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SECTION-WELCOME

Quick Reference Box
Yy Member services, claim inquiries, Personal Health Sanqgtdental
HealthSubstanceRelated and Addictive Disorsl@dministratorl- 8443338015.

Yy Claims submittal address: UnitedHealthdal@ms, P.O. Box 30555, Salt Lake (
UT 841360555

Lity,

Yy Online assistanogsww.myuhc.com

Clermont County is pleased to provide you with this Summary Plan Description (SPD),
which describes tliealth Benefits available to you and your covered family members under

the Clermont County Welfare Benefit Plan. It includes summaries of:

Yy Who is eligible.

Yy Services that are covered, called Covered Health Services.
Yy Services that are not covered, callell&ras and Limitations.
Yy How Benefits are paid.

Yy Your rights and responsibilities under the Plan.

This SPD is designed to meet your information needs and the disclosure requirements of the

Employee Retirement Income Security Act of 19T 4(p&8 any previous printed
electronic SPD for this Plan.

or

IMPORTANT
The healthcare service, supply or Pharmaceutical Product is only a Covered He

performed or prescribed a procedure or treatment, or the fact that it may be the
available treatment for a Sickness, Injury, Mental I8nlkesgncdielated andddictive
Disoders, disease or its symptoms does not mean that the procedure or treatme
Covered Health Service under the Plan.

hlth

Service if it is Medically Necessary. (See definitions of Medically Necessary and|Covered
Health Service Bection 14GlossadyThe fact that a Physician or other provider hag

p

bnly

ntis a

Clermont County intends to continue this Plan, but reserves the right, in its sole
discretion, to modify, change, revise, amend dn#&tenthe Plan at any time, for any
reason, and without prior notice subject to any collective bargaining agreements
the Employer and various unions, if applicable. This SPD is not to be construed
contract of or for employment. If there shdagdan inconsistency between the contg
of this summary and the contents of the Plan, your rights shall be determined urj

between
AS a

nts

der the

Plan and not under this summary.

UnitedHealthcare is a private healthcare claims administrator. UnitedHealthcare's

goal is to

give you the tools you need to make wise healthcare decisions. UnitedHealthcare also helps
your employer to administer claims. Although UnitedHealthcare will assist you in many
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ways, it does not guarantee any Benefits. Clermont County is solely respquasiivig
Benefits described in this SPD.

Please read this SPD thoroughly to learn ho@¢nmont County Welfare Benefit Plan

works. If you have questions contact your local Human Restmpagment or call the
number on your ID card.
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S Y

How To Use This SPD
Read the entire SPD, and share it with your family. Then keep it in a safe place for
future reference.

Many of the sections of this SPD are related to other sections. You may not ave all
the information you need by reading just one section.

You @n find copies of your SPD and any future amendoreneiguest printed
copies by contacting Human Resources

Capitalized words in the SPD have special meanings and are defined in Secfion 14,
Glossary

If eligible for coverage, the words "you" andr*yaifer to Covered Persons as
defined in Section 1@Jossary

Clermont County is also referred to as Company.

If there is a conflict between this SPD and any benefit summaries (other thar
Summaries of Material Modifications) provided to you, thisvliRDntrol.

SecTION - WELCOME
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SECTION-2ANTRODURON

What this section includes:
Yy Who's eligible for coverage under the Plan.

Yy The factors that impact your cost for coverage.
Yy Instructions and timeframes for enrolling yourself and your éigg#adents.
Yy When coverage begins.

y° When you can make coverage changes under the Plan.

Eligibility
You are eligible to enroll in the Plan if you are a regutaméuémployee who is scheduled
to work at least 30 hours per week

Elected officials are caed without any minimum hours or waiting period.

Your eligible Dependents may also participate in the Plan. An eligible Dependent is
considered to be:

Yy Your Spouse, as defined in Section 14, Glossary.

Yy~ Your or your Spouse's child who is under age 26, mgcéudatural child, stepchild, a
legally adopted child, a child placed for adoption or a child for whom you or your
Spouse are the legal guardian.

Yy An unmarried child age 26 or over who is or becomes disabled and dependent upon you.

To be eligible for covage under the Plan, a Dependent must reside within the United
States.

Note: Your Dependents may not enroll in the Plan unless you are also enrolled. If you and
your Spouse are both covered under the Clermont County Welfare Benefit Plan, you may
each be eolled as a Participant or be covered as a Dependent of the other person, but not
both. In addition, if you and your Spouse are both covered under the Clermont County
Welfare Benefit Plan, only one parent may enroll your child as a Dependent.

A Dependentlao includes a child for whom health care coverage is required through a
Qualified Medical Child Support Order or other court or administrative order, as described
in Section 13ther Important Information

Cost of Coverage
You and Clermont County sharehe cost of the Plan. Your contribution amount depends
on the Plan you select and the family members you choose to enroll.

Your contributions are deducted from your paychecks on athafbesis. Befottax
dollars come out of your pay before fedecalne and Social Security taxes are withheld
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and in most states, before state and local taxes are withheld. This gives your contributions a
special tax advantage and lowers the actual cost to you.

Your contributions are subject to review and Clermont ms#rves the right to change
your contribution amount from time to time.

You can obtain current contribution rates by calling Human Resources

How to Enroll

To enroll, call Human Resouregthin 31 days of the date you first become eligible for
medical Plan coverage. If you do not enroll within 31 days, you will need to wait until the
next annual Open Enrollment to make your benefit elections.

Each year during annual Open Enroliment, you have the opportunity to review and change
your medical elgan. Any changes you make during Open Enroliment will become effective
the following January 1.

Important

If you wish to change your benefit elections following your marriage, birth, adoptjon of a
child, placement for adoption of a child or other fatailysschange, you must contag¢t
Human Resourcegthin 31 days of the event. Otherwise, you will need to wait unfil the
next annual Open Enrollment to change your elections.

When Coverage Begins

Once Human Resourcegeives your properly completed kmemnt, coverage will begin

onthe first day of the month following the completion of a 60 day waiting fexedage

for your Dependents will start on the date your coverage begins, provided you have enrolled
them in a timely manner.

Coverage for 8pouse or Dependent stepchild that you acquire via marriage becomes
effective the date of your marriage, provided you notify Human Resaithioe®l days of

your marriage. Coverage for Dependent children acquired through birth, adoption, or
placementdr adoption is effective the date of the family status change, provided you notify
Human Resourcegthin 31 days of the birth, adoption, or placement.

If You Are Hospitalized When Your Coverage Begins

If you are an inpatient in a Hospital, Skilled Ngifsacility or Inpatient Rehabilitation

Facility on the day your coverage begins, the Plan will pay Benefits for Covered Health
Services that you receive on or after your first day of coverage related to that Inpatient Stay
as long as you receive Coveredlth Services in accordance with the terms of the Plan.
These Benefits are subject to any prior carrier's obligations under state law or contract.

You should notify UnitedHealthcare of your hospitalization within 48 hours of the day your
coverage begins, as soon as is reasonably possible. For Benefit plans that have a Network
Benefit level, Network Benefits are available only if you receive Covered Health Services
from Network providers.
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Changing Your Coverage

You may make coverage changes duringahenjg if you experience a change in family

status. The change in coverage must be consistent with the change in status (e.g., you cover
your Spouse following your marriage, your child following an adoption, etc.). The following
are considered family ssathanges for purposes of the Plan:

Yy Your marriage, divorce, legal separation or annulment.

The birth, legal adoption, placement for adoption or legal guardianship of a child.

A change in your Spouse's employment or involuntary loss of health coverage (oth
than coverage under the Medicare or Medicaid programs) under another employer's plan.

Loss of coverage due to the exhaustion of another employer's COBRA benefits,
provided you were paying for premiums on a timely basis.

Your death or the death of a Dagent.
Your Dependent child no longer qualifying as an eligible Dependent.

A change in your or your Spouse's position or work schedule that impacts eligibility for
health coverage.

S S

Contributions were no longer paid by the employer (this is true eveor ijgou
eligible Dependent continues to receive coverage under the prior plan and to pay the
amounts previously paid by the employer).

Yy~ You or your eligible Dependent who were enrolled in an HMO no longer live or work in
that HMO's service area and no ottenefit option is available to you or your eligible
Dependent.

Yy Benefits are no longer offered by the Plan to a class of individuals that include you or
your eligible Dependent.

y' Termination of your or your Dependent's Medicaid or Children's Healthdasuran
Program (CHIP) coverage as a result of loss of eligibility (you must contact Human
Resourcewithin 60 days of termination).

Yy You or your Dependent become eligible for a premium assistance subsidy under
Medicaid or CHIP (you must contact HurRasourcewithin 60 days of the date of
determination of subsidy eligibility).

Yy You or your Dependent lose eligibility for coverage in the individual market, including
coverage purchased through a public exchange or other public market established under
the Affordable Care Act (Marketplace) (other than loss of eligibility for coverage due to
failure to pay premiums on a timely basis or termination of coverage for cause, such as
making a fraudulent claim or an intentional misrepresentation of a mdjerial fac
regardless of whether you or your Dependent may enroll in other individual market
coverage, through or outside of a Marketplace.

<

A strike or lockout involving you or your Spouse.

A court or administrative order.

<
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Unless otherwise noted above, if you teisihange your elections, you must contact
Human Resourcegthin 31 days of the change in family status. Otherwise, you will need to
wait until the next annual Open Enrollment.

While some of these changes in status are similar to qualifying eve@©BRde you, or

your eligible Dependent, do not need to elect COBRA continuation coverage to take
advantage of the special enrollment rights listed above. These will also be available to you or
your eligible Dependent if COBRA is elected.

Note: Any childunder age 26 who is placed with you for adoption will be eligible for

coverage on the date the child is placed with you, even if the legal adoption is not yet final. If
you do not legally adopt the child, all medical Plan coverage for the child wédheheé wh
placement ends. No provision will be made for continuing coverage (such as COBRA
coverage) for the child.

Change in Family Status Example
Jane is married and has two children who qualify as Dependents. At annual Opgn
Enrollment, she elects notgarticipate in Clermont County's medical plan, becausf her
husband, Tom, has family coverage under his employer's medical plan. In JuneJTom
loses his job as part of a downsizing. As a result, Tom loses his eligibility for meglical
coverage. Due to this faynstatus change, Jane can elect family medical coveragq under
Clermont County's medical plan outside of annual Open Enroliment.
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SECTIOR-HOW THE PLAN WCHR

What this section includes:
Yy Accessing Benefits.

Eligible Expenses.
Annual Deductible.
Copayment.

<SS S

Coinsurance.

Yy Out-of-Pocket Maximum.

Accessing Benefits

As a participant in this Plan, you have the freedom to choose the Physéziih care

professional you prefer each time you need to receive Covered Health Services. The choices
you make affect the amounts you pay, as well as the level of Benefits you receive and any
benefit limitations that may apply.

You are eligible for the Neork level of Benefits under this Plan when you receive Covered
Health Services from Physicians and other health care professionals who have contracted
with UnitedHealthcare to provide those services.

You can choose to receive Designated Network Behdttvork Benefits or Nen
Network Benefits.

Designated Network Benefitsapply to Covered Health Services that are provided by a
Network Physician or other provider that is identified as a Designated Provider. Only certain
Physicians and providers havenbeentified as a Designated Provider. Designated

Network Benefits are available only for specific Covered Health Services as identified in
Section 5Rlan Highlighwhen Designated Network Benefits apply, they are included in and
subject to the same Aual Deductible and Owuf-Pocket Maximumequirements as all

other Covered Health Services provided by Network providers.

Network Benefits apply to Covered Health Services that are provided by a Network
Physician or other Network provider. You are rptired to select a Primary Physician in
order to obtain Network Benefits. In general health care terminology, a Primary Physician
may also be referred to &ramary Care PhysitiRCP

Emergency Health Services are always paid as Network Benéitgit{-charges, these

are Benefits for Covered Health Services that are billed by a Network facility and provided
under the direction of either a Network or-iN@twork Physician or other provider.

Network Benefits include Physician services providadatwork facility by a Network or

a nonNetwork Emergency room Physician, radiologist, anesthesiologist or pathologist.

Non-Network Benefits apply to Covered Health Services that are provided by a non
Network Physician or other ndletwork provider, or @/ered Health Services that are
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provided at a neNetwork facility. In general health care terminology:Nétwork
Benefits may also be referred to asdbiMetwork Benefits.

Depending on the geographic area and the service you receive, you magdtwreagice
UnitedHealthcare's Shared Savings Program-téetaork providers who have agreed to
discounts negotiated from their charges on certain claims for Covered Health Services. Refer
to the definition of Shared Savings Program in SectiGtotdgrof the SPD for details

about how the Shared Savings Program applies.

You must show your identification card (ID card) every time you request health care services
from a Network provider. If you do not show your ID card, Network providers have no way

of knowing that you are enrolled under the Plan. As a result, they may bill you for the entire
cost of the services you receive.

Generally, when you receive Covered Health Services from a Network provider, you pay less
than you would if you receive the saane from a noiNetwork provider. Therefore, in
most instances, your eaftpocket expenses will be less if you use a Network provider.

If you choose to seek care outside the Network, the Plan generally pays Benefits at a lower
level. You are required toyghe amount that exceeds the Eligible Expense. The amount in
excess of the Eligible Expense could be significant, and this amount does not apply to the
Out-of-Pocket Maximum. You may want to ask theNwetwork provider about their billed
charges befor®y receive care.

Health Services from NonNetwork Providers Paid as Network Benefits

If specific Covered Health Services are not available from a Network provider, you may be
eligible to receive Network Benefits when Covered Health Services are reweavaddr
Network provider. In this situation, your Network Physician will notify UnitedHealthcare,
and if UnitedHealthcare confirms that care is not available from a Network provider,
UnitedHealthcare will work with you and your Network Physician tonaterctre

through a notNetwork provider.

Looking for a Network Provider?

In addition to other helpful informatiomyww.myuhc.com UnitedHealthcare's
consumer website, contains a directory of health care professionals and facilitie$ in
UnitedHealthcareNetwork. While Network status may change from time to time,
www.myuhc.comhas the most current source of Network information. Use
www.myuhc.comto search for Physicians available in your Plan.

Network Providers

UnitedHealthcare or its affiliates ageafor health care providers to participate in a
Network.At your request, UnitedHealthcare will send you a directory of Network providers
free of chargdeep in mind, a provider's Network status may change. To verify a provider's
status or requesipaovider directory, you can call UnitedHealthcare at the number on your
ID card or log ontavww.myuhc.com

Network providers are independent practitioners and are not employees of Clermont
County or UnitedHealthcare.
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UnitedHealthcare's credentialingcpss confirms public information about the providers'
licenses and other credentials, but does not assure the quality of the services provided.

Before obtaining services you should always verify the Network status of a provider. A
provider's status may olga. You can verify the provider's status by calling
UnitedHealthcare. A directory of providers is available onkmavainyuhc.comor by

calling the number on your ID card to request a copy.

It is possible that you might not be able to obtain seinaoea particular Network

provider. The network of providers is subject to change. Or you might find that a particular
Network provider may not be accepting new patients. If a provider leaves the Network or is
otherwise not available to you, you must ehaosther Network provider to get Network
Benefits.

If you are currently undergoing a course of treatment utilizing\Netveork Physician or

health care facility, you may be eligible to receive transition of care Benefits. This transition
period is avaible for specific medical services and for limited periods of time. If you have
guestions regarding this transition of care reimbursement policy or would like help
determining whether you are eligible for transition of care Benefits, please contact
UnitedHealthcare at the number on your ID card.

Do not assume that a Network provider's agreement includes all Covered Health Services.
Some Network providers contract with UnitedHealthcare to provide only certain Covered
Health Services, but not all CoveredtHé&drvices. Some Network providers choose to be

a Network provider for only some of UnitedHealthcare's products. Refer to your provider
directory or contact UnitedHealthcare for assistance.

Designated Providers

If you have a medical condition that Unitedlthcare believes needs special services,
UnitedHealthcare may direct you to a Designated Provider chosen by UnitedHealthcare. If
you require certain complex Covered Health Services for which expertise is limited,
UnitedHealthcare may direct you to a Ndtacility or provider that is outside your local
geographic area. If you are required to travel to obtain such Covered Health Services from a
Designated Provider, UnitedHealthcare may reimburse certain travel expenses at
UnitedHealthcare's discretion.

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

You or your Network Physician must ndilfyitedHealthcare of special service needs (such
as transplants or cancer treatment) that might warrant referral to a Designated Provider. If
you do not notify UnitedHealthcare in advance, and if you receive services from a non
Network facility (regardlestwhether it is a Designated Provider) or otheiNeiwork

provider, Network Benefits will not be paid. N\®wtwork Benefits may be available if the
special needs services you receive are Covered Health Services for which Benefits are
provided under thelan.
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Limitations on Selection of Providers

If UnitedHealthcardetermines that you are using health care services in a harmful or
abusive manner, or with harmful frequency, your selection of Network providers may be
limited. If this happens, you may luneed to select a single Network Physician to provide
and coordinate all of your future Covered Health Services.

If you don't make a selection within 31 days of the date you are kbtitextlealthcare
will select a single Network Physician for yahelevent that you do not use the selected
Network Physician, Covered Health Services will be paid-&eNark Benefits.

Eligible Expenses

Clermont County has delegated to UnitedHealthcatesthetion and authority to decide
whether a treatment sapply is a Covered Health Service and how the Eligible Expenses
will be determined and otherwise covered under the Plan.

Eligible Expenses are the amount UnitedHealthcare determines that UnitedHealthcare will
pay for Benefits. For Designated Network Besreaid Network Benefjtgou are not

responsible for any difference between Eligible Expenses and the amount the provider
bills.For NonNetwork Benefits, you are responsible for paying, directly to the non

Network provider, any difference betweeratheunt the provider bills you and the amount
UnitedHealthcare will pay for Eligible Expenses. Eligible Expenses are determined solely in
accordance with UnitedHealthcare's reimbursement policy guidelines, as described in the
SPD.

For Designated Network Banefits and Network Benefits Eligible Expenses are based
on the following:

Yy When Covered Health Services are received from a Designated Network and Network
provider, Eligible Expenses are UnitedHealthcare's contracted fee(s) with that provider.

Yy When CovereHlealth Services are received from aNetwork provider as a result of
an Emergency or as arranged by UnitedHealthcare, Eligible Expenses are an amount
negotiated by UnitedHealthcare or an amount permitted by law. Please contact
UnitedHealthcare if youweabilled for amounts in excess of your applicable Coinsurance,
Copayment or any deductible. The Plan will not pay excessive charges or amounts you
are not legally obligated to pay.

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

Yy~ When Covered Health Services are received fromNetwark provider, Eligible
Expenses are determined, based on:

- Negotiated rates agreed to by theMetwork provider and either
UnitedHealthcare or one of UnitedHealthcare's vendors, affiliatdsontractors,
at UnitedHealthcare's discretion.

- If rates have not been negotiated, then one of the following aaypligs based
on the claim type
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Eligible Expenses are determined based on 110% of the published rates allowed
by theCenters for Made and Medicaid ServicefofQW&sjcare for the same or
similar service within the geographic mank#t the exception of the following:

1 50% of CMS for the same or simitaestandingaboratory service.

1 45% of CMS for the same or similar deratédical equipmeinom a
freestanding suppljear CMS competitive bid rates.

When a rate is not published@iySfor the service, UnitedHealthcare uses an
available gap methodology to determine a rate for the service as follows:

1 For services other than Pharmaceutical Products, UnitedHealthcare uses a
gap methodology establishedipyumIinsigimd/or a third party vendor
that uses a relative value soalke amount typically accepted by a provider
for the same or similar serviseation and resources of the seniibe
relative value scatey bebased on the difficulty, time, work, rlskation
and resources of the service. If the relative value scale(s) currently in use
become no longer available, UnitedHealthcare valloaseparable scale(s).
UnitedHealthcare ar@ptumIinsigire related companies through common
ownership by UnitedHealth Group. Refer to UnitedHealthcare's website at
www.myuhc.comfor information regarding the vendor that provides the
applicable gap fiklative value scale information.

1 For Pharmaceutical Products, UnitedHealthcare uses gap methodologies that
are similar to the pricing methodology used\g and produce fees based
on published acquisition costs or average wholesale price for the
pharmaceticals. These methodologies are currently cred@dcHnalth
SystemEhomson Reu{published in ilRed Bopkor UnitedHealthcare
based on an internally developed pharmaceutical pricing resource.

1 When a rate is not published@iySfor the servicand a gap methodology
does not apply to the service, the Eligible Expense is based on 50% of the
provider's billed charge.

UnitedHealthcare updates @lISpublished rate data on a regular basis when
updated data fro@MSbecomes available. These updatetypically implemented
within 30 to 90 days afteéMSupdates its data.

IMPORTANT NOTICE : Non-Network providers may bill you for any difference
between the provider's billed charges and the Eligible Expense described here.
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Don't Forget Your ID Card
Remenber to show your ID card every time you receive health care services from a

provider. If you do not show your ID card, a provider has no way of knowing thaf you
are enrolled under the Plan.

Annual Deductible

The Annual Deductible is the amount of Eligidbeenses you must pay each calendar year
for Covered Health Services before you are eligible to begin receiving Benefits. There are
separate Network and nbletwork Annual Deductibles for this Pl@he amounts you pay
toward your Annual Deductible atauate over the course of the calendar year.

Amounts paid toward the Annual Deductible for Covered Health Services that are subject to
a visit or day limit will also be calculated against that maximum benefit limit. As a result, the
limited benefit will beeduced by the number of days or visits you used toward meeting the
Annual Deductible.

Copayment

A Copayment (Copay) is the amount you pay each time you receive certain Covered Health
Services. The Copay is a flat dollar amount and is paid at thestimeefor when billed

by the provider. Copays count toward thedfocket MaximunCopays do not count

toward the Annual Deductible. If the Eligible Expense is less than the Copay, you are only
responsible for paying the Eligible Expense and nobgay/ C

Coinsurance

Coinsurance is the percentage of Eligible Expenses that you are responsible for paying.
Coinsurance is a fixed percentage that applies to certain Covered Health Services after you
meet the Annual Deductible.

Outof-Pocket Maximum

The annal Outof-Pocket Maximum is the most you pay each calendar year for Covered
Health Services. There are separate Network aieheark Outof-Pocket Maximums

for this Planlf your eligible oubf-pocket expenses in a calendar year exceed the annual
maimum, the Plan pays 100% of Eligible Expenses for Covered Health Services through
the end of the calendar year.

The Outof-Pocket Maximum applies to all Covered Health Services under the Plan,
including Covered Health Services provided under ypatient prescription drug plan.

The following table identifies what does and does not apply towaxetyeoank and non
Network Outof-Pocket Maximums:
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Applies to the
Non-Network
Out-of-Pocket

Applies to the
Plan Features Network Out-of-
Pocket Maximum?

Maximum?
Copays for Covered Health Services
available under your outpatient prescripti Yes Yes
drug plan
Payments toward the Annual Deductible Yes Yes
Coinsurance for Covered Health Service
available under your outpatient prescripti Yes Yes
drug plan
Charges for ne@overed Health Services No No

The amounts of any reductions in Benefi
you incur by nobbtaining prior No No
authorization as required

Charges that exceed Eligible Expenses No No
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SECTION4ERSONAHEALTH SUPPORND PRIOR AUTHORIION

What this section includes:
Yy An overview of the Personal Health Suppagram.

y Covered Health Serviagsich Require Prior Authorization.

Care Management

When you seek prior authorization as required, the Claims Administrator will work with you
to implement the care management process and to provide you with information about
additional services that araikable to you, such as disease management programs, health
education, and patient advocacy.

UnitedHealthcare provides a program called Personal Health 8egigoed to encourage
personalized, efficient care for you and your covered Dependents

Personal Health Support Nursester their efforts on prevention, education, and closing
any gaps in your care. The goal of the program is to ensure you receive the most appropriate
and coskffective services available.

If you are living with a chrantondition or dealing with complex health care needs,
UnitedHealthcare may assign to you a primary nurse, referred to as a Personal Health
Support Nursdp guide you through your treatment. This assigned nurse will answer
guestions, explain options, itligryour needs, and may refer you to specialized care
programs. The Personal Health Support Nurse will provide you with their telephone number
so you can call them with questions about your conditions, or your overall health and well
being.

Personal HeddtSupport Nursesill provide a variety of different services to help you and
your covered family members receive appropriate medical care. Program components are
subject to change without notice. When the Claims Administrator is called as reguired, the
will work with you to implement the Personal Health Suppass and to provide you

with information about additional services that are available to you, such as disease
management programs, health education, and patient advocacy. As of tienmftthisit

SPD, the Personal Health Suppoogram includes:

y"  Admission counseling- Personal Health Support Nuraes available to help you
prepare for a successful surgical admission and recovery. Call the number on your ID
card for support.

Yy Inpatient care management If you are hospitalizedPa&rsonal Health Support
nursewill work with your Physician to make sure you are getting the care you need and
that your Physician's treatment plan is being carried out effectively.

Yy~ Readmission Management This program serves as a bridge between the Hospital
and your home if you are at high risk of being readmitted. After leaving the Hospital, if
you have a certain chronic or complex condition, you may receive a phone call from a
Personal Health Support I$ato confirm that medications, needed equipment, or
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follow-up services are in place. The Personal Health Supporivilluals® share
important health care information, reiterate and reinforce discharge instructions, and
support a safe transitioorhe.

Yy Risk Management- Designed for participants with certain chronic or complex
conditions, this program addresses such health care needs as access to medical
specialists, medication information, and coordination of equipment and supplies.
Participants nyareceive a phone call from a Personal Health SupportdNdiseuss
and share important health care information related to the participant's specific chronic
or complex condition.

y~ Cancer Management You have the opportunity to engage with a nuase th
specializes in cancer, education and guidance throughout your care path.

