time period for determining your cost-sharing does not start againfor
that calendar year.

For example, if you satisfy a $500 deductible and pay $100 in co-payments in one plan
variation, then move toa different plan variation with a $750 deductible as a result of a
change in eligibility, the $500 would apply towardsthe new deductible and you would need
to satisfy the remaining $250 of the new deductible.

American Indians and Alaska Natives

If the Marketplace determinesyou are eligible for a zero cost-sharing variation, you will be
offered a zero cost-sharing variation of the plan you have chosen. This will eliminate your
cost-sharing for benefits. An individual that the Marketplace determinesis an American
Indian or Alaska Native will have no cost sharing required on benefits 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 are defined and provided pursuant to 42 C.F. R. Subpart Cand any other
guidance issued pursuant to that section.

B. Out-of-pocket maximum
The out-of-pocket maximum is anaccumulation of the:
o copayments
° coinsurance, and
. deductible

paid for benefits received during a calendar year. Unless otherwise specified, you will not be
required to pay more than the out-of-pocket maximum for benefits received during a

IA-Empower-PC-22-01 28 2022-IFBEPGSIA, 2022-IFBEPGSIAL
January 1, 2022



calendaryear. Any amount or charge not covered, including chargesfor services not eligible
for coverage, is not applicable toward the out-of-pocket maximum.

Please note that amounts reimbursed or paid by a provider or manufacturer, including
manufacturer coupons, 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 out-of-pocket maximum has been met, all other covered benefits received during
the rest of the calendar year will be covered at 100%, except for any charge not covered by
Medica. The out-of-pocket maximum is described in the Out-of-Pocket Expenses tablein the
Benefit Chart section of this Policy.

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

C. Annualand Lifetime Dollar Limits

This Policy does not have annual or lifetime limits on the dollar values of essential health
benefits.
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lll. Covered Benefits

Prior authorization (approvalin advance)is required before you receive certain services listed
below. To determine if Medica requires prior authorizationfor a particular service or treatment,
please call Medica Member Services at the number on the back of your Medica ID card. Please
see Prior authorization in Referrals and Prior Authorization for more information about prior
authorizationrequirements and processes.

A. Ambulance
Medica covers ambulance services as described in the Benefit Chart section of this Policy.
Not covered:
1.  Ambulance transportation toanother hospital when care for your condition is
available at the network hospital where you were first admitted.
2. Non-emergency ambulance transportation services (except as described in the Benefit
Chart section of this Policy).
B. Anesthesia
Medica covers anesthesia services as described in the Benefit Chart section of this Policy.
Not covered:
Anesthesia services provided by a non-network provider.
C. Chiropractic
Medica covers chiropractic services to diagnose and to treat conditions related to muscles,
skeleton and nerves of the body. This includes spinal manipulations, manual muscle
stimulations or other conjunctive or manipulative therapies.
Not covered:
1. Chiropractic services provided by a non-network provider.
2. Massage therapy which is performed in conjunction with other treatment by a
chiropractor as part of a prescribed treatment plan that is billed separately.
D. Diabetes Managementand Supplies
Medica covers:
. diabetes self-management training and education, including medical nutrition therapy,
received from a provider in a program consistent with national educational standards
(as established by the American Diabetes Association and/or certified by the lowa
department of public health);
° diabetic equipment and supplies, including bl