Yy Kidney Management- You have the opportunity to engage with a nurse that
specializes in kidney disease, education and guidance with CDK stage 4/5 or ESRD
throughout your care path.

If you do not receive a call from a Personal Health Supportiutifeel you could benefit
from any of these programs, please call the number on your ID card.

Prior Authorization

UnitedHealthcare requires prior authorization for certain Coverdu $tealtes.
Network Primary Physicians and other Network providers are responsible for obfaining
prior authorization before they provide these services to you.

It is recommended that you confirm with the Claims Administrator that all Covered Health
Servies listed below have been prior authorized as required. Before receiving these services
from a Network provider, you may want to contact the Claims Administrator to verify that

the Hospital, Physician and other providers are Network providers and tineate¢hey

obtained the required prior authorizatietwork facilities and Network providers cannot

bill you for services they fail to prior authorize as required. You can contact the Claims
Administrator by calling the number on your ID card.

When yowchoose to receive certain Covered Health Services fradetvaork providers,

you are responsible for obtaining prior authorization before you receive these services. Note
that your obligation to obtain prior authorization is also applicable wheNetwork

provider intends to admit you to a Network facility or refers you to other Network

providers.

To obtain prior authorization, call the number on your ID cardThis call starts the

utilization review proce$3nce you have obtained the authorizatieasp review it

carefully so that you understand what services have been authorized and what providers are
authorized to deliver the services that are subject to the authorization.

The utilization review process is a set of formal techniques designeitbitctinecuse of,

or evaluate the clinical necessity, appropriateness, efficacy, or efficiency of, health care
services, procedures or settings. Such techniques may include ambulatory review, prospective
review, second opinion, certification, concurrer@we case management, discharge

planning, retrospective review or similar programs.
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Contacting UnitedHealthcareor Personal Health Support is easy.
Simply call the number on your ID card.

Network providers are responsible for obtaining prior authorization from the Claims
Administrator before they provide certain services to you.

When you choose to receive certain Covered Health Services fidetvwank providers,
you are responsible falotaining prior authorization from the Claims Administrator before
you receive these services. In many cases, yoNieNwork Benefits will be reduced if the
Claims Administratdras not provided prior authorization.

Services for which you are requicedlttain prior authorization are identified in Section 6,
Additional Coverage Detdiigh each Covered Health Service Benefit description. Please
note that prior authorization timelines apply. Refer to the applicable Benefit description to
determine he far in advance you must obtain prior authorization.

Special Note Regarding Medicare

If you are enrolled in Medicare on a primary basis (Medicare pays before the Plan pays
Benefits) the prior authorization requirements do not apply to you. Since hdatieare
primary payer, the Plan will pay as secondary payer as described in &aioina@pn of
Benefits (COBpu are not required to obtain authorization before receiving Covered Health
Services.
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SECTIONHLAN HIGLIGHTS

What this section includes:
Yy Payment Terms and Features.

Yy Schedule of Benefits.

Payment Terms and Features

The table belw provides an overview of Copays that apply when you receive certain
Covered Health Services, and outlines the Plan's Annual DeductibleafriéloOket
Maximum

Designated
Plan Features Network and NN
Amounts
Network Amounts
Copays
In addition to these Copays, you may b
responsible for meeting the Annual
Deductible for the Covered Health
Services described in the chart on the
following pages.
Yy Acupuncture Specialist $50 Not Applicable
Yy Emergency Health Services. $250 $250
Yy Physician'®©ffice ServicesPrimary $0 Not Applicable
Physician.
Designated
Network/Premium Not Applicable
Yy Physician's Office Servie&pecialist. Specialist
$50 Not Applicable
Network
$100 Not Applicable
Yy Rehabilitation Services. %50 Not Applicable
Yy SpinaManipulation $25 Not Applicable
Yy Urgent Care Center Services. 25 Not Applicable
y Virtual Visits. $0 Not Applicable
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Designated
Plan Features Network and NS
Amounts
Network Amounts
Copays do not apply toward the Annua
Deductible.
Copays apply toward the @ftPocket
Maximum.

Annual Deductible

y Individual. $2,000 $4,000

Yy Family (not to exceed the applicablg
Individual amount for all Covered
Persons in a family).

Coupons:The Plan Sponsor may not $4,000 $8,000
permit certain coupons or offers from
pharmaceutical manufacturers or an
affiliate to apply tgour Annual
Deductible.

Annual Out-of-Pocket Maximum

Yy Individual (single coverage). $5,500 $8,000

Yy Family (not to exceed the applicablg
Individual amount for all Covered
Persons in a family).

Coupons:The Plan Sponsor may not
permitcertain coupons or offers from $11,000 $16,000
pharmaceutical manufacturers or an
affiliate to apply to your Annual Gaft
Pocket Maximum.

The Annual Deductible applies toward
Out-of-Pocket Maximum for all Covere(
Health Services.
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Designated
Plan Features Network and Non-Network
Amounts
Network Amounts
Lifetime Maximum Benefit
There is no dollar limit to the amount th
Unlimited

Plan will pay for essential Benefits duri
the entire period you are enrolled in thi
Plan.

Generally the following are considered
be essential benefits underRladient
Protection aftbrdable Care Act:

Ambulatory patient services; emergeng
services, hospitalization; maternity and
newborn caréylental Healttand
Substanc®elated and Addictive
Disorders=rvices (including behavioral
health treatment); prescription drug
products; resbilitative and habilitative
services and devices; laboratory servic
preventive and wellness services and
chronic disease management; and ped
services (including oral and vision care
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Schedule of Benefits

This table provides an overview of the Plan's coverage levels. For detailed descriptions of
your Benefits, refer to Sectio\@ditional Coverage Details

Benefit
(The Amount Payable by the Plan base
on Eligible Expenses,
Covered Health Service's J P )
Designated
Network and Non-Network
Network
Allergy Care
Yy Allergy Injections and Serum 60% after you meg
100% the Annual

Deductible

Acupuncture Services

See Section Additional Coverage Détails 60% after you mee

100% after you pay

limits. the Annual
Copaymenof $50 Deductible
per visit Specialist

Ambulance Services Ground and/or Airl Ground and/or Ai

Ambulance Ambulance

Yy Emergency Ambulance. 80% after you mee

80% after you mee

the Annual the AnnllJ(aI
Deductible Networ
Deductible
Yy~ Non-Emergency Ambulance. 80% after you mee| 60% after you mee
Ground or air ambulance, as the Claim gsdﬁgggﬁel ggdﬁggglzl
Administrator determines appropriate.
Cellular and Gene Therapy Depending upon Non-Network
Services must beceived at a Designate  Where the Covered  Benefits are not
Provider. Health Service is available.

provided, Benefits
will be the same as
those stated under
each Covered Heall
Service category ir
this section.
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Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Covered Health Service's

Designated
Network and
Network

Non-Network

Clinical Trials

Benefits are available when the Covere
Health Services are provided by either
Network or noANetwork providers.

Depending upon
where the Covereo
Health Service is
provided, Benefits
will be the same ag
those stated under
each Covered Heall
Service cag@ry in
this section.

Depending upon
where the Covere
Health Service is
provided, Benefitg
will be the same a
those stated unde
each Covered
Health Service
category in this
section.

Cochlear Implant Aural Therapy

100% after you pay
$50 deductible

60% after you meg
the Annual
Deductible

Congenital Heart Disease (CHD)
Surgeries

Depending upon where the Covered
Health Service is provided, Benefits for
diagnostic services, cardiac catheteriza
and nonrsurgical management of CHD
will be thesame as those stated under ¢
Covered Health Service category in thi
section.

80% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

Dental Services Accident Only

See Section Bdditional Coveilaggilsfor
limits.

80% after you mee
the Annual
Deductible

80% after you mes

the Annual
Network

Deductible

Dental Anesthesia

See Section Bdditional Coverage Débails

limits.

80% after you mee
the Annual
Deductible

60% after yomeet
the Annual
Deductible
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Covered Health Service's

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Designated
Network and
Network

Non-Network

Diabetes Services

Diabetes SeManagement and Training
Diabetic Eye Examinations/Foot Care

Diabetes SeManagement ltems

y  Diabetes equipment.

Yy  Diabetes supplies.

Depending upon
where the Covered
Health Service is
provided, Benefits
for diabetes self
management and
training/diabetic eye
examinations/foot
care will be paid the
same as those state
under each Covere
Health Service
category in this
section.

Benefits for diabete
equipment will be th
same as those state
underDurable Mediq
Equipmenmt this
section.

For diabetes supplie
the Benefit is 80%
after you meet the
Annual Deductible.

Depending upon
where the Covere
Health Service is
provided, Benefits
for diabetes self
management anc
training/diabetic
eye
examinatins/foot
care will be paid th

same as those
stated under eact
Covered Health
Service category i
this section.

Benefits for
diabetes equipme
will be the same a
those stated unde

Durable Medica
Equipmem this
section.

For diabetes
supplies the Benef
is 60% after you
meet the Annual
Deductible.

Durable Medical Equipment (DME)

SedDurable Medical Equipm&wsction 6,
Additional Coverage Dé&bailsnits.

80% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible
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Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Covered Health Service's

Designated
Network and
Network

Non-Network

Emergency Health Services
Outpatient

If you are admitted as an inpatient to a
Hospital directly from the Emergency
room, you will not have to pay this Cop|
The Benefits for an Inpatient Stay in a
Hospital will apply instead.

80% after you pay 4
Copayment of 360
per visit

80% after you pay
Copayment of 260
per visit

Enteral Nutrition

80% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

Gender Dysphoria

Depending upon
where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under
each Covered Heall
Service category ir
the Schedule of Ben

Depending upon
where the Covere
Health Service is
provided, Benefits
will be thesame as
those stated unde
each Covered
Health Service
category in the
Schedule of Beng

Home Health Care

See Section Bdditional Coverage Débails
limits.

80% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

Hospice Care

80% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

Hospital - Inpatient Stay

80% after you mee
the Annual
Deductible

60% after you meg
the Annual
Deductible
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X-Ray and Other Diagnostic Tesiin(
Outpatien®d Office Visit.

Lab Testing Outpatient

X-Ray and Other Diagnostic Tesiin(
Outpatient

y  Mammogram

Benefit
(The Amount Payable by the Plan base
. on Eligible Expenses)
Covered Health Servicés
Designated
Network and Non-Network
Network
Lab, X-Ray and Diagnostics-
Outpatient
he Annual
100% after you pay t .
Copayment of $50 Deductible

per visitd Specialist

100%-PCP 60% after you mee
he Annual
100% after you pay t '
Copayment of $50 Deductible

per visitd Specialist

80% after you mee
the Annual
Deductible

80% after yomeet
the Annual
Deductible

100%

Lab, X-Ray and Major Diagnosticsd
CT, PET, MRI, MRA and Nuclear
Medicine - Outpatient

80% after you mee
the Annual
Deductible

60% after you meg
the Annual
Deductible
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Covered Health Service's

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Designated
Network and
Network

Non-Network

Mental Health Services

Yy Inpatient.

y" Outpatient.

80% after you mee
the Annual
Deductible

100% after you pay
Copayment of $25
per visit
80% for Partial
Hospitalization/Inte
nsive Outpatient
Treatment after you
meet theAnnual
Deductible

60% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

60% for Partial
Hospitalization/Int
ensive Outpatient
Treatment after yo
meet theAnnual
Deductible

Neurobiological Disorders- Autism
Spectrum Disorder Services

y Inpatient.

y' Outpatient.

80% after you mee
the Annual
Deductible

100% after you pay
Copayment of $25
per visit
80% for Partial
Hospitalization/Inte
nsive Outpatient
Treatment after you
meet theAnnual
Deductible

Not Covered

Nutritional Counseling

80% after you mee
the Annual

Deductible

60% after you mee
the Annual
Deductible
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Benefit

(The Amount Payable by the Plan base

on Eligible Expenses,
Covered Health Servicés 9 P )

Designated
Network and Non-Network
Network

Ostomy Supplies

80% after you mee| 60% after you meq
the Annual the Annual
Deductible Deductible

Pharmaceutical Products Outpatient

80% after you mee| 60% after you meq
Office Visit the Annual the Annual
y Deductible Deductible

Physician Fees for Surgical and

Medical Services 80% after you mee| 60% after you meq
the Annual the Annual
Deductible Deductible

Covered Health Services provided by &
non-Network consulting Physician,
assistant surgeon or a surgical assistat
Network facility will be paid as Network
Benefits. In order to obtain the highest
level of Benefits, you should confirm th
Network status of these providers prior
obtaining Covered Health Services.
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Yy Specialist Physician.

Yy Primary Physician.

Yy~ Specialist Physician.

y' Primary Physician.

Yy~ Specialist Physician.

2nd/3rd Opinions

100% after you pay
Copayment of 30
per visit
Designated Not
Rated Network

1006

100% after you pay
Copayment 0$100
per visit

Network
100%

100% after you pay
Copayment of 50
per visit
In Network
Convenience Care
Clinics 100% after
$25 Copayment.

Airrosti office visit
PCP/SPC copays a
covered at $25.

DesignatedRated

Benefit
(The Amount Payable by the Plan base
. on Eligible Expenses)
Covered Health Servicés
Designated
Network and Non-Network
Network
Physician's Office Services Sickness DesignatedRated
and Injury Network
y  PrimaryPhysician. 100% 60% after you meq

the Annual

60% after you mee
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Yy Specialist Physician.

y Primary Physician.

Yy Specialist Physician.

Benefit
(The Amount Payable by the Plan base
. on Eligible Expenses)
Covered Health Servicés
Designated
Network and Non-Network
Network
Yy PrimanPhysician. Network the Annual
100% Deductible

100% after you pay
Copayment of 3D

per visit

Network
100%

100% after you pay

Copayment of $10(
per visit

Airrosti office visit
PCP/SPC copays a

covered at $25.

Pregnancyd Maternity Services

A Deductible will not apply for a newbo
child whose length of stay in the Hospif
is the same as the mother's length of s

Benefitawill be the
same as those state
under each Covere
Health Service
category in this
section.

Benefits will be the
same as those
stated under eact
Covered Health
Service category i
this section.
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Benefit
(The Amount Payable by the Plan base
. on Eligible Expenses)
Covered Health Servicés
Designated
Network and Non-Network
Network
Preventive Care Services
Yy Physician Office Services. 100% 60% after you meg
the Annual
Deductible
y- Lab, Xray or Other Preventive Test 100% 60% after you me¢
the Annual
Deductible
Yy Breast Pumps. 100% 60% after you meq
the Annual
Deductible
Prosthetic Devices 80% after you mee] 60% after you mee
See Section Bdditional Covelagrilsfor the Annual the Annual
limits. Deductible Deductible

Reconstructive Procedures

Depending upon
where the Covered
Health Service is
provided, Benefits
will be the same as
those stated under
each Coveredealth
Service category ir
this section.

Depending upon
where the Covere
Health Service is
provided, Benefits
will be the same a
those stated unde
each Covered
Health Service
category in this
section.

Rehabilitation Services Outpatient
Therapy andManipulative Treatment

Yy Spinal Manipulation

See Section Additional Coverage Dé&bails
visit limits.

100% after you pay
Copayment of 30
per visit

100% after you pay
Copayment of 25
per visit

60% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible
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Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Covered Health Service's

Designated
Network and
Network

Non-Network

Scopic Procedures Outpatient
Diagnostic and Therapeutic

y' Colonoscopy

80% after you mee
the Annual
Deductible

100%

60% after you meg
the Annual
Deductible

Not Applicable

Skilled Nursing Facility/Inpatient
Rehabilitation Facility Services

See Section Additional Coverage Dé&bails
limits.

80% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

Spine and Joint Surgeries

Depending upon where the Covered
Health Service is provided, Benefits for
diagnostic services, implant fees, DME
and supplies and nsargical manageme
of spine and joint services will be the s
as those stated under each Covered H
Service category in this Schedule of
Benefits.

80% after you meel
the Annual
Deductible

60% after you mee
the Annual
Deductible

SubstanceRelated and Addictive
Disorders Services

y Inpatient.

y' Outpatient.

80% after you mee
the Annual
Deductible

1000

80% for Partial
Hospitalization/Inte
nsive Outpatient
Treatment after you
meet theAnnual
Deductible

60% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

60% for Partial
Hospitalization/Int
ensive Outpatient
Treatment after yo
meet theAnnual
Deductible
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Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Covered Health Service's

Designated
Network and
Network

Non-Network

Surgery- Outpatient

80% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

Therapeutic Treatments- Outpatient

80% after you mee
the Annual
Deductible

60% after you mee
the Annual
Deductible

For dialysis
services, Non
Network Benefits
are not available,

Transplantation Services

For Network Benefits, transplantation
services must be received Resignated
Provider The Claims Administrator doe
not require that cornea transplants be
performed at ®esignated Providar
order for you to receive Network Benef

Depending upon
where the Covered
Health Service is
provided, Benefits
will be the same as
those statednder
each Covered Heall
Service category ir
this section.

Non-Network
Benefits are not
available

Urgent Care Center Services

100% after you pay
Copayment of#6
per visit

60% after you meg
the Annual
Deductible

Urinary Catheters

80% afteyou meet
the Annual
Deductible

60% after you meg
the Annual
Deductible
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Benefit
(The Amount Payable by the Plan base
. on Eligible Expenses)
Covered Health Servicée's
Designated
Network and Non-Network

Network
Virtual Visits
Network Benefits are available only wh
services are delivered through a Non-Network
Designated Virtual Network Provider. 1006 Benefits are not
can find a Designated Virtual Network available.
Provider by ging towww.myuhc.comor
by calling the telephone number on yot
ID card.
Vision Care

80% after you mee] 60% after you mee
the Annual the Annual
Lenses Post Cataract Surger

y gery Deductible Deductible
See Section Bdditional Coverage Débails
limits.
Wigs
See Section 6, Additional Coverage Detail; 80% after you mee| 60% after you meg
limits. the Annual the Annual

Deductible Deductible

1Please obtain prior authorization from the Claims Administrator before receiving Covered Health
Services, as described in Sectiddditional Coverage Details.
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SECTION-GADDITIOAL COVERAGE DETAILS

What this section includes:
Yy Covered Health Services for which the Plan pays Benefits.

Yy Covered Health Services that require you to obtain prior authorization beforejyou
receive them, arahy reduction in Benefits that may apply if you do not call to pbtain
prior authorization.

This section supplements the second table in Sed?ian Highlights

While the table provides you with Benefit limitations along with Copagoiastirance
andAnnual Deductible information for each Covered Health Service, this section includes
descriptions of the Benefits. These descriptions include any additional limitations that may
apply as well as Covered Health Services for which you must abtantporization

from the Claims Administrator as requifida Covered Health Services in this section
appear in the same order as they do in the table for easy reference. Services that are not
covered are described in SectidEx8lusions and Limitatio

Allergy
The Plan pays for Allergy injections and serums.

Acupuncture Services

The Plan pays for acupuncture services for pain therapy provided that the service is
performed in an office setting by a provider who is one of the followingreittiemg
within the scope of his/her license (if state license is available) or who is certified by a
national accrediting body:

y" Doctor of Medicine.

y" Doctor of Osteopathy.

y" Chiropractor.

y' Acupuncturist.

Covered Health Services include treatment of nawsessal of:

y Chemotherapy.
Yy Pregnancy.
Yy Postoperative procedures.

Any combination of Network Benefits and Ndatwork Benefits is limited 1@
treatments per calendar year.

Did you knowée
You generally pay less-otipocket when you use a Network provide
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Ambulance Services

The Plan covers Emergency ambulance services and transportation provided by a licensed
ambulance service to the nearest Hospital that offers Emergency Health Services. See
Section 14Glossafgr the definition of Emergency.

Ambularce service by air is covered in an Emergency if ground transportation is impossible,
or would put your life or health in serious jeopardy. If special circumstances exist,
UnitedHealthcare may pay Benefits for Emergency air transportation to a Hosgpital that

not the closest facility to provide Emergency Health Services.

The Plan also covers nBmergency transportation provided by a licensed professional
ambulance (either ground or air ambulance, as UnitedHealthcare determines appropriate)
between facilgs when the transport is:

Yy From a norNetwork Hospital to a Network Hospital.

To a Hospital that provides a higher level of 6a6&tt was not available at the original
Hospital.

y
Yy To a more costffective acute care facility.
y

From an acute facility tesabacute setting.

Prior Authorization Requirement

In most cases, the Claims Administrator will initiate and direéEtmengency
ambulance transportatidfar Non-Network Benefitsf you are requesting non
Emergencyirambulance servicésicluding ay affiliated notfEmergency ground
ambulance transport in conjunction with-Bomergency air ambulance transpple¢pgse
remember that you must obtain prior authorization as soon as possible prior to tfansport.

If you fail to obtain prior authorizationraguired, Benefits will be reduced to 50% of
Eligible Expenses.

Cellular and Gene Therapy
Cellular Therapy and Gene Therapy received on an inpatient or outpatient basis at a
Hospital or on an outpatient basis at an Alternate Facility or in a Phy#ficen's o

Benefits for CAR therapy for malignancies are provided as described tardgaiantation
Services

Clinical Trials

Benefits are available for routine patient care costs incurred during participation in a
qualifying Clinical Trial for the treatrnef:

y' Cancer or other ldfthreatening disease or condition. For purposes of this benefit, a life
threatening disease or condition is one from which the likelihood of death is probable
unless the course of the disease or condition is interrupted.
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y  Cardiovacular disease (cardiac/stroke) which is not life threatening, for which, as
UnitedHealthcare determines, a Clinical Trial meets the qualifying Clinical Trial criteria
stated below.

Yy Surgical musculoskeletal disorders of the spine, hip and knees, wbidtieare
threatening, for which, as UnitedHealthcare determines, a Clinical Trial meets the
gualifying Clinical Trial criteria stated below.

Yy Other diseases or disorders which are not life threatening for which, as UnitedHealthcare
determines, a Clinicalidlrmeets the qualifying Clinical Trial criteria stated below.

Benefits include the reasonable and necessary items and services used to prevent, diagnose
and treat complications arising from participation in a qualifying Clinical Trial.

Benefits are availa only when the Covered Person is clinically eligible for participation in
the qualifying Clinical Trial as defined by the researcher.

Routine patient care costs for qualifying Clinical Trials include:

Yy Covered Health Services for which Benefits araltygoovided absent a Clinical Trial.

Yy Covered Health Services required solely for the provision of the Experimental or
Investigational Service(s) or item, the clinically appropriate monitoring of the effects of
the service or item, or the prevention ofglications.

Yy Covered Health Services needed for reasonable and necessary care arising from the
provision of an Experimental or Investigational Service(s) or item.

Routine costs for Clinical Trials do not include:

y' The Experimental or Investigational Sefsjaw item. The only exceptions to this are:

- Certain Category B devices.

- Certain promising interventions for patients with terminal illnesses.

- Other items and services that meet specified criteria in accordance with
UnitedHealtha&'s medical and drpglicies.

Yy Items and services provided solely to satisfy data collection and analysis needs and that
are not used in the direct clinical management of the patient.

y A service that is clearly inconsistent with widely accepted and established standards of
cae for a particular diagnosis.

y  Items and services provided by the research sponsors free of charge for any person
enrolled in the trial.

With respect to cancer or other-tlieeatening diseases or conditions, a qualifying Clinical
Trial is a Phase |, Phdkd’hase lIll, or Phase IV Clinical Trial that is conducted in relation
to the prevention, detection or treatment of cancer or othéwétdening disease or
condition and which meets any of the following criteria in the bulleted list below.

With respet to cardiovascular disease, musculoskeletal disorders of the spine, hip and knees
and other diseases or disorders which are Abtrégening, a qualifying Clinical Trial is a
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Phase I, Phase Il, or Phase Il Clinical Trial that is conducted im tel#tie detection or
treatment of such ndife-threatening disease or disorder and which meets any of the
following criteria in the bulleted list below.

Yy Federally funded trials. The study or investigation is approved or funded (which may
include fundinghrough inrkind contributions) by one or more of the following:

- National Institutes of Health (NIH). (Includes National Cancer Institute (NCI)).

- Centers for Disease Control and Prevention (CDC).

- Agency for Healthcare Research and Quality (AHRQ).

- Centerg fidedicare and Medicaid Services (CMS).

- A cooperative group or center of any of the entities described above or the
Department of Defense (DOD) or the Veterans Administration (VA).

- A qualified norgovernmental research entity identified in the guidesoed by
theNational Institutes of Healttenter support grants.

- TheDepartment of Veterans Atfieibepartment of DeterthkeDepartment of Energy
as long as the study or investigation has been reviewed and approved through a
system of peerview that is determined by tBecretary of Health and Human Services
to meet both of the following criteria:

Comparable to the system of peer review of studies and investigations used by
theNational Institutes of Health

Ensures unbiased review of tighbst scientific standards by qualified

individuals who have no interest in the outcome of the review.

Yy The study or investigation is conducted under an investigational new drug application
reviewed by the.S. Food and Drug Administration

Yy The study oinvestigation is a drug trial that is exempt from having such an
investigational new drug application.

y' The Clinical Trial must have a written protocol that describes a scientifically sound study
and have been approved by all relevant institutional reaels GRBs) before
participants are enrolled in the trial. UnitedHealthcare may, at any time, request
documentation about the trial.

Yy The subject or purpose of the trial must be the evaluation of an item or service that
meets the definition of a Coveredatlte Service and is not otherwise excluded under
the Plan.

Prior Authorization Requirement
For Non-Network Benefits,ou must obtain prior authorization as soon as the posgibility
of participation in a Clinical Trial arises. If you fail to obtaingpitioorization as
required, Benefits will be reduced to 50% of Eligible Expenses.

Congenital Heart Disease (CHD) Surgeries

The Plan pays Benefits for CHD surgeries which are ordered by a Physician. CHD surgical
procedures include surgeries to treat conslisioch as coarctation of the aorta, aortic
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stenosis, tetralogy of fallot, transposition of the great vessels and hypoplastic left or right
heart syndrome.

UnitedHealthcare has specific guidelines regarding Benefits for CHD services. Contact
UnitedHealtha® at the number on your ID card for information about these guidelines.

The Plan pays Benefits for CHD services ordered by a Physician and received at a facility
participating in the CHD Resource Services program. Benefits include the facility charge and
the charge for supplies and equipment. Benefits for Physician services are described under
Physician Fees for Surgical and Medical Services

Surgery may be performed as open or closed surgical procedures or may be performed
through interventional cardiatlteterization.

Benefits are available for the following CHD services:

Outpatient diagnostic testing.
Evaluation.
Surgical interventions.

Interventional cardiac catheterizations (insertion of a tubular device in the heart).

<SS S S

Fetal echocardiograms (exanonatneasurement and diagnosis of the heart using
ultrasound technology).

Yy Approved fetal interventions.

CHD services other than those listed above are excluded from coverage, unless determined
by the Claims Administrator to be proven procedures for theddwbagnoses. Contact

CHD Resource Services €@8B89367246 before receiving care for information about

CHD services. More information is also available at
www.myoptumhealthcomplexmedical.com

If you receive CHD services from a facility that is Batsggnated Providehe Plan pays
Benefits as described under:

Yy Physician's Office SeBidasess and Injury.

Physician Fees for Surgical and Medical Services.
Scopic Proced@atpatient Diagnostic and Therapeutic.
Therapeutic Treatm@ntpatre.

Hospital Inpatient Stay.

SIS XS

SurgerOutpatient.
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To receive Benefits under the CHD program, you must contact CHD Resource 1ervices
at 18889367246 prior to obtaining Covered Health Services. The Plan will only pay
Benefits under the CHD program KD provides the proper notification to the
Designated Providperforming the services (even if yoursédr to a provider in that
Network).

Note. The services described untievel and LodgiregCovered Health Services only in
connection with CHD seices received at a Congenital Heart Disease Resource Services
program.

Prior Authorization Requirement

For nonNetwork Benefits, if you fail to obtain prior authorizai®eoon as the
possibility of a CHD surgery arises. If you do not obtain prior authorézataxuired,
Benefits will be reduced to 50% of Eligible Expenses.

Dental ServicesAccident Only
Dental services are covered by the Plan when alfolfdiaeng are true:

Yy Treatment is necessary because of accidental damage.

Yy Dental services are received from a Doctor of Dental Surgery or a Doctor of Medical
Dentistry.

Yy The dental damage is severe enough that initial contact with a Physician or dentist occu
within 72 hours of the accident. (You may request an extension of this time period
provided that you do so within 60 days of the Injury and if extenuating circumstances
exist due to the severity of the Injury.)

Please note that dental damage that cas@rsesult of normal activities of daily living or
extraordinary use of the teeth is not considered having occurred as an accident. Benefits are
not available for repairs to teeth that are damaged as a result of such activities.

The Plan also covers dartare (oral examinationray/s, extractions and nsurgical
elimination of oral infection) required for the direct treatment of a medical condition limited
to:

y" Dental services related to medical transplant procedures.

y Initiation of immunosuppressivegdication used to reduce inflammation and suppress
the immune system).

y~ Direct treatment of acute traumatic Injury, cancer or cleft palate.

Dental services to repair the damage caused by accidental Injury must conform to the
following timeframes: Treatmenrd started within three months of the accident, or if not a
Covered Person at the time of the accident, within the first three months of coverage under
the Plan, unless extenuating circumstances exist (such as prolonged hospitalization or the
presence dfxation wires from fracture care), Treatment must be completed within 12
months of the accident, or if not a Covered Person at the time of the accident, within the
first 12 months of coverage under the Plan.
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The Plan pays for treatment of accidentalhijuited to the following:

Emergency examination.

Necessary diagnostieaays.

Endodontic (root canal) treatment.

Temporary splinting of teeth.

Prefabricated post and core.

Simple minimal restorative procedures (fillings).
Extractions.

Posttraumatic crons if such are the only clinically acceptable treatment.

SIS S

Replacement of lost teeth due to the Injury by implant, dentures or bridges.

Dental ServicedDental Anesthesia

The Plan pays for Dental services for a child under the age of 9, for someateaviit a
disability, or for someone that has a medical condition that requires hospitalization or
general anesthesia.

Diabetes Services

Diabetes SeliManagement and Training/Diabetic Eye Examinations/Foot Care

Outpatient selmanagement training for theatient of diabetes, education and medical
nutrition therapy servic&ervices must be ordered by a Physician and provided by
appropriately licensed or registered health care professionals.

Benefits also include medical eye examinations (dilatedxathiadons) and preventive
foot care for diabetes.

Diabetic SelfManagement ltems

Insulin pumpsnd supplies for the management and treatment of diabetes, bagedrupon
medical needs inckd

Insulinpumps thaaire subject to all the conditions ofazage stated under Durable
Medical Equipmer{fDME).

Blood glucose monitors, including continuous glucose monitors.

Insulin syringes with needles.

Blood glucose and urine test strips.

Ketone test strips and tablets.

SIS XS

Lancets and lancet devices.

Benefits fodiabetes equipment that meet the definition of Driabdical Equipment are
subject to the limit stated undarrable Medical Equipimémt section.
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Prior Authorization Requirement

For NonNetwork Benefits you must obtain prior authorization frorGkiens
Administrator before obtaining any Durable Medical Equipment for the managengent and
treatment of diabetes that exceeds $1,000 in cost (either retail purchase cost or cumulative
retail rental cost of a single item). If you fail to obtain prior enatiiam as required,
Benefits will be reduced to 50% of Eligible Expenses.

Durable Medical Equipment (DME)
The Plan pays for Durable Medical Equipment (DME) that is:

<SS S

y

Ordered or provided by a Physician for outpatient use primarily in a home setting.
Usedfor medical purposes.

Not consumable or disposable except as needed for the effective use of covered Durable
Medical Equipment.

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

Durable enough to withstand repeated use.

Benefits under thiection include Durable Medical Equipment provided to you by a
Physician. If more than one piece of DME can meet your functional needs, Benefits are
available only for the equipment that meets the minimum specifications for your needs.
Benefits are providdor a single unit of DME (example: one insulin pump) and for repairs
of that unit.

Examples of DME include but are not limited to:

y" Oxygen and the rental of equipment to administer oxygen (including tubing, connectors

< SSSK XS

and masks).

Equipment to assist mabyjl such as a standard wheelchair.

A standard Hospit&ype beds.

Negative pressure wound therapy pumps (wound vacuums).
Burn garments.

Insulin pumps and all related necessary supplies as described under Diabetes Services in
this section.

External cochlealevices and systems. Surgery to place a cochlear implant is also
covered by the Plan. Cochlear implantation can either be an inpatient or outpatient
procedure. Benefits for cochlear implantation are provided under the applicable
medical/surgical Benebiategories in this SPD. See Hospitgdatient Stay,
Rehabilitation Service®utpatient Therapy and Surge@utpatient in this section.

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

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

Benefits also includiedicatedpeeclyeneratingevices and trachesophageal voice
devices required for treatment of severe speech impediment or lack of speech directly
attributed to Sickness or Injury. Benefits foptitehase ahesedevices are available only
after completing a required threenth rental period.

Benefits under this section do not include any device, appliance, pump, machine, stimulator,
or monitor that is fully implanted into the body.

Note: DME is different from prosthetic deviceseeProsthetic Dewctss section.

Benefits fodedicatedpeeclyeneratingevices and trachesophageal voice devices are
limited to the purchase of one device during the entire period of time a Covered Person i
enrolled under the Plan. Benefits for repair/replacement are limited to once every three
years.

Benefits are provided for the repair/replacement of a type of Durable Medical Equipment
once every three calendar years.

At UnitedHealthcare's discretiomplagements are covered for damage beyond repair with
normal wear and tear, when repair costs exceed new purchase price, or when a change in the
Covered Person's medical condition occurs sooner than the three year timeframe. Repairs,
including the replacenteof essential accessories, such as hoses, tubes, mouth pieces, etc.,

for necessary DME are only covered when required to make the item/device serviceable and
the estimated repair expense does not exceed the cost of purchasing or renting another
item/devce. Requests for repairs may be made at any time and are not subject to the three
year timeline for replacement.

Cranial banding will be covered for infants up to 18 months.

Prior Authorization Requirement

For Non-Network Benefits you must obtain paothorizatiorirom the Claims
Administratobefore obtaining any Durable Medical Equipment that exceeds $1,J00 in
cost (either retail purchase cost or cumulative retail rental cost of a single item). }f you falil
to obtain prior authorization from the ClaiAdministrator, as required, Benefits wilfjbe
reduced to 50% of Eligible Expenses.

Emergency Health Servic&3utpatient
The Plan's Emergency services Benefit pays for outpatient treatment at a Hospital or
Alternate Facility when required to stabilzatiant or initiate treatment.

Benefits under this section include the facility charge, supplies and all professional services
required to stabilize your condition and/or initiate treatment. This includes placement in an
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observation bed for the purposevainitoring your condition (rather than being admitted
to a Hospital for an Inpatient Stay).

Network Benefits will be paid for an Emergency admission teNehwork Hospital as

long as the Claims Administratonotified withid8 hoursof the admissioar on the same

day of admission if reasonably possible after you are admitted-deswark Hospital.

The Claims Administrator may elect to transfer you to a Network Hospital as soon as it is
medically appropriate to do so. If you continue your saayoirNetwork Hospital after

the date your Physician determines that it is medically appropriate to transfer you to a
Network Hospital, Network Benefits will not be provided.-Network Benefits may be
available if the continued stay is determined t€beeased Health Service. Eligible

Expenses will be determined as described Ehgibie ExpenseSection 31ow the Plan
Works

Benefits under this section are available for services to treat a condition that does not meet
the definition of an Emergen

Note: If you are confined in a ndietwork Hospital after you receive outpatient

Emergency Health Services, you must notify the Claims Administratdmwithin

business dawr on the same day of admission if reasonably possible. The Claims
Administrabr may elect to transfer you to a Network Hospital as soon as it is medically
appropriate to do so. If you choose to stay in thé\letwork Hospital after the date
the Claims Administrator decides a transfer is medically appropriate, Network B¢nefits
will not be provided. Nohletwork Benefits may be available if the continued stay [s
determined to be a Covered Health Service.

Enteral Nutrition

Benefits are provided for enteral formulas and low protein modified food products,
administered either orally grtnbe feeding as the primary source of nutrition, for certain
conditions which require specialized nutrients or formulas. Examples of conditions include:

Yy Metabolic diseases such as phenylketonuria (PKU) and maple syrup urine disease.
Yy Severe food allergie
Yy Impaired absorption of nutrients caused by disorders affecting the gastrointestinal tract.

Benefits for prescription or ovitie-counter formula are available when a Physician issues a
prescription or written order stating the formula or product i€dgdiecessary for the
therapeutic treatment of a condition requiring specialized nutrients and specifying the
guantity and the duration of the prescription or order. The formula or product must be
administered under the direction of a Physician oeredislietitian.

For the purpose of this Benefit, "enteral formulas" include:
Yy Amino aciebased elemental formulas.

Yy Extensively hydrolyzed protein formulas.
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Yy Modified nutrient content formulas.

For the purpose of this Benefit, "severe food allergies" nezgresvhich if left untreated
will result in:

Yy Malnourishment.

Yy~ Chronic physical disability.

Yy Intellectual disability; or

Yy Loss of life.

Gender Dysphoria

Benefits for the treatment of Gender Dysphoria limited to the following services:

y
y

< <

Psychotherapy for Gender Dysphoria and associatearloim psychiatric diagnoses
are provided as described urMental Healtlservices in your SPD.

Crosssex hormone therapy:

- Crosssex hormone therapy administered by a medical provider (for ekamgle

an office visit) is provided as described under Pharmaceutical Brodostient

in your SPD.
Puberty suppressing medication injected or implanted by a medical provider in a clinical
setting.

Laboratory testing to monitor the safety of contiswnosssex hormone therapy.
Surgery for the treatment for Gender Dysphoria, including the surgeries listed below:
Male to Female:

- Clitoroplasty (creation of clitoris)

- Labiaplasty (creation of labia)

- Orchiectomy (removal of testicles)

- Penectomy (removal pénis)

- Urethroplasty (reconstruction of female urethra)
- Vaginoplasty (creation of vagina)

Female to Male:

- Bilateral mastectomy or breast reduction

- Hysterectomy (removal of uterus)

- Metoidioplasty (creation of penis, using clitoris)

- Penile prosthesis

- Phallplasty (creation of penis)

- Salpingapophorectomy (removal of fallopian tubes and ovaries)
- Scrotoplasty (creation of scrotum)

- Testicular prosthesis

- Urethroplasty (reconstruction of male urethra)

- Vaginectomy (removal of vagina)
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- Vulvectomy (removal of vulva)

Genital Surgery and Bilateral Mastectomy or Breast Reduction Surgery
Documentation Requirements:

The Covered Person must provide documentation of the following for breast surgery:

y A written psychological assessment from at least one qualified behaltlopabl@ler
experienced in treating Gender Dysphoria. The assessment must document that the
Covered Person meets all of the following criteria:

- Persistent, wellocumented Gender Dysphoria.

- Capacity to make a fully informed decision and to conseeitonent.

- Must be 18 years or older.

- If significant medical ddental Healtltoncerns are present, they must be
reasonably well controlled.

The Covered Person must provide documentation of the following for genital surgery:

Yy A written psychological assesdrfrem at least two qualified behavioral health
providers experienced in treating Gender Dysphoria, who have independently assessed
the Covered Person. The assessment must document that the Covered Person meets all
of the following criteria.

- Persistent, iledocumented Gender Dysphoria.

- Capacity to make a fully informed decision and to consent for treatment.

- Must 18 years or older.

- If significant medical ddental Healtltoncerns are present, they must be
reasonably well controlled.

- Complete at least ionths of successful continuoustiulle realife experience in
the desired gender.

- Complete 12 months of continuous cigess hormone therapy appropriate for the
desired gender (unless medically contraindicated).
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Prior Authorization Requirement for Sugical Treatment
For Non-Network Benefits,gu must obtain prior authorization as soon as the poss
of surgery arises.

In addition, for NorANetwork Benefits, you must contact the Claims Administrator
hours before admission fam Inpatient Stay

It is important that you notify the Claims Administrator as soon as the possibility
of surgery arises. Your notification allows the opportunity for the Claims
available to ya and are designed to achieve the best outcomes for you.

If you fail to obtain prior authorization as required, Benefits will be reduced to 50
Eligible Expenses.

Prior Authorization Requirement for NonSurgical Treatment
Depending upon where the CadkHealth Service is provided, any applicable prio

Service category in this section.

Administrator to provide you with additional information and services that may bg¢

ibility

P4

174

Do of

authorization requirements will be the same as those stated under each Covere§l Health

Home Health Care

Covered Health Services are services that a Home Health Agedesy ffrgou need care

in your home due to the nature of your condition. Services must be:

Yy Ordered by a Physician.

Yy Provided by or supervised by a registered nurse in your home, or provided by
home health aide or licensed practical nurse andisegéxywa registered nurse.

Yy Not considered Custodial Care, as defined in SectGlod<ary

Yy Provided on a patime, Intermittent Care schedule when Skilled Care is require
to Section 14Glossafgr the definition of Skilled Care.

either a

d. Refer

The Claims Aministratomwill determine if Skilled Care is needed by reviewing both the
skilled nature of the service and the need for Phydilgated medical management. A
service will not be determined to be "skilled" simply because there is not an available

cargiver.

Any combination of Network Benefits and Nd&twork Benefits is limited @D visits per

calendar year. One visit equals four hours of Skilled Care services.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorim&to nutritional
foodsfrom the Claims Administrator five business days before receiving services
soon as is reasonably possible. If you fail to obtain prior authorization as require|

or as

Benefits will be reduced to 50% of Eligible Expenses.
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Hospice @re

Hospice care is an integrated program recommended by a Physician which provides comfort
and support services for the terminally ill. Hospice care can be provided on an inpatient or
outpatient basis and includes physical, psychological, social aspimspite care for the
terminally ill person, and shtetm grief counseling for immediate family members while

the Covered Person is receiving hospice care. Benefits are available only when hospice care
is received from a licensed hospice agency, edn include a Hospital.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator five business days before admission for an Inpatient Stay in a hospice
facility or as soon as is reasonably podsilalddition, for NoANetwork Benefits, you
mustcontact the Claims Administrator within 24 hours of admission for an Inpatignt
Stay in a hospice facilifyyou fail to obtain prior authorization as required, Benefit$ will
be reduced to 50% of Eligible Expenses.

Hospital Inpatient Stay
HospitalBenefits are available for:

Yy Non-Physician services and supplies received during an Inpatient Stay.
y" Room and board in a Sepnivate Room (a room with two or more beds).

Yy Physician services for radiologists, anesthesiologists, pathologists and Emergency room
Physicians.

The Plan will pay the difference in cost between gp8eaté Room and a private room
only if a private room is necessary according to generally accepted medical practice.

Benefits for an Inpatient Stay in a Hospital are available oniyhe/hgratient Stay is
necessary to prevent, diagnose or treat a Sickness or Injury. Benefits for other Hospital
based Physician services are described in this sectidPhysagan Fees for Surgical and
Medical Services

Benefits for Emergency admissiang admissions of less than 24 hours are described
underEmergency Health SandS&sgerOutpatierscopic Proced@etpatient Diagnostic
and TherapewtitdTherapeutic Treatm@ntpatientespectively.
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Prior Authorization Requirement

Please remember for Ndletwork Benefits, for:

Yy A scheduled admission, you must obtain prior authorization five business days before
admission.

Yy A nonscheduled admission (including Emergency admissions), you must prqvide
notification as soon as is reasonpbksible.

In addition, for NorNetwork Benefits, you must contact the Claims Administrator R4

hours before admission for scheduled admissions or as soon as is reasonably ppssible for
nonscheduled admissions (including Emergency admidbeutsjprizéion is not
obtained as required, or notification is not provided, Benefits will be reduced to 40% of
Eligible Expenses.

Lab, XRay and Diagnostie©utpatient

Services for Sickness and Injetgted diagnostic purposes, received on an outpatient basis
at a Hospital or Alternate Facility or in a Physician's office include:

Yy Lab and radiology/Xay.

y° Mammography.

Benefits under this section include:

Yy The facility charge and the charge for supplies and equipment.

Yy Physician services for radiologists, anedtigasts and pathologists. (Benefits for other
Physician services are described under Physician Fees for Surgical and Medical Services.)

Yy Presumptive Drug Tests and Definitive Drug Tests.

Any combination of Network Benefits and Network Benefits is lingtl to 18
Presumptive Drug Tests per calendar year.

Any combination of Network Benefits and Nd&itwork Benefits is limited to 18 Definitive
Drug Tests per calendar year.

Benefits for other Physician services are described in this secti®hysidefees for
Surgical and Medical Séix;esray and diagnostic services for preventive care are
described undétreventive Caeevicesthis section. CT scans, PET scans, MRI, MRA,
nuclear medicine and major diagnostic services are describkdlunderny and Major
Diagnostic€T, PET Scans, MRI, MRA and Nuclear M&litpagiein this section.

Prior Authorization Requirement

For Non-Network Benefits for Genetic Testing and sleep studies, you must obtain Jprior
authorization from the Claimsiministrator five business days before scheduled seryices
are received. If you fail to obtain prior authorization as required, Benefits will be r¢duced
to 5095% of Eligible Expenses.
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Lab, XRay and Major DiagnostidST, PET Scans, MRI, MRA and Nudkdicine
Outpatient

Services for CT scans, PET scans, MRI, MRA, nuclear medicine, and major diagnostic
services received on an outpatient basis at a Hospital or Alternate Facility

Benefits under this section include:

Yy The facility charge and the chdogesupplies and equipment.

Yy Physician services for radiologists, anesthesiologists and pathologists.
Benefits for other Physician services are described in this secti®hysideen Fees for
Surgical and Medical Services

Mental HealtBervices

Mental HealthServices include those received on an inpatient or outpatient basis in a
Hospital and an Alternate Facility or in a provider's office. All services must be provided by
or under the direction of a properly qualified behavioral health provider.

Benefis include the following levels of care:

Inpatient treatment.
Residential Treatment.
Partial Hospitalization/Day Treatment.

<SS S

Intensive Outpatient Treatment.

y' Outpatient treatment.

Inpatient treatment and Residential Treatment includes room and board-prex&emi
Room (a room with two or more beds).

Services include the following:

Diagnostic evaluations, assessment and treatment planning.
Treatment and/or procedures.

Medication management and other associated treatments.
Individual, family, and grotiperapy.

Providerbased case management services.

Crisis intervention.

TheMental HealthSubstanc®elated and Addictive DisordAdministrator provides
administrative services for all levels of care.

<SS

You are encouraged to contactNtental HealthSubstaceRelated and Addictive
DisordersAdministrator for referrals to providers and coordination of care.
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Prior Authorization Requirement

For Non-Network Benefits for:

Yy A scheduled admission for Mental Health Services (including an admission fr
services atResidential Treatment facility) you must obtain prior authorizationffrom
the Claims Administrator five business days before admission.

Yy A nonscheduled admission (including Emergency admissions) you must proyide
notification as soon as is reasonably pessib

In addition, for NorNetwork Benefits you must obtain prior authorization from thg
Claims Administrator before the following services are received. Services requiring prior
authorization: Partial Hospitalization/Day Treatment; Intensive Outpatient Tteatrpen

programs; outpatient electronvulsive treatment; psychological testangscranial
magnetic stimulatioaxtended outpatient treatment visits, with or without medicatipn
management.

If you fail to obtain prior authorization from or providdgification to the Claims
Administrator as required, Benefits will be reduced to 50% of Eligible Expenses.

Neurobiological Disordergutism Spectrum Disorder Services

The Plan pays Benefits for behavioral services for Autism Spectrum Disorder including
Intensive Behavioral Therapies such as Applied Behavior Analysis (ABA) that are the
following:

Yy Focused on the treatment of core deficits of Autism Spectrum Disorder.

Yy Provided by a Board Certified Applied Behavior Analyst (BCBA) or other qualified
providerunder the appropriate supervision.

Yy Focused on treating maladaptive/stereotypic behaviors that are posing danger to self,
others and property and impairment in daily functioning.

These Benefits describe only the behavioral component of treatment foSpetsom

Disorder. Medical treatment of Autism Spectrum Disorder is a Covered Health Service for
which Benefits are available under the applicable medical Covered Health Services categories
as described in this section.

Benefits include the following levet care:

Inpatient treatment.
Residential Treatment.
Partial Hospitalization/Day Treatment.

<SS S

Intensive Outpatient Treatment.

y' Outpatient Treatment.

Inpatient treatment and Residential Treatment includes room and board-pre&emi
Room (a room with tavor more beds).
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Services include the following:

Diagnostic evaluations, assessment and treatment planning.
Treatment and/or procedures.

Medication management and other associated treatments.
Individual, family, and group therapy.

Crisis intervention.

<SS

Providerbased case management services.
TheMental HealthSubstanc®elated and Addictive DisordAdministrator provides
administrative services for all levels of care.

You are encouraged to contactiental HealthSubstanc®elated and Addictive
DisordersAdministrator for referrals to providers and coordination of care.

Prior Authorization Requirement

For Non-Network Benefits for:

Yy A scheduled admission for Neurobiological Diso&d&usism Spectrum Disorder
Services (including an admission foicenat a Residential Treatment facility), you
must obtain authorization from the Claims Administrator five business days HQefore
admission.

Yy A nonscheduled admission (including Emergency admissions) you must proyide
notification as soon as is reasonalggipke.

In addition, for NorANetwork Benefits you must obtain prior authorization from thg
Claims Administrator before the following services are received. Services requiEEg prior

authorization: Partial Hospitalization/Day Treatment; Intensive Outpatient Tteatrpen

programs; psychological testing; extended outpatient treatment visits, with or without
medication management; Intensive Behavioral Therapy, ingpjualiad Behavior Anajysis
(ABA).

If you fail to obtain prior authorization from or provide notificatidhe Claims
Administrator as required, Benefits will be reduced to 50% of Eligible Expenses.

Nutritional Counseling

The Plan will pay for Covered Health Services for medical education services provided in a

Physician's office by an appropriately lidemskealthcare professional when:

Yy Education is required for a disease in which patientas®fyement is an important
component of treatment.

Yy There exists a knowledge deficit regarding the disease which requires the intervention of
a trained health pragional.

Some examples of such medical conditions include, but are not limited to:

y' Coronary artery disease.
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Congestive heart failure.

Severe obstructive airway disease.
Gout (a form of arthritis).

Renal failure.

Phenylketonuria (a genetic disodilggnosed at infancy).

<SS S

Hyperlipidemia (excess of fatty substances in the blood).

When nutritional counseling services are billed as a preventive care service, these services
will be paid as described under Preventive Care Sarthcesection.

Ostomy 8pplies
Benefits for ostomy supplies are limited to:

Yy Pouches, face plates and belts.
Yy Irrigation sleeves, bags and ostomy irrigation catheters.
Yy~ Skin barriers.

Benefits are not available for deodorants, filters, lubricants, tape, appliance cleaners,
adhesive, adhesive remover, or other items not listed above.

Pharmaceutical Product®utpatient

The Plan pays for Pharmaceutical Products that are administered on an outpatient basis in a
Hospital, Alternate Facility, Physician's office, or in a C&®exnsazh's home. Examples of

what would be included under this category are antibiotic injections in the Physician's office
or inhaled medication in an Urgent Care Center for treatment of an asthma attack.

Benefits under this section are provided only famRdceutical Products which, due to

their characteristics (as determined by UnitedHealthcare), must typically be administered or
directly supervised by a qualified provider or licensed/certified health professional.
Depending on where the Pharmaceuticalu®t is administered, Benefits will be provided

for administration of the Pharmaceutical Product under the corresponding Benefit category
in this SPD.

If you require certain Pharmaceutical Progincisiding specialty Pharmaceutical Products,
UnitedHeahcaremay direct you to a designated dispensing entity with whom
UnitedHealthcarkas an arrangement to provide those Pharmaceutical Products. Such
Dispensing Entities may include an outpatient pharmacy, specialty pharmacy, Home Health
Agency provider, Hpgalaffiliated pharmacy or hemophilia treatment center contracted
pharmacy.

If you/your provider are directed to a designated dispensing entity and you/your provider
choose not to obtain your Pharmaceutical Product from a designated dispensing entity,
Network Benefits are not available for that Pharmaceutical Product.
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Certain Pharmaceutical Products are subject to step therapy requirements. This means that
in order to receive Benefits for such Pharmaceutical Products, you must use a different
Pharmaceutat Product and/or prescription drug product first. You may find out whether a
particular Pharmaceutical Product is subject to step therapy requirements by contacting
UnitedHealthcare at www.myuhc.com or by calling the telephone number on your ID card.

UnitedHealthcare may have certain programs in which you may receive an enhanced or
reduced Benefit based on your actions such as adherence/compliance to medication or
treatment regimens and/or participation in health management programs. You may access
informaion on these programs through the Internewvat.myuhc.comor by calling the

number on your ID card.

Physician Fees for Surgical and Medical Services

The Plan pays Physician fees for surgical procedures and other medical care received from a
Physician ia Hospital, Skilled Nursing Facility, Inpatient Rehabilitation Facility, Alternate
Facility or for Physician house calls.

Physician's Office ServiceSickness and Injury

Benefits are paid by the Plan for Covered Health Services provided in a Rifjiseitor's

the diagnosis and treatment of a Sickness or Injury. Benefits are provided under this section
regardless of whether the Physician's office is freestanding, located in a clinic or located in a
Hospital. Benefits under this section include ylilgegtions and hearing exams in case of

Injury or Sickness.

Covered Health Services include medical education services that are provided in a
Physician's office by appropriately licensed or registered healthcare professionals when both
of the following e true:

Yy Education is required for a disease in which patiemtassiyement is an important
component of treatment.

Yy There exists a knowledge deficit regarding the disease which requires the intervention of
a trained health professional.

Covered Health Baces include genetic counseling. Benefits are available for Genetic
Testing which is determined to be Medically Necessary following genetic counseling when
ordered by the Physician and authorized in advance by UnitedHealthcare.

Benefits for preventiversees are described unBeeventive Care Sentiuessection.

When a test is performed or a sample is drawn in the Physician's office and then sent outside
the Physician's office for analysis or testing, Benefits for lab, radiotygydxd other

diagnostic services that are performed outside the Physician's office are désdrjbed in

Ray and Diagnostiigpatient

Please Note
Your Physician does not have a copy of your SPD, and is not responsible for knpwing or
communicating your Benefits.
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Pregnancy Maternity Services

Benefits for Pregnancy will be paid at the same level as Benefits for any other condition,
Sickness or Injury. This includes all matenelgyed medical services for prenatal care,
postnatal care, delivery, and any retateglications.

The Plan will pay Benefits for an Inpatient Stay of at least:

y 48 hours for the mother and newborn child following a vaginal delivery.
Yy 96 hours for the mother and newborn child following a cesarean section delivery.

These are federally mandated requirements un8iawtherns' and Mothers' Health Protection
Act of 199&hich apply to this Plan. The Hospital or other provider is not required to get
authorization for the time periods stated above. Authorizationsuaredréay longer

lengths of stay. If the mother agrees, the attending Physician may discharge the mother
and/or the newborn child earlier than these minimum timeframes.

Both before and during a Pregnancy, Benefits include the services of a genetic counselo
when provided or referred by a Physician. These Benefits are available to all Covered
Persons in the immediate family. Covered Health Services include related tests and
treatment.

Prior Authorization Requirement

For Non-Network Benefits you must obtamop authorization from the Claims
Administrator as soon as reasonably possible if the Inpatient Stay for the motheg and/or
the newborn will be more than 48 hours for the mother and newborn child followjng a
normal vaginal delivery, or more than 96 houttsé mother and newborn child
following a cesarean section delivery. If you fail to obtain prior authorization as rgquired,
Benefits will be reduced to 50% of Eligible Expenses.

It is important that you notify the Claims Administrator regarding ygnaRcg. Your
notification will open the opportunity to become enrolled in prenatal programs tht are
designed to achieve the best outcomes for you and your baby.

Healthy moms and babies
The Plan provides a special prenatal program to help during Preegndicgyation is
voluntary and free of charge. See Sect@imital Programs and Resoudssails.

Preventive Care Services

The Plan pays Benefits for Preventive care services provided on an outpatient basis at a
Physician's office, an AlternBeility or a Hospital. Preventive care services encompass
medical services that have been demonstrated by clinical evidence to be safe and effective in
either the early detection of disease or in the prevention of disease, have been proven to
have a beffieial effect on health outcomes and include the following as required under
applicable law:
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Yy Evidencebased items or services that have in effect a rating of "A" or "B" in the current
recommendations of the United States Preventive Services Task Force.

Yy Immunizations that have in effect a recommendation from the Advisory Committee on
Immunization Practices of the Centers for Disease Control and Prevention.

Yy With respect to infants, children and adolescents, evidfenced preventive care and
screenings pvaded for in the comprehensive guidelines supported by the Health
Resources and Services Administration.

Yy With respect to women, such additional preventive care and screenings as provided for
in comprehensive guidelines supported by the Health Resou®es/med
Administration.

Preventive care Benefits defined underdéadth Resources and Services Administration (HRSA)
requirement include the cost of renting one breast pump per Pregnancy in conjunction with
childbirth. Breast pumps must be ordered Ipyavided by a Physician. You can obtain
additional information on how to access Benefits for breast pumps by going to
www.myuhc.comor by calling the number on your ID card. Benefits for breast pumps also
include the cost of purchasing one breast p@ampregnancy in conjunction with

childbirth. These Benefits are described under Sedian BighlightsiderCovered Health
Services

If more than one breast pump can meet your needs, Benefits are available only for the most
cost effective pump. UadHealthcare will determine the following:

Yy Which pump is the most cost effective.

Yy Whether the pump should be purchased or rented.

y  Duration of a rental.

Yy Timing of an acquisition.

Benefits are only available if breast pumps are obtained from a DME prd®inysician.

For questions about your preventive care Benefits under this Plan call the number on your
ID card.

Prosthetic Devices

Benefits are paid by the Plan for external prosthetic devices that replace a limb or body part
limited to:

y Atrtificial armslegs, feet and hands.

y Atrtificial face, eyes, ears and noses.

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

Benefits under this section are provimdy for external prosthetic devices and do not
include any device that is fully implanted into the body.
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If more than one prosthetic device can meet your functional needs, Benefits are available
only for the prosthetic device that meets the minimumisagaifs for your needs. The

device must be ordered or provided either by a Physician, or under a Physician's direction. If
you purchase a prosthetic device that exceeds these minimum specifications, the Plan will
pay only the amount that it would have f@i the prosthetic that meets the minimum
specifications, and you may be responsible for paying any difference in cost.

Benefits are available for repairs and replacement, except that:

Yy There are no Benefits for repairs due to misuse, malicious dagnage reglect.

Yy There are no Benefits for replacement due to misuse, malicious damage, gross neglect or
for lost or stolen prosthetic devices.

Benefits are limited to a single purchase of each type of prosthetic device every three
calendar yearBhis requiement can be waived if the reason for the replacement is a change
in the patient's physical.

Note: Prosthetic devices are different from D\NEeDurable Medical Equipment (DME)
this section.

Prior Authorization Requirement

For Non-Network Benefitsgu must obtain prior authorization from the Claims
Administrator before obtaining prosthetic devices that exceeds $1,000 in cost pgr device.
If prior authorization is not obtained as required, Benefits will be reduced to 5099 of
Eligible Expenses.

Reconstrative Procedures

Reconstructive Procedures are services performed when the primary purpose of the
procedure is either to treat a medical condition or to improve or restore physiologic function
for an organ or body part. Reconstructive Procedures inalyelgy su other procedures

which are associated with an Injury, Sickness or Congenital Anomaly. The primary result of
the procedure is not a changed or improved physical appearance.

Improving or restoring physiologic function means that the organ or adyrzede to
work better. An example of a Reconstructive Procedure is surgery on the inside of the nose
so that a person's breathing can be improved or restored.

Benefits for Reconstructive Procedures include breast reconstruction following a
mastectomyral reconstruction of the naifected breast to achieve symmetry.

Replacement of an existing breast implant is covered by the Plan if the initial breast implant
followed a mastectomy. Other services required yaimen's Health and Cancer Rights Act of
1998 including breast prostheses and treatment of complications, are provided in the same
manner and at the same level as those for any other Covered Health Service. You can
contact UnitedHealthcare at the number on your ID card for more information about
Benefits for mastectornglated services.

Breast Reduction Surgery is a covered health service with documentation of the following
functional impairments:
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Yy Shoulder grooving or excoriation resulting from the brassiere shoulder straps, due to the
weight ofthe breasts

y Documentation from medical records of medical services related to complaints of the
shoulder, neck or back pain attributable to macromastia.

y  Determined not to be cosmetic by Care Coordination.

Note: Breast Reduction Surgery is not a covea#tl bervice when performed to improve
appearance or for the purpose of improving athletic performance.

Breast Reduction Surgery is covered when a reconstruction has been performed on the other
breast (as part of the federal mandate).

There may be timagen the primary purpose of a procedure is to make a body part work
better. However, in other situations, the purpose of the same procedure is to improve the
appearance of a body part. Cosmetic procedures are excluded from coverage. Procedures
that correcain anatomical Congenital Anomaly without improving or restoring physiologic
function are considered Cosmetic Procedures. A good example is upper eyelid surgery. At
times, this procedure will be done to improve vision, which is considered a Reconstructive
Procedures. In other cases, improvement in appearance is the primary intended purpose,
which is considered a Cosmetic Procedure. This Plan does not provide Benefits for
Cosmetic Procedures, as defined in SectiGidséary

The fact that a Covered Pearsoay suffer psychological consequences or socially avoidant
behavior as a result of an Injury, Sickness or Congenital Anomaly does not classify surgery
(or other procedures done to relieve such consequences or behavior) as a Reconstructive
Procedures.

Prior Authorization Requirement

For NonNetwork Benefits for:

Yy A scheduled Reconstructive Procedure, you must obtain prior authorization ffom the
Claims Administrator five business days before a scheduled Reconstructive Procedure
is performed.

Yy A nonschedwdd Reconstructive Procedure, you must provide notification withgn one
business day or as soon as is reasonably possible.

In addition, for NorNetwork Benefits, you must contact the Claims Administrator R4
hours before admission for scheduled admissiasssoon as is reasonably possiblg for
nonscheduled admissions (including Emergency admidbeutsjprization is not
obtained from the Claims Administrator as required, or notification is not providef,
Benefits will be reduced to 50% of Eligible Exgeens

Rehabilitation Service®utpatient Therapy and Manipulative Treatment

The Plan provides shddrm outpatient rehabilitation services (including habilitative
services) limited to

y" Physical therapy.
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Occupational therapy.

Manipulative Treatment.
Speechherapy.

Postcochlear implant aural therapy.

Cognitive rehabilitation therapy following a-frastmatic brain Injury @troke

<SS S

Pulmonary rehabilitation.
y Cardiac rehabilitation.

For all rehabilitation services, a licensed therapy provider, undectios dif a Physician

(when required by state law), must perform the services. Benefits under this section include
rehabilitation services provided in a Physician's office or on an outpatient basis at a Hospital
or Alternate Facility. Rehabilitative sexvprovided in a Covered Person's home by a

Home Health Agency are provided as described Hooer Health CdRehabilitative

services provided in a Covered Person's home other than by a Home Health Agency are
provided as described under this section.

Benefits can be denied or shortened for Covered Persons who are not progressing in goal
directed rehabilitation services or if rehabilitation goals have previously been met. Benefits
under this section are not available for maintenance/preventive treatment.

The Plan will pay Benefits for cognitive rehabilitation therapy only when Medically
Necessary following a postumatic brain Injury @troke

Habilitative Services

For the purpose of this Benefit, "habilitative services" means Medically Necéssary skil
health care services that help a person keep, learn or improve skills and functioning for daily
living. Habilitative services are skilled when all of the following are true:

Yy The services are part of a prescribed plan of treatment or maintenancehmbgram
Medically Necessary to maintain a Covered Person's current condition or to prevent or
slow further decline.

<

It is ordered by a Physician and provided and administered by a licensed provider.

<

It is not delivered for the purpose of assisting withtess of daily living, including
dressing, feeding, bathing or transferring from a bed to a chair.

It requires clinical training in order to be delivered safely and effectively.

<SS

It is not Custodial Care.

The Claims Administrator will determine if Bémafie available by reviewing both the
skilled nature of the service and the need for Phydiirgeted medical management.
Therapies provided for the purpose of generabeial) or conditioning in the absence of a
disabling condition are not considdrakilitative services. A service will not be determined
to be "skilled" simply because there is not an available caregiver.
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Benefits are provided for habilitative services provided for Covered Persons with a disabling
condition when both of the followiggnditions are met:

Yy The treatment is administered by a licensed dpegdage pathologist, licensed
audiologist, licensed occupational therapist, licensed physical therapist or Physician.

Yy The initial or continued treatment must be proven and not Exptiime
Investigational.

Benefits for habilitative services do not apply to those services that are solely educational in
nature or otherwise paid under state or federal law for purely educational services. Custodial
Care, respite care, day care, theliapeateation, vocational training and Residential

Treatment are not habilitative services. A service that does not help the Covered Person to
meet functional goals in a treatment plan within a prescribed time frame is not a habilitative
service.

The Plarmay require that a treatment plan be provided, request medical records, clinical
notes, or other necessary data to allow the Plan to substantiate that initial or continued
medical treatment is needed. When the treating provider anticipates that cmatimesd t

is or will be required to permit the Covered Person to achieve demonstrable progress, the
Plan may request a treatment plan consisting of diagnosis, proposed treatment by type,
frequency, anticipated duration of treatment, the anticipated gesltmdnt, and how
frequently the treatment plan will be updated.

Benefits for Durable Medical Equipment and prosthetic devices, when used as a component
of habilitative services, are described Wa@ble Medical Equipameitrosthetic Devices

Benefits are limited to:

60Vvisits per calendar year for physical therapy.

60Vvisits per calendar year for occupational therapy.

60Vvisits per calendar year for speech therapy.

20visits per calendar year for pulmonary rehabilitation therapy.
36visits per calendar year for cardiac rehabilitation therapy.
60visits per calendar year for cognitive rehabilitation therapy.

12visits per calendar year for Manipulative Treatment.

SIS

30visits per calendar year for posthlear implant aural therapy.
These visit limits apply to Network Benefits and-Network Benefits combined.

Scopic ProcedureQutpatient Diagnostic and Therapeutic

The Plan pays for diagnostic and therapeutic scopic procedures and related services received
on an outpatient basis dtlaspital or Alternate Facility or in a Physician's office.
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Diagnostic scopic procedures are those for visualization, biopsy and polyp removal.
Examples of diagnostic scopic procedures include colonoscopy, sigmoidoscopy, and
diagnostic endoscopy.

Benefits nder this section include:

Yy The facility charge and the charge for supplies and equipment.

Yy Physician services for radiologists, anesthesiologists and pathologists.
Benefits for other Physician services are described in this secti®hysideen Fees for
Surgical and Medical Services

Please note that Benefits under this section do not include surgical scopic procedures, which
are for the purpose of performing surgery. Benefits for surgical scopic procedures are
described und&urgernOutpatienExampes of surgical scopic procedures include

arthroscopy, laparoscopy, bronchoscopy, hysteroscopy.

When these services are performed for preventive screening purposes, Benefits are described
in this section und@&reventive Care Services

Skilled Nursing Faityl/Inpatient Rehabilitation Facility Services

Facility services for an Inpatient Stay in a Skilled Nursing Facility or Inpatient Rehabilitation
Facility are covered by the Plan. Benefits include:

Yy Supplies and nehysician services received during thegiem Stay.

y" Room and board in a Sepnivate Room (a room with two or more beds).

Yy Physician services for radiologists, anesthesiologists and pathologists.

Benefits are available when skilled nursing and/or Inpatient Rehabilitation Facility services
are neded on a daily basis. Benefits are also available in a Skilled Nursing Facility or
Inpatient Rehabilitation Facility for treatment of a Sickness or Injury that would have
otherwise required an Inpatient Stay in a Hospital.

Benefits for other Physician\gees are described in this section uRbdgsician Fees for
Surgical and Medical Services

UnitedHealthcare will determine if Benefits are available by reviewing both the skilled nature
of the service and the need for Physitigatted medical manageménservice will not be
determined to be "skilled" simply because there is not an available caregiver.

Benefits are available only if both of the following are true:
Yy The initial confinement in a Skilled Nursing Facility or Inpatient Rehabilitation Facility
was or will be a Cost Effective alternative to an Inpatient Stay in a Hospital.

Yy You will receive skilled care services that are not primarily Custodial Care.

Skilled care is skilled nursing, skilled teaching, and skilled rehabilitation service$ when all o
the following are true:
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y It must be delivered or supervised by licensed technical or professional medical
personnel in order to obtain the specified medical outcome, and provide for the safety of
the patient.

Yy ltis ordered by a Physician.

y Itis notdelivered for the purpose of assisting with activities of daily living, including
dressing, feeding, bathing or transferring from a bed to a chair.

y It requires clinical training in order to be delivered safely and effectively.

You are expected to improweeet predictable level of recovery. Benefits can be denied or
shortened for Covered Persons who are not progressingdiregiatl rehabilitation
services or if discharge rehabilitation goals have previously been met.

Note: The Plan does not pay Benefits for Custodial Care or Domiciliary Care, even if
ordered by a Physician, as defined in SectiGhobs4ary

Any combination of Network Benefits and Nde&twork Benefits is limited i0days per
calendar year.

Prior Authorization Requirement

Please remember for Ndletwork Benefits for:

Yy A scheduled admission, you must obtain prior authorization five business days before
admission.

Yy A nonscheduled admission (or admissions resulting from an Emergency) yoyi must
provide notificaon as soon as is reasonably possible.

In addition, for NorANetwork Benefits, you must contact the Claims Administrator P4

hours before admission for scheduled admissions or as soon as is reasonably ppssible for
nonscheduled admissions (including Emeggadmissiondf.authorization is not
obtained as required, or notification is not provided, Benefits will be reduced to 40% of
Eligible Expenses.

Spine and Joint Surgeries

Benefits for spine and joint surgeries which are ordered by a Physiciand pme an
surgical procedures include the following:

A Spine fusion surgery.

A Spine disc surgery.

A Total knee replacement.

A Total hip replacement.

Note: Reduction in deductible of $200 for using Designator Provider.
SubstanceéRelated and Addictive Disord8exvices

SubstancRelated and Addictive Disord8esvices include those received on an inpatient
or outpatient basis in a Hospital, an Alternate Facility, or in a provider's office. All services
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must be provided by or under the direction of a propealified behavioral health
provider.

Benefits include the following levels of care:

Inpatient treatment.
Residential Treatment.

Partial Hospitalization/Day Treatment.

<SS S

Intensive Outpatient Treatment.

y  Outpatient treatment.

Inpatient treatment and Resideralatment includes room and board in a-Pawate
Room (a room with two or more beds).

Services include the following:

Diagnostic evaluations, assessment and treatment planning.
Treatment and/or procedures.

Medication management and other associahdhérs.
Individual, family, and group therapy.

Crisis intervention.

S SE SRS

Providerbased case management services.
TheMental HealthSubstanc®elated and Addictive DisordAdministrator provides
administrative services for all levels of care.

You are encouraged to contactental HealthSubstanc®elated and Addictive
DisordersAdministrator for referrals to providers and coordination of care.

Prior Authorization Requirement

For NonNetwork Benefits for:

Yy A scheduled admission fubstanc®elated and Addictive Disorders Services
(including an admission for services at a Residential Treatment facility), you
obtain authorization from the Claims Administrator five business days before
admission.

Yy A nonscheduled admission (incghgdEmergency admissions) you must provide
notification as soon as is reasonably possible.

In addition, for NoANetwork Benefits you must obtain prior authorization from thg
authorization: Partial Hospitalization/Day Treatment; Intensive Outpatient Treat

programs; psychological testing; extended outpatient treatment visits, with or wi
medication management.

Claims Administrator before the following services are received. Serviceg;spéquiEE

nust

ent
out
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If you fail to obtain prior authorization from ooypide notification to the Claims
Administrator as required, Benefits will be reduced to 50% of Eligible Expenses.

Surgery Outpatient
The Plan pays for surgery and related services received on an outpatient basis at a Hospital
or Alternate Facility or enPhysician's office.

Benefits under this section include certain scopic procedures. Examples of surgical scopic
procedures include arthroscopy, laparoscopy, bronchoscopy and hysteroscopy.

Examples of surgical procedures performed in a Physician'seffiodearemoval and ear
wax removal.

Benefits under this section include:

Yy The facility charge and the charge for supplies and equipment.

Yy Physician services for radiologists, anesthesiologists and pathologists. Benefits for other
Physician services described in this section under Physician Fees for Surgical and
Medical Services.

Prior Authorization Requirement

For Non-Network Benefits fosleep apnesurgeryou must obtain prior authorization
five business days before scheduled services arel i@ckivaonrscheduled services,
within one business day or as soon as is reasonably.pgsibfail to obtain prior
authorization as required, Benefits will be reduced to 50% of Eligible Expenses.

Therapeutic Treatment®utpatient

The Plan pays Befits for therapeutic treatments received on an outpatient basis at a
Hospital or Alternate Facility or in a Physician's office, including dialysis (both hemodialysis
and peritoneal dialysis), intravenous chemotherapy or other intravenous infusi@ntherapy
radiation oncology.

Covered Health Services include medical education services that are provided on an
outpatient basis at a Hospital or Alternate Facility by appropriately licensed or registered
healthcare professionals when:

Yy Education is requiredrfa disease in which patient-sedhagement is an important
component of treatment.

Yy There exists a knowledge deficit regarding the disease which requires the intervention of
a trained health professional.

Benefits under this section include:

Yy The faciliticharge and the charge for related supplies and equipment.
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Yy Physician services for anesthesiologists, pathologists and radiologists. Benefits for other
Physician services are described in this section under Physician Fees for Surgical and
Medical Services.

Prior Authorization Requirement
For Non-Network Benefits for the following outpatient therapeutic services you njust
obtain prior authorization from the Claims Administrator five business days befoje
scheduled services are received or, fescteduled sapes, within one business day or

as soon as is reasonably possible. Services that require prior authorization: dialysis, IV
infusion, intensity modulated radiation therapy anrdwitied focused ultrasound. If you

fail to obtain prior authorization from tB8&ims Administrator, as required, Benefitq will
be reduced to 50% of Eligible Expenses.

Transplantation Services

Organ and tissue transplantduding CART cell therapy for malignanorgsen ordered

by a Physician. Benefits are available for traissplaemn the transplant meets the definition
of a Covered Health Service, and is not an Experimental or Investigational or Unproven
Service.

Examples of transplants for which Benefits are available include bonanulaiow
CART cell therapy for maligmees heart, heart/lung, lung, kidney, kidney/pancreas, liver,
liver/small bowel, pancreas, small bowel and cornea.

Benefits are available to the donor and the recipient when the recipient is covered under this
Plan. Donor costs that are directly relatemtgan removal or procurement are Covered

Health Services for which Benefits are payable through the organ recipient's coverage under
the Plan.

The Claims Administrator has specific guidelines regarding Benefits for transplant services.
Contact the ClaisnAdministrator at the number on your ID card for information about
these guidelines.

Transplantation services including evaluation for transplant, organ procurement and donor
searches and transplantation procedures must be receDesigihate@rovider

Benefits are also available for cornea transplants. You are not required to obtain prior
authorization from the Claims Administratoraf@ornea transplant nor is the cornea
transplant required to be performed Resignated Provider

Note: The services described untiervel and Lodgirgg@vered Health Services only in
connection with transplant services received at a Designated Provider.
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Prior Authorization Requirement
For Non-Network Benefits yomust obtain prior authorization as soon as the possppility

of a transplant arises (and before the timetagmsplantation evaluation is performef at

a transplant center). If you don't obtain prior authorization and if, as a result, the|services
are nofperformedoy a Designated Providddetwork Benefits will not be paid.
In addition, for NoANetwork Benefits you must contact the Claims Administrator 24
hours before admission for scheduled admissions or as soon as is reasonably ppssible for
nonschedwd admissions (including Emergency admissions).

Support in the event of serious illness
If you or a covered family member has cancer or needs an organ or bone marropyv
transplant, UnitedHealthcare can put you in touch with quality treatment centersjaround
the country.

Urgent Care Center Services

The Plan provides Benefits for services, including professional services, received at an
Urgent Care Center, as defined in SectidaldgsaryVhen Urgent Care services are
provided in a Physician's office, the P&ys Benefits as described uRtigsician's Office
ServiceSickness and Injury

Urinary Catheters
Benefits for indwelling and intermittent urinary catheters for incontinence or retention.

Benefits include related urologic supplies for indwelliregerathmited to:
Yy Urinary drainage bag and insertion tray (kit).

y" Anchoring device.

y lrrigation tubing set.

Virtual Visits

Virtual visits for Covered Health Services that include the diagnosis and treatment of low
acuity medical conditions for CovelPedlsons, through live audio with video technology or
audio only. Virtual visits provide communication of medical informationtimeeal

between the patient and a distant Physician or health care specialist, through use of
interactive audio with video camnications or audio only equipment outside of a medical
facility (for example, from home or from work).

Benefits are available only when services are delivered through a Designated Virtual
Network Provider. You can find a Designated Virtual Network Brdyiadjoing to
www.myuhc.comor by calling the telephone number on your ID card.
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Please Note Not all medical conditions can be appropriately treated through virtual visits.
The Designated Virtual Network Provider will identify any condition for whtatnetneay
in-person Physician contact is necessary.

Benefits under this section do not include email, fax and standard telephone calls, or for
telehealth/telemedicine visits that occur within medical faciM&sléfined originating
facilities).

VisionCare

The Plan pays Benefits fanses Post Cataract Sur@eBgnefits for only thimitial pair of
eyeglasses or contactdes adr cataractusgery are covered.

Wigs

The Plan pays Benefits for wigs and other scalp hair prosthesis regardiessohtbe
hair loss.

Any combination of Network Benefits and Néetwork Benefits is limited to $500 pér
months
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SECTION-CLINICAPROGRAMS AND RESOBR

What this section includes:
Health and welbeing resources available to you, including:
Yy~ Consumer Solutions and S&dfvice Tools.

Yy Disease Management Services.
Yy~ Complex Medical Conditions Programs and Services.

Yy Wellness Programs.

Y Womeno6s Health/ Reproductive.

Clermont County believes in giving you tools to help you be an educated health care
consumer. To that end, Clermont County has made available several convenient educational
and support services, accessibfghbye and the Internet, which can help you to:

Yy Take care of yourself and your family members.

Yy Manage a chronic health condition.

Yy Navigate the complexities of the health care system.

NOTE:

Information obtained through the services identified in thisrsisciased on current
medical literature and on Physician review. It is not intended to replace the advide of a
doctor. The information is intended to help you make more informed health care
decisions and take a greater responsibility for your own bieiéttiHealthcare and
Clermont Countgre not responsible for the results of your decisions from the usq of the
information, including, but not limited to, your choosing to seek or not to seek
professional medical care, your choosing of which providek jorsessional medical
care from or your choosing or not choosing specific treatment.

Consumer Solutions and Ss#rvice Tools

Health Survey

You are invited to learn more about health and wellvessvanyuhc.comand are
encouraged to participate in tidine health survey. The health survey is an interactive
guestionnaire designed to help you identify your healthy habits as well as potential health
risks.

Your health survey is kept confidential. Completing the survey will not impact your Benefits
or elgibility for Benefits in any way.

If you need any assistance with the online survey, please call the number on your ID card.

Reminder Programs

To help you stay healthy, UnitedHealthcare may send you and your covered Dependents
reminders to schedule recoemded screening exams. Examples of reminders include:
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Mammograms for women between the ages of 40 and 68.
Pediatric and adolescent immunizations.

Cervical cancer screenings for women between the ages of 20 and 64.

<SS S

Comprehensive screenings for individuigthsdiabetes.
Yy Influenza/pneumonia immunizations for enrollees age 65 and older.

There is no need to enroll in this program. You will receive a reminder automatically if you
have not had a recommended screening exam.

Decision Support

In order to help you rka informed decisions about your health care, UnitedHealthcare has
a program called Decision Support. This program targets specific conditions as well as the
treatments and procedures for those conditions.

This program offers:

Yy Accesgo health carsformation.

Yy Support by a nurse to help you make more informed decisions in your treatment and
care.

Yy Expectations of treatment.
Yy Information on providers and programs.
Conditions for which this program is available include:

Back pain.

Knee & hip replacement
Prostate disease.
Prostate cancer.

Benign uterine conditions.

Breast cancer.

SIS XSS

Coronary disease.

Participation is completely voluntary and without extra charge. If you think you may be
eligible to participate or would like additional information regtrdipgogram, please
contact the number on your ID card.

UnitedHealth Premium® Program

To help people make more informed choices about their health care, the UnitedHealth
Premiurfi program recognizes Network Physicians who meet standards for quality and cost
efficiency. UnitedHealthcare uses evideased medicine and national industry guidelines

to evaluate quality. The cost efficiency standards rely on local market benchmarks for the
efficient use of resources in providing care.
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For details on the UnitedBléh Premiufiprogram including how to locate a UnitedHealth
Premium Physician, log omt@/w.myuhc.comor call the number on your ID card.

www.myuhc.com

UnitedHealthcare's member websgiteyw.myuhc.com provides information at your
fingertips anywhere aadytime you have access to the Intanvetr.myuhc.comopens
the door to a wealth of health information andsgelfice tools.

With www.myuhc.comyou can:

S R N

Research a health condition and treatment options to get ready for a discussion with
your Physiain.

Search for Network providers available in your Plan through the online provider
directory.

Access all of the content and wellness topics from NurdeLine

Complete a health survey to help you identify health habits you may improve, learn
about healthijffestyle techniques and access health improvement resources.

Use the treatment cost estimator to obtain an estimate of the costs of various procedures
in your area.

Use the Hospital comparison tool to compare Hospitals in your area on various patient
safey and quality measures.

Registering on www.myuhc.com

If you have not already registereadvarw.myuhc.com simply go to
www.myuhc.comand click on "Register Now." Have your ID card handy. The
enrollment process is quick and easy.

Visitwww.myuhc.comand:

Yy Make reatime inquiries into the status and history of your claims.

Yy View eligibility and Plan Benefit information, including Copays and Annual Deductibles.

Yy View and print all of your Explanation of Benefits (EOBS) online.

y' Order a new or replacemdBtcard or print a temporary ID card.

Want to learn more about a condition or treatment?
Log on towww.myuhc.comand research health topics that are of interest to you. Learn
about a specific condition, what the symptoms are, how it is diagnosed)maow it
is, and what to ask your Physician.
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Disease Management Services

Disease Management Services

If you have been diagnosed with certain chronic medical conditions you may be eligible to
participate in a disease management program at no additidoalarostheneart failure,

coronary artery disease, diabetes, aatiin@hronic Obstructive Pulmonary Disease

(COPD) programs are designed to support you. This means that you will receive free
educational information, and may even be called by agdgistse who is a specialist in

your specific medical condition. This nurse will be a resource to advise and help you manage
your condition.

These programs offer:

Yy Educational materials that provide guidance on managing your specific chronic medical
conditon. This may include information on symptoms, warning signsasatiement
techniques, recommended exams and medications.

Yy Access to educational and-sehagement resources on a consumer website.

Yy An opportunity for the disease management nurse tawtrkour Physician to ensure
that you are receiving the appropriate care.

Yy Access to and orm-one support from a registered nurse who specializes in your
condition. Examples of support topics include:

- Education about the specific disease and condition.

- Medication management and compliance.

- Reinforcement of aline behavior modification program goals.
- Preparation and support for upcoming Physician visits.

- Review of psychosocial services and community resources.
- Caregiver status andhome safety.

- Use of nailorder pharmacy and Network providers.

Participation is completely voluntary and without extra charge. If you think you may be
eligible to participate or would like additional information regarding the program, please
contact the number on your ID card.

Complex Medical Conditions Programs and Services

Cancer Resource Services (CRS) Program

Your Plan offers Cancer Resource Services (CRS) program to provide you with access to
information and member assistance through a team of specialized cancer nurse consultants
and access to one of the nationds | eading

To learn more abo@RS visit www.myoptumhealthcomplexmedical.com or call the
number on your ID card or call the program directhB669366002.
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Coverage for oncology servicesandoncolagy at ed services are based
terms, exclusions, | imitations and conditi on
coverage guidelines. Participation in this program is voluntary.

Your Plan Sponsor is providing you with Travel and Lodging assistance. Refeavelthe
and Lodging Assistance Program

Congenital Heart Disease (CHD) Resource Services

UnitedHealthcare provides a program that identifies and supports a Covered Berson wh
has Congenital Heart Disease (CHD) through all stages of treatment and recovery. This
program will work with you and your Physicians, as appropriate, to offer support and
education on CHD. Program features include clinical management by specialized CHD
Nurses, support from specialized Social Workers, assistance with choosing Physicians and
Facilities, and access to Designated Providers.

To learn more about CHD Resource Services program, Visit
www.myoptumhealthcomplexmedical.com or call UnitedHealthter@atnber on your
ID card or you can call the CHD Resource Services Nurse Tear@3t BRE6.

Coverage for CHD surgeries and related servi
exclusions, | imitations antdrequiremedtsand ons, i ncl
coverage guidelines. Participation in this program is voluntary. If you are considering any

CHD surgeries you must contact CHD Resource Services prior to surgery to enroll in the

program in order for the surgery to be a consideredeaeddy¥ealth Service under the

Plan.

Your Plan Sponsor is providing you with Travel and Lodging assistance. Refer to the Travel
and Lodging Assistance Program.

Comprehensive Kidney Solution (CKS) program

For Participants diagnosed with Kidney DiseaseRlaruoffers the Comprehensive
Kidney Solution (CKS) program to help you manage the effects of advanced Chronic
Kidney Disease (CKD) through Esthge Renal Disease (ESRD).

Should the disease progress to the point of needing dialysis, CKS provides@ecess t
performing dialysis centers. That means you
practicesd6 approach from health care profess

There are hundreds of contracted dialysis centers across the country, but ssheaation
you cannot conveniently access a contracted dialysis center, CKS will work to negotiate
patientspecific agreements on your behalf.

To learn more about Comprehensive Kidney Solutions, visit
www.myoptumhealthcomplexmedical.conor call the number on your ID card.

Coverage for dialysisand kidney | at ed services are based on vy
exclusions, Il i mitations and conditions, i ncl
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cowerage guidelines. Participation in this program is voluntary. If you decide to no longer
participate in the program, pleesetact CK®f your decision.

Kidney Resource Services (KRS) program

End-Stage Renal Disease (ESRD)

The Kidney Resource Servicegmam provides Covered Persons with access to a

registered nurse advocate who specializes in helping individuals live with kidney disease. As a
participant in the KRS program, youdoll work
and information. Theunse can help you manage other conditions, such as diabetes and high
blood pressure. He or she can also help you find doctors, specialists and dialysis centers.

This program is available at no extra cost to you.

With KRS, you have access to a registersed who specializes in kidney health. This

program is designed to help you be your own best advocate for your health. You may have

been referred to the KRS program by your medical provider or from past claim information.

As part of your health insuranceteef i t s, i tdés available at no e

KRS nurse advocates are available, Monday through Fritleg &ill8665617518
(TTY: 711).

Coverage for dialysisand kidney | at ed services are based on y
exclusions, limitatins and conditions, including the pl e
coverage guidelines. Participation in this program is voluntary.

Spine and Joint Program

The Spine and Joint Solution is a surgical program that provides accessfurnopg,

regiaal surgical centers for individuals who meet the criteria for select elective, inpatient
surgeries. When you contact the specialized nurse team and enroll in the SJS program the
Plan pays Benefits for select elective, inpatient surgeries providechbyeDdaigviders
participating in the SJS program. The specialized nurse team provides guided access to a
network of credentialed SJS providers.

To learn more about SJS, contact the Claims Administrator at the number on your ID card
or you can call the SN8rse Team at 88867246.

You must contact SJS prior to surgery to enroll in the program in order for the surgery to be
a considered a Covered Health Service under the Plan.

Transplant Resource Services (TRS) Program

Your Plan offers Transplant Reso8eevices (TRS) program to provide you with access to

one of the nationds | eading transplant progr
program means your transplant treatment i s b
health care professionaith extensive expertise in transplantation.

To learn more about Transplant Resource Services, visit
www.myoptumhealthcomplexmedical.conor call the number on your ID card.

72 SECTI®N 7 - CLINICAPROGRAMS ANRESOURCES


http://www.myoptumhealthcomplexmedical.com/

CLERMONTCOUNTWEDICAICHOICEPLUS WITKOPAYP200MEDUCTIBLELAN

Coverage for transplaanid transplant e | at ed services are based o1
exclusions, | imitations and conditions, incl
coverage guidelines. Participation in this program is voluntary.

Your Plan Sponsor is providigou with Travel and Lodging assistance. For more
information on th@ravel and Lodging Assistance Refegremthe provision below.

Travel and Lodging Assistance Program

Your Plan Sponsor may provide you with Travel and Lodging assistance.dlravel an
Lodging assistance is only available for you or your eligible family member if you meet the
qualifications for the benefit, including receiving care at a Designated Provider and the
distance from your home address to the facility. Eligible Expenséslanesed after the
expense forms have been completed and submitted with the appropriate receipts.

If you have specific questions regarding the Travel and Lodging Assistance Program, please
call the Travel and Lodging office-8088420843.

Travel and Lodging Expenses

The Plan covers expenses for travel and lodging for the patient, provided he or she is not
covered by Medicare, and a companion as follows:

Yy Transportation of the patient and one companion who is traveling on the same day(s) to
and/or from he site of the qualified procedure provided by a Designated Provider for
the purposes of an evaluation, the procedure or necessdigghaste followp.

The Eligible Expenses for lodging for the patient (while not a Hospital inpatient) and
one companio.

If the patient is an enrolled Dependent minor child, the transportation expenses of two
companions will be covered.

Travel and lodging expenses are only available if the patient resides more than 50 miles
from the Designated Provider.

< N KX

Reimbursemeffior certain lodging expenses for the patient and his/her companion(s)
may be included in the taxable income of the Plan participant if the reimbursement
exceeds the per diem rate.

Yy The transplant program offers a combined overall lifetime maximum of $&0,000
Covered Person for all transportation and lodging expenses incurred by you and
reimbursed under the Plan in connection with all qualified procedures.

The Claims Administrator must receive valid receipts for such charges before you will be
reimbursedRkeimbursement is as follows:

Lodging

y A per diem rate, up to $50.00 per day, for the patient or the caregiver if the patient is in
the Hospital.

y A per diem rate, up to $100.00 per day, for the patient and one caregiver. When a child is
the patient, two psons may accompany the child.
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Examples of items that are not covered:

Groceries.

Alcoholic beverages.

Personal or cleaning supplies.

Meals.

Overthe-counter dressings or medical supplies.
Deposits.

Utilities and furniture rental, when billed separatetfrement payment.

<SS SSSS

Phone calls, newspapers, or movie rentals.

Transportation

Automobile mileage (reimbursed at the IRS medical rate) for the most direct route
between the patient's home and the Designated Provider.

Taxi fares (not including limos or cavises).
Economy or coach airfare.

Parking.

Trains.

Boat.

Bus.

Tolls.

NSNS S

Wellness Programs

Quit For Life Program

UnitedHealthcare provides a tobacco cessation program to help tobacco users withdraw
from nicotine dependendehe Quit For Lifé program employsavidencéased

combination of physical, psychological and behavioral strategies to help enable you to take
responsibility for and overcome your addiction to tobacco use.

If you are a tobacco user, the Quit For®feogram tailors a quitting plan for you and
incorporates the following components:
y" Multiple planned phoreased coaching sessions.

Yy~ Unlimited access to Quit Coach® staff for ongoing support for the duration of your
program via tofiree phone and live chat

Yy Nicotine replacement therapy (patch or gum) sent to you in conjunction with your quit
date.
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Unlimited access to a modilendly online web portal, including support tools that
complement your phofmsed coaching.

y

Yy An online Quit Guide designed to coempént your phonrkased coaching sessions and
web activity.

y

Tailored motivational emails sent throughout your quitting process.
Yy Personalized, interactive text messages.

If you would like to enroll in Quit For L¥eor if you would like additional infornoati
regarding the program and also how to access the program online, please call the number on
your ID card.

Women's Health/Reproductive

Maternity Support Program
If you are pregnant or thinking about becoming pregnant, and you are enrolled in the

medical Rn, you can get valuable educational information, advice and comprehensive case
management by calling the number on your ID card. Your enrollment in the program will be
handled by an OB nurse who is assigned to you.

This program offers:

Enrollment by al®B nurse.

Preconception health coaching.

Written and online educational resources covering a wide range of topics.

First and second trimester risk screenings.

Identification and management efoathighrisk conditions that may impact pregnancy.

Predelvery consultation.

S S SN S

Coordination with and referrals to other benefits and programs available under the
medical plan.

y" A phone call from a nurse approximately two weeks postpartum to provide information
on postpartum and newborn care, feeding, nutrition,rirpations and more.

Yy Postpartum depression screening.

Participation is completely voluntary and without extra charge. To take full advantage of the
program, you are encouraged to enroll within the first trimester of Pregnancy. You can
enroll any time, uj your 34th week. To enroll, call the number on your ID card.

As a program participant, you can always call your nurse with any questions or concerns you
might have.
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SECTION-&EXCLUSINS AND LIMITATIOMBYAT THE MEDICAL RLA
WILL NOT COVER

What this section includes:
Yy Services, supplies and treatments that are not Covered Health Services, except as may
be specificallprovided for in Section Additional Coverage Details.

The Plan does not pay Benefits for the following services, treatments or supplies even if they
are recommended or prescribed by a provider or are the only available treatment for your
condition.

When Benefits are limited within any of the Covered Health Services categories described in
Section 6Additional Coverage Détaid® limits are stated in the corresponding Covered

Health Service category in Sectididn Highlightsmits may alsapply to some Covered

Health Services that fall under more than one Covered Health Service category. When this
occurs, those limits are also stated in SectansHighlighBlease review all limits

carefully, as the Plan will not pay Benefits foofathg services, treatments, items or

supplies that exceed these benefit limits.

Please note that in listing services or examples, when the SPD says "this includes,"
or "including but not limited to", it is not UnitedHealthcare's intent to limit the
desciiption to that specific list. When the Plan does intend to limit a list of services or
examples, the SPD specifically states that the list "is limited to."

Alternative Treatments

1. Acupressure

2. Aromatherapy.

3. Hypnotism.

4. Massage therapy.

5. Rolfing.

6. Art therapy, music therapy, dance therapy, horseback therapy and other forms of
alternative treatment as defined byN#igonal Center for Complementary and Alternative
Medicine (NCCANM) the National Institutes of HeElik exclusion does not aply t
Manipulative Treatment and Am@nipulative osteopathic care for which Benefits are
provided as described in SectioAddlitional Coverage Details

Dental

1. Dental care (which includes dentah)s, supplieend appliances and all associated
expenses, including hospitalizations and anestkegpa dental services for a child
under the age of 9, for someone with a chronic disability, or for someone that has a
medical condition that requires hospitalizatiggeneral anesthesia.)
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This exclusion does not apply to accidgated dental services for which Benefits are
provided as described unBemtal ServicAscident OmtySection 6Additional Coverage
Details.

This exclusion does not apply to dentestesia for which Benefits are provided as
described undé@&ental Anesthasi§ection 6Additional Coverage Details

This exclusion does not apply to dental care (oral examinatgs, &xtractions and
nonsurgical elimination of oral infection)uiegd for the direct treatment of a medical
condition for which Benefits are available under the Plan, limited to:

- Transplant preparation.
- Prior to the initiation of immunosuppressive drugs.
- The direct treatment of acute traumatic Injury, cancer oratédé.p

Dental care that is required to treat the effects of a medical condition, but that is not
necessary to directly treat the medical condition, is excluded. Examples include treatment
of dental caries resulting from dry mouth after radiation treatnaena result of

medication.

Endodontics, periodontal surgery and restorative treatment are excluded.

2. Preventive care, diagnosis, treatment of or related to the teeth, jawbones or gums.
Examples include:

- Extradions (including wisdom teeth), restoration and replacement of teeth.
- Medical or surgical treatments of dental conditions.
- Services to improve dental clinical outcomes.

This exclusion does not apply to preventive care for which Benefits are provided under
theUnited States Preventive Services rEaghr&meet or thidealth Resources and Services
Administration (HRS#&juirement. This exclusion also does not apply to accident
related dental services for which Benefits are provided as describedniati8ervices
Accident OrySection 6Additional Coverage Details

3. Dental implants, bone grafts, and other impédated procedures.
This exclusion does not apply to accidgated dental services\drich Benefits are

provided as described undental ServicAscident OmtySection 6Additional Coverage
Details

4. Dental braces (orthodontics).
5. Treatment otongenitally missing, malpositioned or supernumerary (extra) teeth, even if
part of a Congenital Anomaly.

Devices, Appliances and Prosthetics

1. Devices used specifically as safety items or to affect perfamspactsrelated
activities.
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7.
8.

Orthotic appliances and devices that straightershape a body part, except as
described und@®urable Medical Equipment (DMEection 6Additional Coverage Details

Example®f excluded orthotic appliances and devices include but are not limited to,
foot orthotics and some types of braces, including orthotic braces availdfve over
counter. This exclusion does not include diabetic footwear which may be covered for a
CoveredPerson with diabetic foot disease.

The following items are excluded, even if prescribed by a Physician:

- Blood pressure cuff/monitor.

- Enuresis alarm.

- Non-wearable external defibrillator.
- Trusses.

- Ultrasonic nebulizers.

Repairs to prosthetic devide® to misuse, malicious damage or gross neglect.

Replacement of prosthetic devices due to misuse, malicious damage or gross neglect or
to replace lost or stolen items.

Devices and computers to assist in communication and speech egdeetdted
speeclyeneratingevices and trachesophageal voice devices for which Benefits are
provided as described unBerable Medical Equipm&gction 6Additional Coverage
Details

Oral appliances for snoring.

Powered and nepowered exoskeletonvitees.

Drugs

1

Prescription drug products for outpatient use that are filled by a prescription order or
refill.

Selfadministered or séatifused medications. Thigclusion does not apply to

medications which, due to their characteristics, (as determined by UnitedHealthcare the
Claims Administrator), must typically be administered or directly supervised by a
qualified provider or licensed/certified health profesisiomn outpatient setting. This
exclusion does not apply to hemophilia treatment centers contracted to dispense
hemophilia factor medications directly to Covered Persons-fofusain.

Non-injectable meditians given in a Physician's office. This exclusion does not apply
to nortinjectable medications that are required in an Emergency and consumed in the
Physician's office.

Overthe-counter drugs and treatments.

Growth hormone therapy.
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6.

8.

Certain New Pharmaceutical Products and/or new dosage forms until the date as
determined by the Claims Administrator o
later than December 314 the following calendar year.

This exclusion does not apply if you have-thigatening Sickness or condition (one

that is likely to cause death within one year of the request for treatment). If you have a
life-threatening Sickness or conditiomeausrsuch circumstances, Benefits may be
available for the New Pharmaceutical Product to the extent provided for in Section 6,
Additional Coverage Details

A Pharmaceutical Product that contains (an) active ingredient(s) available in and
therapeuticallgquivalent (having essentially the same efficacy and adverse effect profile)
to another covered Pharmaceutical Product. Such determinations may be made up to six
times during a calendar year.

A Pharmaceutical Product that contains (an) active ingdsedidnth is (are) a

modified version of and therapeutically equivalent (having essentially the same efficacy
and adverse effect profile) to another covered Pharmaceutical Product. Such
determinations may be made up to six times during a calendar year.

Benefits for Pharmaceutical Products for the amount dispensed (days' supply or quantity
limit) which exceeds the supply limit.

10. A Pharmaceutical Product with an approved biosimilar or a biosimilar and

therapeutically equivalent (having essentiafisutieefficacy and adverse effect profile)

to another covered Pharmaceutical Product. For the purpose of this exclusion a
"biosimilar” is a biological Pharmaceutical Product approved based on showing that it is
highly similar to a reference product (a gicéd Pharmaceutical Product) and has no
clinically meaningful differences in terms of safety and effectiveness from the reference
product. Such determinations may be made up to six times per calendar year.

11 Certain Pharmaceutical Products for whiale e therapeutically equivalent (having

12.

essentially the same efficacy and adverse effect profile) alternatives available, unless
otherwise required by law or approved by us. Such determinations may be made up to
six times during a calendar year.

Compmunded drugs that contain certain bulk chemicals. Compounded drugs that are
available as a similar commercially available Pharmaceutical Product.

Experimental or Investigational or Unproven Services

1

Experimenteor Investigational Services and Unproven Services and all services related
to Experimental or Investigational and Unproven Services are eX¢ledadt that an
Experimental or Investigational or Unproven Service, treatment, device or
pharmacologicakégimen is the only available treatment for a particular condition will

not result in Benefits if the procedure is considered to be Experimental or
Investigational or Unproven in the treatment of that particular condition.
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This exclusion does not apply tav€red Health Services provided during a Clinical
Trial for which Benefits are provided as described Ghdal Triais Section 6,
Additional Coverage Details

Foot Care

1

9.

Routine foot card&examples include the cutting or removal of corns and calluses.

This exclusion does not apply to preventive foot care for Covered Persons with diabetes
for which Benefits are provided as described rialeetes Seruc8gction 6,
Additional Coveragmails

Nail trimming, cutting, or debriding (removal of dead skin or underlying tissue).
Hygienic and preventive maintenance foot care. Examples include:

- Cleaning andoaking the feet.
- Applying skin creams in order to maintain skin tone.

This exclusion does not apply to preventive foot care for Covered Persons who are at
risk of neurological or vascular disease arising from diseases such as diabetes.

Treatment of flat feet.

Treatment of subluxation of the foot.
Shoes.

Shoe orthotics.

Shoe inserts.

Arch supports.

Gender Dysphoria

Cosmetic Procedures, including the following:

- Abdominoplasty.

- Blepharoplasty.

- Breast enlargement, including augmentation mammoptalstgast implants.
- Body contouring, such as lipoplasty.

- Brow lift.

- Calf implants.

- Cheek, chin, and nose implants.

- Injection of fillers or neurotoxins.

- Face lift, forehead lift, or neck tightening.

- Facial bone remodeling for facial feminizations.
- Hairremoval.

- Hair transplantation.

- Lip augmentation.
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- Lip reduction.

- Liposuction.

- Mastopexy.

- Pectoral implants for chest masculinization.

- Rhinoplasty.

- Skin resurfacing.

- Thyroid cartilage reduction; reduction thyroid chondroplasty; trachea shave (removal
or redwetion of the Adam's Apple).

- Voice modification surgery.

- Voice lessons and voice therapy.

Medical Supplies

1

Prescribed or neprescribed medicalipplies. Examples include:

- Compression stockings.
- Ace bandages.
- Gauze and dressings.

This exclusion does not apply to:

- Disposable supplies necessary for the effective use of Durable Medical Equipment
for which Benefits are provided as described under Durable Medical Equipment in
Section 6Additional Coverage Details.

- Diabetic supplies for which Benefits are provided as describeDiabhdézs Services
in Section 6, Additional Coverage Details.

- Ostomy supplies for which Benefits are provided as describe@siodey Supplies
in Section 6Additional Coverage Details.

- Urinary catheters for which Benefits are provided as describednimatgrCatheters
in Section 6Additional Coverage Details

Tubings and masks except when used with Durable Medical Equipment as described
underDurable Medical Equipim&etctiahAdditional Coverage Details

Mental HealtiNeurobiological Disorder8utism Spectrum Disorder Servieesl
SubstanceéRelated andddictive DisorderServices

In addition to all other exclusions listed in this SectiexcRisions and Limitatibes
exclusions listed directly below apply to services describelem@éiHeal8ervices,
Neurobiological Diserélatsm Spagain Disorder Seraind®r SubstarRelated and Addictive
DisordeBgervices in Section 6, Additional Coverage Details

1

Services performed in connection with conditions not classified in the currentfedition o
thelnternational Classification of Diseases section on Mental and BaHanagraldiicsorders
and Statistical Manual of the American Psychiatric Association

Outside of an initial assessment, sersdesaaments for a primary diagnosis of
conditions and problems that may be a focus of clinical attention, but are specifically
noted not to be mental disorders within the current edition Diabgaostic and Statistical
Manual of the American Psy&bsiciation
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Outside of initial assessment, services as treatments for the primary diagnoses of learning
disabilities, conduct and disruptive impulse control and conduct disorders, gambling
disorder, and paraphilic disorders.

Services that amedy educational in nature or otherwise paid under state or federal law
for purely educational purposes.

Tuition for or services that are scHoa$ed for children and adolescents required to be
provided by, opaid for by, the school under thdividuals with Disabilities Education Act.

Outside of initial assessment, unspecified disorders for which the provider is not
obligated to provide clinical rationale as deifinig current edition of tH&iagnostic
and Statistical Manual of the American Psychiatric Association

Transitional Living services.
Non-Medical 24dour Withdrawal Management.

High intensity resident@re includindmerican Society of Addiction Medicine (ASAM)
criteria for Covered Persons with substeglaged and addictive disorders who are
unable to participate in their care due to significant cognitive impairment.

Nutrition

1

Nutritional or cosmetic therapy using high dose or mega quantities of vitamins, minerals
or elements, and other nutrition based therapy. Examples include supplements,
electrolytes and foods of any kind (inalgitigh protein foods and low carbohydrate
foods).

Food of any kind, infant formula, standard-tei&ed formula, and donor breast milk.
This exclusion does not apply to enteral formula and other modifiedddactpfor
which Benefits are provided as described &@mderal Nutrition Section 6jdditional
Coverage Detalils

Health education classes unless offered by UnitedHealthcare or its affiliates, including
but not limited to asthma, smoking cessation, and weight control classes.

Personal Care, Comfort or Convenience

1

o b~ w

Television.

Telephone.
Beauty/barber service.
Guest service.

Supplies, equipment and similar incidentals for personal comfort. Examples include:
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Air conditiones, air purifiers and filters and dehumidifiers.

Batteries and battery chargers.

Breast pumps. (This exclusion does not apply to breast pumps for which Benefits are
provided under the Health Resources and Services Administration (HRSA)
requirement.)

Car seis.

Chairs, bath chairs, feeding chairs, toddler chairs, ergonomically correct chairs, chair
lifts and recliners.

Exercise equipment and treadmills.

Hot and cold compresses.

Hot tubs.

Humidifiers.

Jacuzzis.

Medical alert systems.

Motorized bedsjon-Hospital beds, comfort beds and mattresses.

Music devices.

Personal computers.

Pillows.

Poweroperated vehicles.

Radios.

Safety equipment.

Saunas.

Stair lifts and stair glides.

Strollers.

Treadmills.

Vehicle modifications such as van lifts.

Video playes.

Whirlpools.

Physical Appearance
1. Cosmetic Procedures. See the definition in SectiGloddarizxamples include:

Liposuction or removal of fat deposits considered undesirable, including fat
accumulationnder the male breast and nipple.

Pharmacological regimens, nutritional procedures or treatments.

Scar or tattoo removal or revision procedures (such as salabrasion, chemosurgery
and other such skin abrasion procedures).

Sclerotherapy treatment of veins.

Hair removal or replacement by any means.

Treatments for skin wrinkles or any treatment to improve the appearance of the skin.
Treatment for spider veins.

Skin abrasion procedures performed as a treatment for acne.

Treatments for hair loss.

Varicose vein@atment of the lower extremities, when it is considered cosmetic.

2. Replacement of an existing intact breast implant if the earlier breast implant was
performed as a Cosmetic Proceddote: Replacement of an gtng breast implant is
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considered reconstructive if the initial breast implant followed mastectomy. See
Reconstructive Proce@eeson 6Additional Coverage Details

3. Physical conditioning programs sudlastic training, boeyuilding, exercise, fitness,
flexibility, health club memberships and programs, spa treatments and diversion or
general motivation.

4. Weight loss programs whether or not they are underain&gpervision or for medical
reasons, even if for morbid obesity.

5. Treatment of benign gynecomastia (abnormal breast enlargement in males).

Procedures and Treatments
1. Biofeedback.

2. Medical and surgical treatment of snoring, except when provided as a part of treatment
for documented obstructive sleep apnea.

3. Rehabilitation services and Manipulative Treatment to imprové geyscal
condition that are provided to reduce potential risk factors, where significant therapeutic
improvement is not expected, including routinesteyngor maintenance/preventive
treatment.

4. Outpatient cogitive rehabilitation therapy except as Medically Necessary following
traumatic brain Injury atroke

5. Excision or elimination of hanging skin on any part of the body. Examples include
plastic surgery procedures called abdominoplasty and brachioplasty.

6. Psychosurgery (lobotomy).

7. Standalone multdisciplinary smoking cessation programs. These are programs that
usually include health care providers specializing in smoking cessation and may include a
psychologist, social worker or other licensedrtified professional. The programs
usually include intensive psychological support, behavior modification techniques and
medications to control cravings.

8. Chelation therapy, except to treat heavy metal poisoning.

9. Physiological modalities and procesithat result in similar or redundant therapeutic
effects when performed on the same body region during the same visit or office
encounter.

10 The following treatments for obesity:

- Non-surgical treatment of obesity, even if for morbid obesity.
- Surgicalreatment of obesity even if there is a diagnosis of morbid.obesity

11 Medical and surgical treatment of excessive sweating (hyperhidrosis).
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12.Services for the evaluation and treatment of temporomandibular joint syndrome (TMJ),
whether the servis@re considered to be medical or dental in nature.

13 Upper and lower jawbone surgery, orthognathic surgery and jaw alignment. This
exclusion does not apply to reconstructive jaw surgery required for Covered Persons
because of a Congenital Anomaly, adenatic Injury, dislocation, tumors, cancer or
obstructive sleep apnea.

14. Breast reduction surgery that is determined to be a Cosmetic Procedure.

This exclusion does not apply to breast reduction surgery which the Claims
Administrator determines igjuested to treat a physiologic functional impairment or to
coverage required by Wwemen's Health and Cancer Rights Aébioivb898Benefits

are described undeeconstructive Proce@eesor6, Additional Coverage Detalls

15 Congenital Heart Disease surgery that is not receivedsigjiaated Provider

16. Habilitative services for maintenance/preventive treatment.
17. Intracellular micronutrient testing
Providers

1. Services perfored by a provider who is a family member by birth or marriage, including
your Spouse, brother, sister, parent or child. This includes any service the provider may
perform on himself or herself.

2. Services performdxy a provider with your same legal residence.
3. Services ordered or delivered by a Christian Science practitioner.

4. Services performed by an unlicensed provider or dgyraNio is operating outside of
the scope of his/her license.

5. Services provided at a Freestanding Facility or diagnostic fhaspitaFacility without
an order written by a Physician or other provider. Sewicdsare setfirected to a
Freestanding Facility or diagnostic Hospéaéd Facility. Services ordered by a
Physician or other provider who is an employee or representative of a Freestanding
Facility or diagnostic Hospitssed Facility, when thatyBitian or other provider:

- Has not been actively involved in your medical care prior to ordering the service.
- Is not actively involved in your medical care after the service is received.

This exclusion does not apply to mammography.

Reproduction

1. Healthcare services and related expenses for infertility treatments, including assisted
reproductive technology, regardless of the reason for the treatment.

2. The following services related to a Gestational Carrier or Surrogate:
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- All costs related to reproductieetiniques including:
A Assistive reproductive technology.
A Artificial insemination.
A Intrauterine insemination.
A Obtaining and transferring embryo(s).
- Health care services including:
A Inpatient or outpatient prenatal care and/or preventive care.
A Screenings and/aiagnostic testing.
A Delivery and postatal care.
The exclusion for the health care services listed above does not apply when the
Gestational Carrier or Surrogate is a Covered Person.

- All fees including:
A Screening, hiring and compensation of a Gestafiamr or Surrogate
including surrogacy agency fees.
A Surrogate insurance premiums.
A Travel or transportation fees.
3. The following services related to donor services for donor sperm, ovum (egg cell) or

oocytes (eggs), or embryos (fertilized eggs):

- Donor egsd The cost of donor eggs, including medical costs related to donor
stimulation and egg retrieval.
- Donor spernmd The cost of procurement and storage of donor sperm.
4. Storage and retrieval of all reproductive materials. Examples include eggs, sperm,

testicular tissue and ovarian tissue.
5. The reversal of voluntary sterilization.
6. In vitro fertilization regardless of the reason for treatment.

Services Provided under Another Plan
Services for which coverage is available:

1. Under another plan, except for Eligible Expenses payable as described in Section 10,
Coordination of Benefits.(COB)

2. Under workers' compensation, or similar legisléityou could elect it, or could have it
elected for you.

3. Services resulting from accidental bodily injuries arising out of a motor vehicle accident
to the extent the services are payable under a medica payerent provision of an
automobile insurance policy.

4. While on active military duty.

5. For treatment of military serviedated disabilities when you are legallyedrtitlother
coverage, and facilities are reasonably available to you.
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Transplants

1

Health services for organ and tissue transplants except those described under
Transplantation Semi&extion GAdditionaloverage Detailess UnitedHealthcare
determines the transplant to be appropriate according to UnitedHealthcare's transplant
guidelines.

Health services for transplants involving animal organs

Transplants that are not performed Resignated ProvidgiThis exclusion does not
apply to cornea transplants.)

Health services connected with the removal of an organ or tssyedrfor purposes
of a transplant to another person. (Donor costs that are directly related to organ removal
are payable for a transplant through the organ recipient's Benefits under the Plan.)

Travel

1

Healthservices provided in a foreign country, unless required as Emergency Health
Services.

Travel or transportation expenses, even if ordered by a Physician, except as identified
underTravel and Lodgmn8ectiory, Clinical Programs and Regalditesal travel

expenses related to Covered Health Services receive®é&signated Providaeray

be reimbursed at the Plan's discretion. This exclusion does not apply to ambulance
transportation for which Benefits are provided as describeddumui@ance Serinces
Section 6Additional Coverage Details

Types of Care

1

2.

3.

Custodial Care as defined in Sectiostbésanr maintenance care.
Domiciliary Care, as defined in SectioGliggsary.

Multi-disciplinary paimanagement programs provided on an inpatient basis for acute
pain or for exacerbation of chronic pain.

Private Duty Nursing.

Respite care. This exclusion does noy appéspite care that is part of an integrated

hospice care program of services provided to a terminally ill person by a licensed hospice
care agency for which Benefits are provided as describeldaspiee CameSection 6,
Additional Coverage Details

Rest cures.
Services of personal care attendants.

Work hardening (individualized treatment programs designed to pettaonao work
or to prepare a person for specific work).
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Vision and Hearing

1. Implantable lenses used only to correct a refractive error (such as Intacs corneal
implants).

2. Purchase cost and associated fitimptesting charges for hearing aids, Bone Anchor
Hearing Aids (BAHA) and all other hearing assistive devices.

3. Eye exercise or vision therapy

4. Surgery and other related treatment that is intended to correct nearsightedness,
farsightedness, presbigpopnd astigmatism including, but not limited to, procedures
such as laser and other refractive eye surgery and radial keratotomy.

5. Cost and associated fitting charges for eyeglasses or contact lenses except for initial pair
of eyeglasses pasttaractuggery.

All Other Exclusions
1. Autopsies and other coroner services and transportation services for a corpse.

2. Charges for:

Missed appointments.
Room or facilityeservations.
Completion of claim forms.
Record processing.

3. Charges prohibited by federal-&itkback or selfeferral statutes.
4. Diagnostic tests that are:

- Deliveredn other than a Physician's office or health care facility.
- Selfadministered home diagnostic tests, including but not limited to HIV and
Pregnancy tests.

5. Expenses for health services and supplies:

- That are rezived as a result of war or any act of war, whether declared or
undeclared, while part of any armed service force of any country. This exclusion
does not apply to Covered Persons who are civilians injured or otherwise affected by
war, any act of war orterism in a noswar zone.

- That are received after the date your coverage under this Plan ends, including health
services for medical conditions which began before the date your coverage under the
Plan ends.

- For which you have no legal responsibility toqudgr which a charge would not
ordinarily be made in the absence of coverage under this Benefit Plan.

- That exceed Eligible Expenses or any specified limitation in this SPD.
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6 In the event a NoiNetwork providewaives, does not pursue, or fails to collect the
Copayment, Coinsurance, any deductible or other amount owed for a particular health
service, no Benefits are provided for the health service for which the Copayment,
Coinsurance and/or deductible are waived.

7. Foreign language and sign language services.
8. Long term (more than 30 days) storage of blood, umbilical cord or other material.

9. Health services and supplies that do not meet the definition of a Covered Health Service
- see the definition in Section GdgssarZovered Health Services are those health
services including services, supplies or Pharmaceutical Products, @larhshe
Administrator determines to be all of the following:

- Medically Necessary.

- Described as a Covered Health Service in this SPD under Section 6, Additional
Coverage Details and in Section 5, Plan Highlights.

- Not otherwise excluded in this SPD underShidion 8, Exclusions and
Limitations.

10 Health services related to a+@overed Health Service: When a service is not a
Covered Health Service, all services related to th@brmered Health Service are also
excluded. This exclusion does not apply to services the Plan would otherwise determine
to be Covered Health Services if they are to treat complications that arise from the non
Covered Health Service.

For the purpose of this exclusion, a "complicatiom' usi@xpected or unanticipated
condition that is superimposed on an existing disease and that affects or modifies the
prognosis of the original disease or condition. Examples of a "complication” are
bleeding or infections, following a Cosmetic Procedateetiuire hospitalization.

11 Physical, psychiatric or psychological exams, testing, all forms of vaccinations and
immunizations or treatments when:

- Required solely for purposes of education, sports or canlpctessr or
employment, insurance, marriage or adoption; or as a result of incarceration.

- Conducted for purposes of medical research. This exclusion does not apply to
Covered Health Services provided during a Clinical Trial for which Benefits are
providedas described under Clinical Trials in Section 6, Additional Coverage Details.

- Related to judicial or administrative proceedings or orders.

- Required to obtain or maintain a license of any type.
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SECTION-CLAIMS ROCEDURES

What this section includes:
y° How Network and no#Network claims work.

Yy What to do if your claim is denied, in whole or in part.

Network Benefits

In generalif you receive Covered Health Services from a Network provider,
UnitedHealthcare will pay the Physician or facility directly. If a Network provider bills you
for any Covered Health Service other than your Copay or Coinsurance, please contact the
provideror call UnitedHealthcare at the phone number on your ID card for assistance.

Keep in mind, you are responsible for meeting the Annual Deductible and paying any Copay
or Coinsurance owed to a Network provider at the time of service, or when you rdiceive a bi
from the provider.

NonNetwork Benefits

If you receive a bill for Covered Health Services from-Betarork provideryou (or the

provider if they prefer) must send the bill to UnitedHealthcare for processing. To make sure
the claim is processed prdim@and accurately, a completed claim form must be attached

and mailed to UnitedHealthcare at the address on the back of your ID card.

If Your Provider Does Not File Your Claim

You can obtain a claim form by visitmgw.myuhc.com calling the tcfiree number on

your ID card or contacting Human Resourég®u do not have a claim form, simply

attach a brief letter of explanation to the bill, and verify that the bill contains the information
listed below. If any of these items are missing fronill{hy@b can include them in your

letter:

Yy Your name and address.

The patient's name, age and relationship to the Participant.

The number as shown on your ID card.

The name, address and tax identification number of the provider of the service(s).

A diagnos from the Physician.

The date of service.

SIS XS

An itemized bill from the provider that includes:

- The Current Procedural Terminology (CPT) codes.

- A description of, and the charge for, each service.

- The date the Sickness or Injury began.

- A statement indicatingleer that you are, or you are not, enrolled for coverage
under any other health insurance plan or program. If you are enrolled for other
coverage you must include the name and address of the other carrier(s).
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Failure to provide all the information listedve may delay any reimbursement that may be
due you.

For medical claims, the above information should be filed with UnitedHealthcare at the
address on your ID card.

After UnitedHealthcare has processed your claim, you will receive payment fohBenefits t
the Plan allows. It is your responsibility to pay théletmork provider the charges you
incurred, including any difference between what you were billed and what the Plan paid.

Payment of Benefits

When you assign your Benefits under the Plan teMateork provider with
UnitedHealthcare 's consent, and theMetwork provider submits a claim for payment,

you and the nehletwork provider represent and warrant that the Covered Health Services
were actually provided and were medically appropriate.

To be recognized as a valid assignment of Benefits under the Plan, the assignment must
reflect the Cover ed PNewalprodder wdlgereptidechalit t hat
the Covered Personds rights undad®includinge Pl an a
l egally required notices and procedur al revi
and that the Covered Person will no longer be entitled to those rights. If an assignment form

does not comply with this requirement, but directydatoenefit payment should be

made directly to the provider, UnitedHealthcare may in its discretion make payment of the
benefits directly to the provider for your convenience, but will treat you, rather than the

provider, as the beneficiary of your clHiBenefits are assigned or paymentriomna

Networkprovider is made, Clermont County reserves the right to offset Benefits to be paid

to the provider by any amounts that the provider owes Clermont County (including amounts

owed as aresult of the assignnt of ot her plansd overpayment
pursuant tdrefund of Overpaymegstion 1@Coordination of Benefits

UnitedHealthcare will pay Benefits to you unless:

Yy The provider submits a claim form to UnitedHealthcare that yoprbened signed
authorization to assign Benefits directly to that provider.

Yy You make a written request for the-4hN&twork provider to be paid directly at the time
you submit your claim.

UnitedHealthcare will only pay Benefits to you or, with writterrizattom by you, your
Provider, and not to a third party, even if your provider purports to have assigned Benefits
to that third party.

Form of Payment of Benefits

Payment of Benefits under the Plan shall be in cash or cash equivalents, or in the form of
other consideration that UnitedHealthcare in its discretion determines to be adequate. Where
Benefits are payable directly to a provider, such adequate consideration includes the
forgiveness in whole or in part of amounts the provider owes to other iplamsHo
UnitedHealthcare makes payments, where the Plan has taken an assignment of the other
plans' recovery rights for value.
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Health Statements

Each month in which UnitedHealthcare processes at least one claim for you or a covered
Dependent, you will rage a Health Statement in the mail. Health Statements make it easy
for you to manage your family's medical costs by providing claims informatietoin easy
understand terms.

If you would rather track claims for yourself and your covered Dependentganlimay
do so atvww.myuhc.com You may also elect to discontinue receipt of paper Health
Statements by making the appropriate selection on this site.

Explanation of Benefits (EOB)

You may request that UnitedHealthcare send you a paper copy of atidxpfana

Benefits (EOB) after processing the claim. The EOB will let you know if there is any portion
of the claim you need to pay. If any claims are denied in whole or in part, the EOB will
include the reason for the denial or partial payment. If youlikeyddper copies of the

EOBs, you may call the tbkbe number on your ID card to request them. You can also

view and print all of your EOBs onlinevatw.myuhc.com See Section 1@lossarfor

the definition of Explanation of Benefits.

Important - Timely Filing of Non -Network Claims
All claim forms for noiNetwork services must be submitted within 12 months aftef the

date of service. Otherwise, the Plan will not pay any Benefits for that Eligible Expense, or
Benefits will be reduced, as determiyddristedHealthcar& his 12month requiremen
does not apply if you are legally incapacitated. If your claim relates to an Inpatiept Stay,
the date of service is the date your Inpatient Stay ends.

Claim Denials and Appeals

If Your Claim is Denied

If a clam for Benefits is denied in part or in whole, you may call UnitedHealthcare at the
number on your ID card before requesting a formal appeal. If UnitedHealthcare cannot
resolve the issue to your satisfaction over the phone, you have the right tanfle a for
appeal as described below.

How to Appeal a Denied Claim

If you wish to appeal a denied-peevice request for Benefits, gmstvice claim or a

rescission of coverage as described below, you or your authorized representative must
submit your appeal writing within 180 days of receiving the adverse benefit determination.
You do not need to submit urgent care appeals in writing. This communication should
include:

Yy The patient's name and ID number as shown on the ID card.

Yy The provider's name.

Yy The date omedical service.

y' The reason you disagree with the denial.
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Yy Any documentation or other written information to support your request.
You or your authorized representative may send a written request for an appeal to:
UnitedHealthcareAppeals

P.O. Box 30432
Salt Lake City, Utah 8413432

For urgent care requests for Benefits that have been denied, you or your provider can call
UnitedHealthcare at the tbiée number on your ID card to request an appeal.

Types of claims
The timing of the claims appeal pssas based on the type of claim you are appeajing.
If you wish to appeal a claim, it helps to understand whether it is an:
Yy Urgent care request for Benefits.

Yy Preservice request for Benefits.
Yy Postservice claim.

Yy~ Concurrent claim.

Urgent Appeals thatRequire Immediate Action

Your appeal may require immediate action if a delay in treatment could significantly increase
the risk to your health, or the ability to regain maximum function, or cause severe pain. If
your situation is urgent, your review wilcbnducted as quickly as possible. If you believe

your situation is urgent, you may request an expedited review, and, if applicable, file an
external review at the same time. For help call the Claims Administrator at the number listed
on your health plaib card. Generally, an urgent situation is when your life or health may

be in serious jeopardy. Or when, in the opinion of your doctor, you may be experiencing
severe pain that cannot be adequately controlled while you wait for a decision on your claim
or appeal.

Review of an Appeal

UnitedHealthcare will conduct a full and fair review of your appeal. The appeal may be
reviewed by:

Yy An appropriate individual(s) who did not make the initial benefit determination.

Yy A health care professional with approprigieréze who was not consulted during the
initial benefit determination process.

Once the review is complete, if UnitedHealthcare upholds the denial, you will receive a
written explanation of the reasons and facts relating to the denial.

Filing a Second Apeal

Your Plan offers two levels of appeal. If you are not satisfied with the first level appeal
decision, you have the right to request a second level appeal from UnitedHealthcare within
60 days from receipt of the first level appeal determination.
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Note: Upon written request and free of charge, any Covered Persons may examine their
claim and/or appeals file(s). Covered Persons may also submit evidence, opinions and
comments as part of the internal claims review process. UnitedHealthcare will review all
clams in accordance with the rules established bySh®epartment of Lakoy Covered

Person will be automatically provided, free of charge, and sufficiently in advance of the date
on which the notice of final internal adverse benefit determinaéquired, with: (i) any

new or additional evidence considered, relied upon or generated by the Plan in connection
with the claim; and, (ii) a reasonable opportunity for any Covered Person to respond to such
new evidence or rationale.

Federal Extern&eview Program

If, after exhausting your internal appeals, you are not satisfied with the determination made
by UnitedHealthcarer if UnitedHealthcaffeils to respond to your appeal in accordance

with applicable regulations regarding timing, youerentitled to request an external

review of UnitedHealthc&aletermination. The process is available at no charge to you.

If one of the above conditions is met, you may request an external review of adverse benefit
determinations based upon any of tflewing:

y  Clinical reasons.

Yy The exclusions for Experimental or Investigational Service(s) or Unproven Service(s).

Yy Rescission of coverage (coverage that was cancelled or discontinued retroactively).

Yy As otherwise required by applicable law.

You or your repsentative may request a standard external review by sending a written
request to the address set out in the determination letter. You or your representative may
request an expedited external review, in urgent situations as detailed below, by calling the
number on your ID card or by sending a written request to the address set out in the
determination letter. A request must be made within four months after the date you received
UnitedHealthcal® decision.

An external review request should include alédbtlowing:

A specific request for an external review.
The Covered Person's name, address, and insurance 1D number.

Your designated representative's name and address, when applicable.

<SS

The service that was denied.
Yy Any new, relevant information that waspmovided during the internal appeal.

An external review will be performed by an Independent Review Organization (IRO).
UnitedHealthcare has entered into agreements with three or more IROs that have agreed to
perform such reviews. There are two types@inek reviews available:

y A standard external review.
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Yy An expedited external review.

Standard External Review
A standard external review is comprised of all of the following:

y A preliminary review by UnitedHealthcare of the request.
y A referral of the requesy UnitedHealthcare to the IRO.
Yy A decision by the IRO.

Within the applicable timeframe after receipt of the request, UnitedHealthcare will complete
a preliminary review to determine whether the individual for whom the request was
submitted meets all ofetliollowing:

Yy Is or was covered under the Plan at the time the health care service or procedure that is
at issue in the request was provided.

Yy Has exhausted the applicable internal appeals process.

Yy Has provided all the information and forms required sttit@dHealthcare may
process the request.

After UnitedHealthcare completes the preliminary review, UnitedHealthcare will issue a
notification in writing to you. If the request is eligible for external review, UnitedHealthcare
will assign an IRO to condwseich review. UnitedHealthcare will assign requests by either
rotating claims assignments among the IROs or by using a random selection process.

The IRO will notify you in writing of the request's eligibility and acceptance for external
review. You may sulitnm writing to the IRO within ten business days following the date of
receipt of the notice additional information that the IRO will consider when conducting the
external review. The IRO is not required to, but may, accept and consider additional
informaion submitted by you after ten business days.

UnitedHealthcare will provide to the assigned IRO the documents and information
considered in making UnitedHealtheadetermination. The documents include:

y All relevant medical records.
y  All other documentlied upon by UnitedHealthcare

y  All other information or evidence that you or your Physician submitted. If there is any
information or evidence you or your Physician wish to submit that was not previously
provided, you may include this information wotlr external review request and
UnitedHealthcare will include it with the documents forwarded to the IRO.

In reaching a decision, the IRO will review the claim as new and not be bound by any
decisions or conclusions reached by UnitedHealtiibartRO wi provide written notice

of its determination (the "Final External Review Decision") within 45 days after it receives
the request for the external review (unless they request additional time and you agree). The
IRO will deliver the notice of Final ExtdrRaview Decision to you and UnitedHealthcare,

and it will include the clinical basis for the determination.
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Upon receipt of a Final External Review Decision reversing

UnitedHealthcardetermination, the Plan will immediately provide coverage or payment f
the benefit claim at issue in accordance with the terms and conditions of the Plan, and any
applicable law regarding plan remedies. If the Final External Review Decision is that
payment or referral will not be made, the Plan will not be obligatedde penefits for

the health care service or procedure.

Expedited External Review

An expedited external review is similar to a standard external review. The most significant
difference between the two is that the time periods for completing certais pbthen

review process are much shorter, and in some instances you may file an expedited external
review before completing the internal appeals process.

You may make a written or verbal request for an expedited external review if you receive
either of thdollowing:

Yy An adverse benefit determination of a claim or appeal if the adverse benefit
determination involves a medical condition for which the time frame for completion of
an expedited internal appeal would seriously jeopardize the life or health of the
individual or would jeopardize the individual's ability to regain maximum function and
you have filed a request for an expedited internal appeal.

y A final appeal decision, if the determination involves a medical condition where the
timeframe for completioof a standard external review would seriously jeopardize the
life or health of the individual or would jeopardize the individual's ability to regain
maximum function, or if the final appeal decision concerns an admission, availability of
care, continuedag/, or health care service, procedure or product for which the
individual received emergency services, but has not been discharged from a facility.

Immediately upon receipt of the request, UnitedHealthcare will determine whether the
individual meets bottf the following:

Yy Is or was covered under the Plan at the time the health care service or procedure that is
at issue in the request was provided.

Yy Has provided all the information and forms required so that UnitedHealthcare may
process the request.

After UnitedHealthcare completes the review, UnitedHealthcare will immediately send a
notice in writing to you. Upon a determination that a request is eligible for expedited
external review, UnitedHealthcare will assign an IRO in the same manner UnitedHealthcare
utilizes to assign standard external reviews to IROs. UnitedHealthcare will provide all
necessary documents and information considered in making the adverse benefit
determination or final adverse benefit determination to the assigned IRO electronjically or b
telephone or facsimile or any other available expeditious method. The IRO, to the extent the
information or documents are available and the IRO considers them appropriate, must
consider the same type of information and documents considered in aestégrtatd

review.
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In reaching a decision, the IRO will review the claim as new and not be bound by any
decisions or conclusions reached by UnitedHealthbartRO will provide notice of the

final external review decision for an expedited externalas\aepeditiously as the

claimant's medical condition or circumstances require, but in no event more than 72 hours
after the IRO receives the request. If the initial notice is not in writing, within 48 hours after
the date of providing the initial notidee aissigned IRO will provide written confirmation of
the decision to you and to UnitedHealthcare.

You may contact UnitedHealthcare at thdresl number on your ID card for more
information regarding external review rights, or if making a verbalfrrcarestxpedited
external review.

Timing of Appeals Determinations

Separate schedules apply to the timing of claims appeals, depending on the type of claim.
There are three types of claims:

Yy Urgent care request for Benefiisrequest for Benefits provideadtonnection with
urgent care services.

Yy PreService request for Benefitsrequest for Benefits which the Plan must approve or
in which you must notify UnitedHealthcare beforeungant care is provided.

Yy PostService a claim for reimbursement of twst of norurgent care that has already
been provided.

Please note that the decision is based only on whether or not Benefits are available under the
Plan for the proposed treatment or procedure.

You may have the right to external review througidapndent Review Organ{#at)n

upon the completion of the internal appeal process. Instructions regarding any such rights,
and how to access those rights, will be provided in the Claims Administrator's decision letter
to you.

The tables below describe tme frames which you and UnitedHealthcare are required to
follow.

Urgent Care Request for Benefits

Type of Request for Benefits or Appeal Timing

If your request for Benefits is incomplete, UnitedHealthc

must notify you within: 24 hours

48 hoursafter
You musthen provide completed request for Benefits to| receiving notice of
UnitedHealthcare within: additional informatior]
required
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Urgent Care Request for Benefits

Type of Request for Benefits or Appeal

Timing

UnitedHealthcare must notify you of the benefit
determination within:

72 hours

If UnitedHealthcare denies yoequest for Benefits, you
must appeal an adverse benefit determination no later th

180 daysfter
receiving the advers;
benefit determinatior]

UnitedHealthcare must notify you of the appeal decision
within:

72 hoursafter
receiving the appea

“You donot need to submit urgent care appeals in writing. You should call UnitedHealtl

soon as possible to appeal an urgent care request for Benefits.

Pre-Service Request for Benefits

Type of Request for Benefits or Appeal Timing
If your request foBenefits is filed improperly, 5 davs
UnitedHealthcare must notify you within: y
If your request for Benefits is incomplete, UnitedHealthc

: e 15 days
must notify you within:
You must then provide completed request for Benefits 45 davs
information toUnitedHealthcare within: y
UnitedHealthcare must notify you of the benefit determination:
y if the initial request for Benefits is complete, within: 15 days
y after receiving the completed request for Benefits (if

15 days

initial request for Benefitsmeomplete), within:

You must appeal an adverse benefit determination no la
than:

180 daysafter
receiving the advers;
benefit determinatior

UnitedHealthcare must notify you of the first level appea
decision within:

15 daysafter receiving
the first level appeal

You must appeal the first level appeal (file a second leve
appeal) within:

60 daysafter receiving
the first level appeal
decision
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Pre-Service Request for Benefits

Type of Request for Benefits or Appeal Timing

UnitedHealthcare must notify you of the second level ap| 15 daysafter receiving
decision within: the second level appe

*UnitedHealthcare may require a-time extension for the initial claim determination, of n
more than 15 days, only if more time is needed due to circumstances beyond control ¢

PostServiceClaims

Type of Claim or Appeal Timing
If_yo_ur. claim is incomplete, UnitedHealthcare must notify 30 days
within:
You must then provide completed claim information to 45 days

UnitedHealthcare within:

UnitedHealthcare must notify you of the bedefiermination:

y if the initial claim is complete, within: 30 days

Yy after receiving the completed claim (if the initial claim

incomplete), within: 30 days

180 daysfter
receiving the advers;
benefit determinatior

You must appeal an adverse benefit determination no la
than:

UnitedHealthcare must notify you of the first level appea 30 daysafter receiving
decision within: the first level appeal

60 daysafter receiving
the first level appeal
decision

You must appeal the first level appeal (file a second leve
appeal) within:

UnitedHealthcare must notify you of the second level ap| 30 daysafter receiving
decision within: the second level appe

Concurrent Care Claims

If an ongoing course of treatment was previagbyoved for a specific period of time or

number of treatments, and your request to extend the treatment is an urgent care request for
Benefits as defined above, your request will be decided within 24 hours, provided your
request is made at least 24 hpuos to the end of the approved treatment.

UnitedHealthcare will make a determination on your request for the extended treatment
within 24 hours from receipt of your request.
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If your request for extended treatment is not made at least 24 hours ientbdahthe
approved treatment, the request will be treated as an urgent care request for Benefits and
decided according to the timeframes described above. {jam@mrourse of treatment

was previously approved for a specific period of time or nahtbEatments, and you

request to extend treatment in a-oogent circumstance, your request will be considered a
new request and decided according tegepgice or prservice timeframes, whichever
applies.

Limitation of Action

You cannot bring any kEgaction against Clermont County or the Claims Administrator to
recover reimbursement until 90 days after you have properly submitted a request for
reimbursement as described in this section and all required reviews of your claim have been
completed. Ifgu want to bring a legal action against Clermont County or the Claims
Administrator, you must do so within three years from the expiration of the time period in
which a request for reimbursement must be submitted or you lose any rights to bring such
an adbn against Clermont County or the Claims Administrator.

You cannot bring any legal action against Clermont County or the Claims Administrator for
any other reason unless you first complete all the steps in the appeal process described in
this section. Aéir completing that process, if you want to bring a legal action against
Clermont County or the Claims Administrator you must do so within three years of the date
you are notified of the final decision on your appeal or you lose any rights to bring such an
action against Clermont County or the Claims Administrator.
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SECTION H@OORDIATION OF BENEFITOB}

What this section includes:
Yy~ How your Benefits under this Plan coordinate with other medical plans.

Yy~ How coverage is affected if you become eligible for Medicare.

Yy Procedures in the event the Plan overpays Benefits.

Benefits When You Have Coverage under More than One Plan

This section ekscribes how Benefits under the Plan Sponsoffau8déd group medical
benefit plan will be coordinated with those of any other plan that provides benefits to you.

When Does Coordination of Benefits Apply?

ThisCoordination of Benefits f@@B)jon aplies when a person has health care coverage
under more than one Plan. Plan is defined below.

The order of benefit determination rules below govern the order in which each Plan will pay
a claim for benefits.

Yy Primary Plan The Plan that pays first isedlihe Primary Plan. The Primary Plan must
pay benefits in accordance with its policy terms without regard to the possibility that
another Plan may cover some expenses.

Yy Secondary PlanThe Plan that pays after the Primary Plan is the Secondary Plan. The
Secondary Plan may reduce the benefits it pays so that payments from all Plans do not
exceed 100% of the total Allowable Expense. Allowable Expense is defined below.

Definitions
For purposes of this section, terms are defined as follows:

A. Plan. A Plan isny of the following that provides benefits or services for medical,
pharmacy or dental care or treatment. If separate contracts are used to provide
coordinated coverage for members of a group, the separate contracts are considered
parts of the same plandathere is no COB among those separate contracts.

1. Planincludes: group and Fgmoup insurance contracts, health maintenance
organization (HMO) contracts, closed panel plans or other forms of group or group
type coverage (whether insured or uninsuredicaheare components of leng
term care contracts, such as skilled nursing care; medical benefits under group or
individual automobile contracts; and Medicare or any other federal governmental
plan, as permitted by law.

2. Plan does not include: hospital mdiy coverage insurance or other fixed
indemnity coverage; accident only coverage; specified disease or specified accident
coverage; limited benefit health coverage, as defined by state law; school accident
type coverage; benefits for moadical componénof longterm care policies;

Medicare supplement policies; Medicaid policies; or coverage under other federal
governmental plans, unless permitted by law.
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Each contract for coverage under 1. or 2. above is a separate Plan. If a Plan has two
parts and CORBules apply only to one of the two, each of the parts is treated as a
separate Plan.

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

C. Order of Benefit Determination Rules The order of benefit determination rules
determine whether This Plan is a Primary Plan or Secondary Plan when the person has
health care coveragedenmore than one Plan. When This Plan is primary, it
determines payment for its benefits first before those of any other Plan without
considering any other Plan's benefits. When This Plan is secondary, it determines its
benefits after those of anothemPd@md may reduce the benefits it pays so that all Plan
benefits do not exceed 100% of the total Allowable Expense.

D. Allowable Expense For the purposes of COB, an Allowable Expense is a health care
expense, including deductibles, coinsurance and cogayinatmeets the definition
of a Covered Health Service under This Plan. When a Plan provides benefits in the
form of services, the reasonable cash value of each service will be considered an
Allowable Expense and a benefit paid. An expense thataseretdcby any Plan
covering the person is not an Allowable Expense. In addition, any expense that a
provider by law or according to contractual agreement is prohibited from charging a
Covered Person is not an Allowable Expense.

When the provider is a Netskqrovider for both the primary plan and this Plan, the

all owabl e expense is the primary plands netw
provider for the primary plan and a #gtwork provider for this Plan, the allowable

expense i s gneteorkpatei Whemn the prpvider rs @Metwork provider

for the primary plan and a Network provider for this Plan, the allowable expense is the

reasonable and customary charges allowed by the primary plan. When the provider is a non
Network provider foboth the primary plan and this Plan, the allowable expense is the
greater of the two Plansd reasonabl e and cus
Medi care, please also refer to the discussio
Allowalh e Expense When this Plan is Secondary tc

The following are examples of expenses or services that are not Allowable Expenses:

1. The difference between the cost of a-peivate hospital room and a private room
is not an Allowable Expense untass of the Plans provides coverage for private
hospital room expenses.

2. If a person is covered by two or more Plans that compute their benefit payments on
the basis of usual and customary fees or relative value schedule reimbursement
methodology or othemsilar reimbursement methodology, any amount in excess of
the highest reimbursement amount for a specific benefit is not an Allowable
Expense.
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3. If a person is covered by two or more Plans that provide benefits or services on the
basis of negotiated feesaamount in excess of the highest of the negotiated fees is
not an Allowable Expense.

4. If a person is covered by one Plan that calculates its benefits or services on the basis
of usual and customary fees or relative value schedule reimbursement methodology
or other similar reimbursement methodology and another Plan that provides its
benefits or services on the basis of negotiated fees, the Primary Plan's payment
arrangement shall be the Allowable Expense for all Plans. However, if the provider
has contractedith the Secondary Plan to provide the benefit or service for a
specific negotiated fee or payment amount that is different than the Primary Plan's
payment arrangement and if the provider's contract permits, the negotiated fee or
payment shall be the Alldvi& Expense used by the Secondary Plan to determine its
benefits.

5. The amount of any benefit reduction by the Primary Plan because a Covered Person
has failed to comply with the Plan provisions is not an Allowable Expense.

Examples of these types of plaovsions include second surgical opinions,
precertification of admissions and preferred provider arrangements.

Closed Panel PlanClosed Panel Plan is a Plan that provides health care benefits to
Covered Persons primarily in the form of services theopaihel of providers that

have contracted with or are employed by the Plan, and that excludes benefits for
services provided by other providers, except in cases of emergency or referral by a panel
member.

Custodial Parent Custodial Parent is the parawarded custody by a court decree or,
in the absence of a court decree, is the parent with whom the child resides more than
one half of the calendar year excluding any temporary visitation.

What Are the Rules for Determining the Order of Benefit P&/ments

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

A.

B.

The Primary Plan pays or provides its benefits according to its terms of coverage and
without regard to the benefits under any otlzar. P

Except as provided in the next paragraph, a Plan that does not contain a coordination of
benefits provision that is consistent with this provision is always primary unless the
provisions of both Plans state that the complying plan is primary.

Coveragéhat is obtained by virtue of membership in a group that is designed to
supplement a part of a basic package of benefits and provides that this supplementary
coverage shall be in excess of any other parts of the Plan provided by the contract

holder. Examigs of these types of situations are major medical coverages that are
superimposed over base plan hospital and surgical benefits and insurance type coverages
that are written in connection with a Closed Panel Plan to provadenetwork

benefits.

A Planmay consider the benefits paid or provided by another Plan in determining its
benefits only when it is secondary to that other Plan.
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D. Each Plan determines its order of benefits using the first of the following rules that
apply:

1. Non-Dependent or DependentThe Plan that covers the person other than as a
dependent, for example as an employee, former employee under COBRA,
policyholder, subscriber or retiree is the Primary Plan and the Plan that covers the
person as a dependent is the Secondary Plan. Howkegrerson is a Medicare
beneficiary and, as a result of federal law, Medicare is secondary to the Plan covering
the person as a dependent; and primary to the Plan covering the person as other than
a dependent (e.g. a retired employee); then the dodeebfs between the two
Plans is reversed so that the Plan covering the person as an employee, policyholder,
subscriber or retiree is the Secondary Plan and the other Plan is the Primary Plan.

2. Dependent Child Covered Under More Than One Coverage Pladnless there
is a court decree stating otherwise, plans covering a dependent child shall determine
the order of benefits as follows:

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

(1) The Plarof the parent whose birthday falls earlier in the calendar year is the
Primary Plan; or

(2) If both parents have the same birthday, the Plan that covered the parent
longest is the Primary Plan.

b) For a dependent child whose parents are divorced or separaetbhivdng

together, whether or not they have ever been married:

(1) If a court decree states that one of the parents is responsible for the
dependent child's health care expenses or health care coverage and the Plan
of that parent has actual knowledg&a$e¢ terms, that Plan is primary. If
the parent with responsibility has no health care coverage for the dependent
child's health care expenses, but that parent's spouse does, that parent's
spouse's plan is the Primary Plan. This shall not apply withteeapgc
plan year during which benefits are paid or provided before the entity has
actual knowledge of the court decree provision.

(2) If a court decree states that both parents are responsible for the dependent
child's health care expenses or health camgeythe provisions of
subparagraph a) above shall determine the order of benefits.

(3) If a court decree states that the parents have joint custody without specifying
that one parent has responsibility for the health care expenses or health care
coverage dhe dependent child, the provisions of subparagraph a) above
shall determine the order of benefits.

(4) If there is no court decree allocating responsibility for the child's health care
expenses or health care coverage, the order of benefits for the ahild are
follows:

(a) The Plan covering the Custodial Parent.
(b) The Plan covering the Custodial Parent's spouse.
(c) The Plan covering the n@ustodial Parent.
(d) The Plan covering the n@ustodial Parent's spouse.
c) For a dependent child covered under more than one jalivafuals who are
not the parents of the child, the order of benefits shall be determined, as
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applicable, under subparagraph a) or b) above as if those individuals were parents
of the child.

d) (i) For a dependent child who has coverage under eithenorpoar ent sd pl an
and al so has his or her own coverage as
rule in paragraph (5) applies.

(ii) I n the event the dependent chil d
the same date as t hendlempeaidtemder chn | W@t
plans, the order of benefits shall be determined by applying the birthday rule in

subparagraph (a) to the dependent child

0s
s h

3. Active Employee or Retired or Laigoff Employee The Plan thatovers a
person as an active employee, that is, an employee who is neither laid off nor retired
is the Primary Plan. The same would hold true if a person is a dependent of an active
employee and that same person is a dependent of a retiredfbetajbyee. If
the other Plan does not have this rule, and, as a result, the Plans do not agree on the
order of benefits, this rule is ignored. This rule does not apply if the rule labeled D.1.
can determine the order of benefits.

4. COBRA or State Continuation Cograge If a person whose coverage is provided
pursuant to COBRA or under a right of continuation provided by state or other
federal law is covered under another Plan, the Plan covering the person as an
employee, member, subscriber or retiree or covezipgrgon as a dependent of an
employee, member, subscriber or retiree is the Primary Plan, and the COBRA or
state or other federal continuation coverage is the Secondary Plan. If the other Plan
does not have this rule, and as a result, the Plans deaairatire order of
benefits, this rule is ignored. This rule does not apply if the rule labeled D.1. can
determine the order of benefits.

5. Longer or Shorter Length of Coveragelhe Plan that covered the person the
longer period of time is the Primary Plaohthe Plan that covered the person the
shorter period of time is the Secondary Plan.

6. If the preceding rules do not determine the order of benefits, the Allowable
Expenses shall be shared equally between the Plans meeting the definition of Plan.
In addition, This Plan will not pay more than it would have paid had it been the
Primary Plan.

Effect on the Benefits of This Plan

A. When This Plan is secondary, it may reduce its benefits so that the total benefits paid or
provided by all Plans are not more thatata¢ Allowable Expenses. In determining
the amount to be paid for any claim, if the Secondary Plan would have paid the same
amount or less than the Primary Plan paid, This Plan pays no Benefits; If the Secondary
Plan would have paid more than the Prifkny paid, This Plan will pay the difference;
and apply that amount to any Allowable Expense under its Plan that is unpaid by the
Primary Plan. The Secondary Plan may then reduce its payment by the amount so that,
when combined with the amount paid byRhmnary Plan, the total benefits paid or
provided by all Plans for the claim may be less than the total Allowable Expense for that
claim. In addition, the Secondary Plan shall credit to its plan deductible any amounts it
would have credited to its deduetiip the absence of other health care coverage.
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B. If a Covered Person is enrolled in two or more Closed Panel Plans and if, for any reason,
including the provision of service by a-panel provider, benefits are not payable by
one Closed Panel Plan, COBIhot apply between that Plan and other Closed Panel
Plans.

C. This Coverage Plan reduces its benefits as described below for Covered Persons who are
eligible for Medicare when Medicare would be the Primary Plan.

Medicare benefits are determined as ititharhount that would have been payable
under Medicare was actually paid under Medicare, even if:

- The person is entitled but not enrolled in Medicare. Medicare benefits are
determined as if the person were covered under Medicare.

- The person is enrolledarMedicare Advantage (Medicare Part C) plan and receives
non-covered services because the person did not follow all rules of that plan.
Medicare benefits are determined as if the services were covered under Medicare.

- The person receives services from ageowho has elected to apit of
Medicare. Medicare benefits are determined as if the services were covered under
Medicare and the provider had agreed to limit charges to the amount of charges
allowed under Medicare rules.

- The services are providedmy &acility that is not eligible for Medicare
reimbursements, including a Veterans Administration facility, facility of the
Uniformed Services, or other facility of the federal government. Medicare benefits
are determined as if the services were prowdethbility that is eligible for
reimbursement under Medicare.

- The person is enrolled under a plan with a Medicare Medical Savings Account.
Medicare benefits are determined as if the person were covered under Medicare.

Important: If you are eligible for@dicare on a primary basis (Medicare pays before

Benefits under this Coverage Plan), you should enroll for and maintain coverage under

both Medicare Part A and Part B. If you don't enroll and maintain that coverage, and if

This Plan is secondary to Medi¢dihis Plan will pay Benefits under this Coverage Plan

as if you were covered under both Medicare Part A and Part B. As a resultpfrour out

pocket costs will be higher.

If you have not enrolled in Medicare, Benefits will be determined as if you timely
enrolled in Medicare and obtained services from a Medicare participating provider if
either of the following applies:

- You are eligible for, but not enrolled in, Medicare and this Coverage Plan is

secondary to Medicare.
- You have enrolled in Medicare but ceoim obtain services from a doctor that

optsout of the Medicare program.
When calculating this Coverage Plan's Benefits in these situations for administrative
convenience, the Claims Administrator may, as the Claims Administrator determines,
treattheppvi der 6s bill ed charges, rather than t
Medicare limiting charge, as the Allowable Expense for both this Coverage Plan and
Medicare.
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Right to Receive and Release Needed Information

Certain facts about health care coverageeandes are needed to apply these COB rules

and to determine benefits payable under This Plan and other Plans. The Claims
Administrator may get the facts the Claims Administrator needs from, or give them to, other
organizations or persons for the purpdseplying these rules and determining benefits
payable under This Plan and other Plans covering the person claiming benefits.

This Plan need not tell, or get the consent of, any person to do this. Each person claiming
benefits under This Plan must give@haims Administrator any facts the Claims
Administrator needs to apply those rules and determine benefits payable. If you do not
provide the Claims Administrator the information the Claims Administrator needs to apply
these rules and determine the Bengéiyable, your claim for Benefits will be denied.

Payments Made

A payment made under another Plan may include an amount that should have been paid
under This Pl an. I f it does, the Cl ai ms Admi
that amount to th organization that made the payment. That amount will then be treated as
though it were a benefit paid under This Plan. This Plan will not have to pay that amount

again. The term "payment made" includes providing benefits in the form of services, in

whichcase "payment made" means reasonable cash value of the benefits provided in the

form of services.

Does This Plan Have the Right of Recovery?

If the amount of the payments This Plan made is more than This Plan should have paid
under this COB provision, BiPlan may recover the excess from one or more of the
persons This Plan have paid or for whom This Plan have paid; or any other person or
organization that may be responsible for the benefits or services provided for you. The
"amount of the payments mad&tludes the reasonable cash value of any benefits provided
in the form of services.

Overpayment and Underpayment of Benefits

If you are covered under more than one medical plan, there is a possibility that the other
plan will pay a benefit that the Plaoutd have paid. If this occurs, the Plan may pay the
other plan the amount owed.

If the Plan pays you more than it owes under this COB provision, you should pay the excess
back promptly. Otherwise, the Plan Sponsor may recover the amount in the fary) of sa
wages, or benefits payable under any Plan Spurmded benefit plans, including this Plan.

The Plan Sponsor also reserves the right to recover any overpayment by legal action or
offset payments on future allowable expenses.

If the Plan overpays adith care provider, the Plan reserves the right to recover the excess
amount from the provider pursuant to Refund of Overpayments, below.
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Refund of Overpayments

If the Plan pays for Benefits for expenses incurred on account of you, you, or any other
person or organization that was paid, must make a refund to the Plan if:

y The Pl ands obligation to pay Benefits was
legally owed and paid by you, but all or some of the expenses were not paid by you or
did not legdy have to be paid by you.

y All or some of the payment the Plan made exceeded the Benefits under the Plan.
y All or some of the payment was made in error.

The amount that must be refunded equals the amount the Plan paid in excess of the amount
that should hasbeen paid under the Plan. If the refund is due from another person or
organization, you agree to help the Plan get the refund when requested.

If the refund is due from you and you do not promptly refund the full amount owed, the

Plan may recover the gvayment by reallocating the overpaid amount to pay, in whole or

in part, future Benefits for you that are payable under the Plan. If the refund is due from a
person or organization other than you, the Plan may recover the overpayment by
reallocating the evpaid amount to pay, in whole or in part, (i) future Benefits that are
payable in connection with services provided to other Covered Persons under the Plan; or
(i) future Benefits that are payment in connection with services provided to persons under
other plans for which the Claims Administrator processes payments, pursuant to a
transaction in which the Plands overpaymen
in exchange for such plans® remittance of
reallocated payment amount will either:

t
t h

Yy equal the amount of the required refund, or

y if less than the full amount of the required refund, will be deducted from the amount of
refund owed to the Plan.

The Plan may have other rights in addition to the ogbaliocate overpaid amounts and
other enumerated rights, including the right to commence a legal action.
How Are Benefits Paid When This Plan is Secondary to Medicare?

If This Plan is secondary to Medicare, then Benefits payable under This Plaasedl be b
on Medicare's reduced benefits.

What is Different When You Qualify for Medicare?

Determining Which Plan is Primary When You Qualify for Medicare

As permitted by law, this Plan will pay Benefits second to Medicare when you become
eligible for Medicareven if you don't elect it. There are, however, Meelicaloée
individuals for whom the Plan pays Benefits first and Medicare pays benefits second:

y Employees with active current employment status age 65 or older and their Spouses age
65 or older (hoewver, domestic partners are excluded as provided by Medicare).
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y Individuals with endtage renal disease, for a limited period of time.

Yy Disabled individuals under age 65 with current employment status and their Dependents
under age 65.

Determining the Allowable Expense When this Plan is Secondary to Medicare

If this Plan is secondary to Medicare, the Medicare approved amount is the allowable
expense, as long as the provider accepts reimbursement directly from Medicare. If the
provider accepts reimbursemdrgatly from Medicare, the Medicare approved amount is
the charge that Medicare has determined that it will recognize and which it reports on an
"explanation of Medicare benefits" issued by Medicare (the "EOMB") for a given service.
Medicare typically relimrses such providers a percentage of its approveddcofiege

80%.

If the provider does not accept assignment of your Medicare benefits, the Medicare limiting
charge (the most a provider can charge you if they don't accept Mégioeaty 115% of

the Medicare approved amount) will be the allowable expense. Medicare payments,
combined with Plan Benefits, will not exceed 100% of the allowable expense.

If you are eligible for, but not enrolled in, Medicare, and this Plan is secondary to Medicare,
or if you have enrolled in Medicare but choose to obtain services from a provider that does
not participate in the Medicare program (as opposed to a provider who does not accept
assignment of Medicare benefits), Benefits will be paid on a secondary btsss Rlader

and will be determined as if you timely enrolled in Medicare and obtained services from a
Medicare participating provider.

When calculating the Plan's Benefits in these situations, and when Medicare does not issue
an EOMB, for administrative mgenience the Claims Administrator will treat the provider's
billed charges for covered services as the allowable expense for both the Plan and Medicare,
rather than the Medicare approved amount or Medicare limiting charge.

If this Plan is secondary to Ntade, it determines the amount it will pay for a Covered
Health Services by following the steps below.

Yy The Plan determines the amount it would have paid based on the primary plan's
allowable expense.

y If this Plan would have paid less than the primarpaidnthe Plan pays no Benefits.

Yy If this Plan would have paid more than the primary plan paid, the Plan will pay the
difference.

The maximum combined payment you can receive from all plans may be less than 100% of
the allowable expense.

Medlicare CrossoveProgram

The Plan offers a Medicare Crossover program for Medicare Part A and Part B and Durable
Medical Equipment (DME) claims. Under this program, you no longer have to file a
separate claim with the Plan to receive secondary benefits for these ¥rpenses.
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Dependent will also have this automated Crossover, as long as he or she is eligible for
Medicare and this Plan is your only secondary medical coverage.

Once the Medicare Part A and Part B and DME carriers have reimbursed your health care
provider, tle Medicare carrier will electronically submit the necessary information to the
Claims Administrator to process the balance of your claim under the provisions of this Plan.

You can verify that the automated crossover took place when your copy of thieaxplana
of Medicare benefits (EOMB) states your claim has been forwarded to your secondary
carrier.

This crossover process does not apply to expenses that Medicare does not cover. You must
continue to file claims for these expenses.

For information about eoliment or if you have questions about the program, call the
telephone number listed on your ID card.
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SECTION }SWBROGATION AND REIRBBMENT

The Plan has a right to subrogation and reimbursdénerite r ences t o Oyouol ofr
thisSubrogation and Reimbusssti@mishall include you, your estate and your heirs and
beneficiaries unless otherwise stated.

Subrogabn applies when the plan has paid Benefits on your behalf for a Sickness or Injury
for which any third party is allegedly responsible. The right to subrogation means that the
Plan is substituted to and shall succeed to any and all legal claims tlyabey@mtitiad to

pursue against any third party for the Benefits that the Plan has paid that are related to the
Sickness or Injury for which any third party is considered responsible.

Subrogationd Example
Suppose you are injured in a car accident tiwtyisur fault, and you receive Benefifs
under the Plan to treat your injuries. Under subrogation, the Plan has the right td take
legal action in your name against the driver who caused the accident and that dfiver's
insurance carrier to recover the cobtthase Benefits.

The right to reimbursement means that if it is alleged that any third party caused or is
responsible for a Sickness or Injury for which you receive a settlement, judgment, or other
recovery from any third party, you must use those psdoefedly return to the Plan 100%

of any Benefits you receive for that Sickness or peayight of reimbursement shall

apply to any Benefits received at any time until the rights are extinguished, resolved or
waived in writing.

Reimbursementd Example
Suppose you are injured in a boating accident that is not your fault, and you recg¢ive

Benefits under the Plan as a result of your injuries. In addition, you receive a settlement in
a court proceeding from the individual who caused the accident. Yolerthest us
settlement funds to return to the plan 100% of any Benefits you received to treaf your
injuries.

The following persons and entities are considered third parties:

Yy A person or entity alleged to have caused you to suffer a Sickness, Injury oodamages,
who is legally responsible for the Sickness, Injury or damages.

Any insurer or other indemnifier of any person or entity alleged to have caused or who
caused the Sickness, Injury or damages.

y
y The Pl an Sponsor in a wor lerallegingliabildympensat i o
y

Any person or entity who is or may be obligated to provide Benefits or payments to you,
including Benefits or payments for underinsured or uninsured motorist protection, no
fault or traditional auto insurance, medical payment ecoyauég, homeowners or
otherwise), workers' compensation coverage, other insurance carriers or third party
administrators.
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Yy Any person or entity against whom you may have any claim for professional and/or legal
malpractice arising out of or connected tekan&ss or Injury you allege or could have
alleged were the responsibility of any third party.

Yy Any person or entity that is liable for payment to you on any equitable or legal liability
theory.

You agree as follows:

Yy You will cooperate with the Plan in pating its legal and equitable rights to
subrogation and reimbursement in a timely manner, including, but not limited to:

- Notifying the Plan, in writing, of any potential legal claim(s) you may have against
any third party for acts which caused Benefits paid or become payable.

- Providing any relevant information requested by the Plan.

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

- Responding to requests for infatian about any accident or injuries.

- Making court appearances.

- Obtaining the Plands consent or its agent
liability or payment of medical expenses.

- Complying with the terms of this section.

Your failure to coopet@with the Plan is considered a breach of contract. As such, the Plan
has the right to terminate your Benefits, deny future Benefits, take legal action against you,
and/or set off from any future Benefits the value of Benefits the Plan has paidaelating t

any Sickness or Injury alleged to have been caused or caused by any third party to the extent
not recovered by the Plan due to you or your representative not cooperating with the Plan.

If the Plan incurs attorneys' fees and costs in order to coltepatityr settlement funds

held by you or your representative, the Plan has the right to recover those fees and costs
from you. You will also be required to pay interest on any amounts you hold which should
have been returned to the Plan.

y' The Plan has a firgriority right to receive payment on any claim against any third party
before you receive payment from that third
to payment is superior to any and all claims, debts or liens asserted by any medical
provides, including but not limited to hospitals or emergency treatment facilities, that
assert a right to payment from funds payable from or recovered from an allegedly
responsible third party and/or insurance carrier.

y The Pl ands s ubr og aghts apply teafull dnd paetial setilemergse me n t
judgments, or other recoveries paid or payable to you or your representative, your estate,
your heirs and beneficiaries, no matter how those proceeds are captioned or
characterized. Payments include, but atemied to, economic, neeconomic,
pecuniary, consortium and punitive damages. The Plan is not required to help you to
pursue your claim for damages or personal injuries and no amount of associated costs,
including attorneymsmdt heeBl asbaliebevdevduwti
express written consent. Noecadled "Fund Doctrine" or "Common Fund Doctrine" or
"Attorneyds Fund Doctrine"™ shall defeat th
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Regardless of whether you have been fully compensated or made whole, the Plan ma

collect from you the proceeds of any full or partial recovery that you or your legal
representative obtain, whether in the form of a settlement (either before or after any
determination of liability) or judgment, no matter how those proceeds areccaptione
characterized. Proceeds from which the Plan may collect include, but are not limited to,
economic, noeconomic, and punitive damages. No "collateral source" rule, any "Made

Whole Doctrine" or "Mak&/hole Doctrine," claim of unjust enrichment, norctimgr
equitable I imitation shall l'imit the Pl anbd

Benefits paid by the Plan may also be considered to be Benefits advanced.

If you receive any payment from any party as a result of Sickness or Injury, and the Plan
alleges some or all of those funds are due and owed to the Plan, you and/or your
representative shall hold those funds in trust, either in a separate bank account in your
name or in your representative's trust account.

By participating in and acceptBenefits from the Plan, you agree that (i) any amounts
recovered by you from any third party shall constitute Plan assets to the extent of the
amount of Plan Benefits provided on behalf of the Covered Person, (ii) you and your
representative shall be fidwies of the Plan (within the meaning of ERISA) with

respect to such amounts, and (iii) you shall be liable for and agree to pay any costs and
fees (including reasonable attorney fees) incurred by the Plan to enforce its
reimbursement rights.

T h e Pights to Gesovery will not be reduced due to your own negligence.

By participating in and accepting Benefits from the Plan, you agree to assign to the Plan

any Benefits, claims or rights of recovery you have under any automobile policy

including nefaultBenefits, PIP Benefits and/or medical payment Benefiter

coverage or against any third party, to the full extent of the Benefits the Plan has paid for

the Sickness or Injury. By agreeing to provide this assignment in exchange for
participatinginah accepting Benefits, you acknowl ed
to assert, pursue and recover on any such claim, whether or not you choose to pursue

the claim, and you agree to this assignment voluntarily.

The Plan may, at its option, take necessdmypgropriate action to preserve its rights

under these provisions, including but not limited to, providing or exchanging medical
payment information with an insurer, the i
party; filing an ERISA reimbursememtduit to recover the full amount of medical

Benefits you receive for the Sickness or Injury out of any settlement, judgment or other
recovery from any third party considered responsible and filing suit in your name or your
estat eds nameligatenieiPlanin adyovaysto payoybu partof any

recovery the Plan might obtain. Any ERISA reimbursement lawsuit stemming from a

refusal to refund Benefits as required under the terms of the Plan is governed by a six

year statute of limitations.

You may ot accept any settlement that does not fully reimburse the Plan, without its
written approval.

The Plan has the authority and discretion to resolve all disputes regarding the
interpretation of the language stated herein.
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Y In the case of your death, giviisg to any wrongful death or survival claim, the
provisions of this section apply to your estate, the personal representative of your estate,
and your heirs or beneficiaries. Il n the ca
reimbursement and right of subragashall apply if a claim can be brought on behalf
of you or your estate that can include a claim for past medical expenses or damages. The
obligation to reimburse the Plan is not extinguished by a release of claims or settlement
agreement of any kind.

Yy No allocation of damages, settlement funds or any other recovery, by you, your estate,
the personal representative of your estate, your heirs, your beneficiaries or any other
person or party, shall be valid if it does not reimburse the Plan for 100Ptepéss i
unless the Plan provides written consent to the allocation.

Yy The provisions of this section apply to the parents, guardian, or other representative of a
Dependent child who incurs a Sickness or Injury caused by any third party. If a parent or
guardan may bring a claim for damages arising out of a minor's Sickness or Injury, the
terms of this subrogation and reimbursement clause shall apply to that claim.

Yy If any third party causes or is alleged to have caused you to suffer a Sickness or Injury
whileyou are covered under this Plan, the provisions of this section continue to apply,
even after you are no longer covered.

Yy In the event that you do not abide by the terms of the Plan pertaining to reimbursement,
the Plan may terminate Benefits to you, yepgmtients or the participant, deny future
Benefits, take legal action against you, and/or set off from any future Benefits the value
of Benefits the Plan has paid relating to any Sickness or Injury alleged to have been
caused or caused by any third partigd extent not recovered by the Plan due to your
failure to abide by the terms of the Plan. If the Plan incurs attorneys' fees and costs in
order to collect third party settlement funds held by you or your representative, the Plan
has the right to recavihose fees and costs from you. You will also be required to pay
interest on any amounts you hold which should have been returned to the Plan.

y The Plan and all Administrators administer
subrogation and reimburserhgghts have such powers and duties as are necessary to
discharge its duties and functions, including the exercise of its discretionary authority to
(1) construe and enforce the terms of the
and (2) make deteimations with respect to the subrogation amounts and
reimbursements owed to the Plan.

Right of Recovery

The Plan also has the right to recover Benefits it has paid on you or your Dependent's behalf
that were:

Yy Made in error.

y" Due to a mistake in fact.

Yy Advaned during the time period of meeting the calendar year Deductible.

y

Advanced during the time period of meeting theoBBbcket Maximum for the
calendar year.
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Benefits paid because you or your Dependent misrepresented facts are also subject to
recovery.

If the Plan provides a Benefit for you or your Dependent that exceeds the amount that
should have been paid, the Plan will:

Yy Require that the overpayment be returned when requested.

Y Reduce a future Benefit payment for you or your Dependent by the amaaint of th
overpayment.

If the Plan provides an advancement of Benefits to you or your Dependent during the time
period of meeting the Deductible and/or meeting theo®Bbcket Maximum for the

calendar year, the Plan will send you or your Dependent a moetinigrdtatentifying the

amount you owe with payment instructions. The Plan has the right to recover Benefits it has
advanced by:

Yy Submitting a reminder letter to you or a covered Dependent that details any outstanding
balance owed to the Plan.

Yy Conductingourtesy calls to you or a covered Dependent to discuss any outstanding
balance owed to the Plan.
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SECTION 2VHEN CZERAGE ENDS

What this section includes:
y  Circumstances that cause coverage to end.

Yy~ How to continue coverage after it ends.

Your entitlement to Benefits automatically ends on the date that coverage ends, even if you
are hospitalized or are otherwise recemedical treatment on that date.

When your coverage ends, Clermont County will still pay claims for Covered Health Services
that you received before your coverage ended. However, once your coverage ends, Benefits
are not provided for health services tbatrgceive after coverage ended, even if the

underlying medical condition occurred before your coverage ended.

Your coverage under the Plan will end on the earliest of:

Thelast day of the mongfour employment with the Company ends.
The date the Plan @

Thelast day of the mongou stop making the required contributions.
Thelast day of the montgou are no longer eligible.

Thelast day of the monthinitedHealthcare receives written notice from Clermont
County to end your coverage, or the dagaested in the notice, if later.

SR S

Thelast day of the montfou retire or are pensioned under the Plan, unless specific
coverage is available for retired or pensioned persons and you are eligible for that
coverage.

Coverage for your eligible Dependanlissnd on the earliest of:

The date your coverage ends.
Thelast day of the montgfou stop making the required contributions.

Thelast day of the monthinitedHealthcare receives written notice from Clermont
County to end your coverage, or the dagaested in the notice, if later.

Thelast day of the mongfour Dependerthildno longer qualésasa Dependent
under this Plan.

<SS S

The last day of the month your Spouse no longer qualifies as a Dependent under this
plan.

Other Events Ending YourCoverage

The Plan will provide at least thirty days' prior written notice to you that your coverage will
end on the date identified in the notice if you commit an act, practice, or omission that
constituted fraud, or an intentional misrepresentation ateaiathfact including, but not

limited to, knowingly providing incorrect information relating to another person's eligibility
or status as a Dependent. You may appeal this decision durirgethe@ite period. The
notice will contain information onwdo pursue your appeal.
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Note: If UnitedHealthcare and Clermont County find that you have performed an act,
practice, or omission that constitutes fraud, or have made an intentional misrepresentation
of material fact, Clermont County has the right to dithahyou pay back all Benefits
Clermont County paid to you, or paid in your name, during the time you were incorrectly
covered under the Plan.

Coverage for a Disabled Dependent Child

Coverage for an unmarried enrolled Dependent child who is disalledendl just

because the child has reached a certain age. The Plan will extend the coverage for that child
beyond the limiting age if both of the following are true regarding the enrolled Dependent
child:

Yy Is not able to be sedtipporting because of mémtaphysical handicap or disability.
Yy Depends mainly on you for support.

Coverage will continue as long as the enrolled Dependent is medically certified as disabled
and dependent unless coverage is otherwise terminated in accordance with the terms of the
Plan.

The Plan will ask you to furnish proof of the medical certification of disability within 31 days
of the date coverage would otherwise have ended because the child reached a certain age.
Before the Plan agrees to this extension of coverage fordhthet#lan may require that a
Physician chosen by the Plan examine the child. The Plan will pay for that examination.

The Plan may continue to ask you for proof that the child continues to be disabled and
dependent. Such proof might include medical ex@onis at the Plan's expense. However,
the Plan will not ask for this information more than once a year.

If you do not provide proof of the child's disability and dependency within 31 days of the
Plan's request as described above, coverage for thaillaild. w

Continuing Coverage Through COBRA

If you lose your Plan coverage, you may have the right to extend it u@destiidated
Omnibus Budget Reconciliation Act of 1985 &@Bfw) in Section Glpssary

Continuation coverage und&dBRAIs available only to Plans that are subject to the terms
of COBRA You can contact your Plan Administrator to determine if Clermont County is
subject to the provisions GOBRA

Continuation Coverage under Federal Law (COBRA)

Much of the language in thistsen comes from the federal law that governs continuation
coverage. You should call your Plan Administrator if you have questions about your right to
continue coverage.

In order to be eligible for continuation coverage under federal law, you must meet the
definition of a "Qualified Beneficiary". A Qualified Beneficiary is any of the following
persons who were covered under the Plan on the day before a qualifying event:
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<

A Participant.

<,

A Patrticipant's enrolled Dependent, including with respect to the&attiahildren, a
child born to or placed for adoption with the Participant during a period of continuation
coverage under federal law.

y A Participant's former Spouse.

y If eligible for COBRA through the OPERS or Social Security disability definition, the
member is still eligible to continue their COBRA coverage.
Qualitying Events for Continuation Coverage under COBRA

The following table outlines situations in which you may elect to continue coverage under
COBRA for yourself and your Dependents, anchtbémum length of time you can
receive continued coverage. These situations are considered qualifying events.

If Coverage Ends Because of You May Elect COBRA:
the Following Qualifying For Your
Events: For Yourself | For Your Spouse Child(ren)

Your workhours are reduced 18 months 18 months 18 months
Your employment terminates fo
any reason (other than gross 18 months 18 months 18 months
misconduct)
You or your family member
become eligible for Social Secu
disability benefits at any time 29 months 29 months 29 months
withinthe first 60 days of losing
coveragé
You die N/A 36 months 36 months
You divorce (or legally separate N/A 36 months 36 months
Your child is no longer an eligib,
family member (e.qg., reaches th N/A N/A 36 months
maximum age limit)

. . See table
You become entitled to Medical N/A See table below below
Clermont County files for
bankruptcy under Title 11, Unite 36 months 36 months | 36 month$
States Code.
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1Subject to the following conditions: (i) notice ofltkability must be provided within the latest of

60 days after a). the determination of the disability, b). the date of the qualifying event, c). the date
the Qualified Beneficiary would lose coverage under the Plan, and in no event later than the end of
the first 18 months; (ii) the Qualified Beneficiary must agree to pay any increase in the required
premium for the additional 11 months over the original 18 months; and (iii) if the Qualified
Beneficiary entitled to the 11 months of coverage hatisadnbd family members who are also
Qualified Beneficiaries, then those-dizabled Qualified Beneficiaries are also entitled to the
additional 11 months of continuation coverage. Notice of any final determination that the Qualified
Beneficiary is no longeralied must be provided within 30 days of such determination. Thereafter,
continuation coverage may be terminated on the first day of the month that begins more than 30
days after the date of that determination.

2This is a qualifying event for any retiradi€pant and his or her enrolled Dependents if there is a
substantial elimination of coverage within one year before or after the date the bankruptcy was filed.

3From the date of the Participant's death if the Participant dies during the contingatige.cov

How Your Medicare Eligibility Affects Dependent COBRA Coverage

The table below outlines how your Dependents’ COBRA coverage is impacted if you
become entitled to Medicare.

You May Elect
If Dependent Coverage Ends When: COBRA Dependent
Coverage FoiUp To:

You become entitled to Medicare and don't experience

additional qualifying events 18 months
You become entitled to Medicare, after which you exper
a second qualifying event* before the inittahd@h period 36 months

expires

Youexperience a qualifying event*, after which you bec
entitled to Medicare before the initiahddhth period
expires; and, if absent this initial qualifying event, your 36 months
Medicare entitlement would have resulted in loss of
Dependent coverage under the Plan

* Your work hours are reduced or your employment is terminated for reasons other than gross
misconduct.

Getting Started

You will be notified by mail if you become eligible for COBRA coverage as a result of a
reduction in work hours or termirmattiof employment. The notification will give you
instructions for electing COBRA coverage, and advise you of the monthly cost. Your
monthly cost is the full cost, including both Participant and Employer costs, plus a 2%
administrative fee or other cospammitted by law.

You will have up to 60 days from the date you receive notification or 60 days from the date
your coverage ends to elect COBRA coverage, whichever is later. You will then have an
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additional 45 days to pay the cost of your COBRA covetagactive to the date your
Plan coverage ended.

During the 6@ay election period, the Plan will, only in response to a request from a
provider, inform that provider of your right to elect COBRA coverage, retroactive to the
date your COBRA eligibility lzeg

While you are a participant in the medical Plan under COBRA, you have the right to change
your coverage election:

Yy During Open Enroliment.

Yy Following a change in family status, as described under Changing Your Coverage in
Section 2, Introduction.

Notific ation Requirements

If your covered Dependents lose coverage due to divorce, legal separation, or loss of
Dependent status, you or your Dependents must notify the Plan Administrator within 60
days of the latest of:

Yy The date of the divorce, legal separati@m enrolled Dependent's loss of eligibility as
an enrolled Dependent.

Yy The date your enrolled Dependent would lose coverage under the Plan.

Yy The date on which you or your enrolled Dependent are informed of your obligation to
provide notice and the proceelsifor providing such notice.

You or your Dependents must also notify the Plan Administrator when a qualifying event
occurs that will extend continuation coverage.

If you or your Dependents fail to notify the Plan Administrator of these events w#bin the
day period, the Plan Administrator is not obligated to provide continued coverage to the
affected Qualified Beneficiary. If you are continuing coverage under federal law, you must
notify the Plan Administrator within 60 days of the birth or adoptenlold.

Once you have notified the Plan Administrator, you will then be notified by mail of your
election rights under COBRA.

Notification Requirements for Disability Determination

If you extend your COBRA coverage beyond 18 months because you ar@eligibl
disability benefits from Social Security, you must provide Human Resgithuroetsce of

the Social Security Administration's determination within 60 days after you receive that
determination, and before the end of your inittedd@&h continuatin period.

The notice requirements will be satisfied by providing written notice to the Plan
Administrator at the address stated in Sectidmpértant Administrative Information: ERISA
The contents of the notice must be such that the Plan Administediter to determine the
covered Employee and qualified beneficiary(ies), the qualifying event or disability, and the
date on which the qualifying event occurred.
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Trade Act of 2002

The Trade Act of 2002 amended COBRA to provide for a special sedag@6BRA

election period for certain Participants who have experienced a termination or reduction of
hours and who lose group health plan coverage as a result. The special second COBRA
election period is available only to a very limited group of indi\gdunalsilly, those who

are receiving trade adjustment assistance (TAA) or 'alternative trade adjustment assistance'
under a federal law called the Trade Act of 1974. These Participants are entitled to a second
opportunity to elect COBRA coverage for themsednd certain family members (if they

did not already elect COBRA coverage), but only within a limited period of 60 days from the
first day of the month when an individual begins receiving TAA (or would be eligible to
receive TAA but for the requiremémat unemployment benefits be exhausted) and only
during the six months immediately after their group health plan coverage ended.

If a Participant qualifies or may qualify for assistance under the Trade Act of 1974, he or she
should contact the Plan Adnsinator for additional information. The Participant must

contact the Plan Administrator promptly after qualifying for assistance under the Trade Act
of 1974 or the Participant will lose his or her special COBRA rights. COBRA coverage
elected during the spal second election period is not retroactive to the date that Plan
coverage was lost, but begins on the first day of the special second election period.

When COBRA Ends

COBRA coverage will end before the maximum continuation period, on the eariest of th
following dates:

Yy The date, after electing continuation coverage, that coverage is first obtained under any
other group health plan.

The date, after electing continuation coverage, that you or your covered Dependent first
becomes entitled to Medicare.

Thedate coverage ends for failure to make the first required premium payment
(premium is not paid within 45 days).

(premium is not paid within 30 days of its due date).

y
y
Yy The date coverage ends for failure to make any other monthly premium payment
Yy The date thentire Plan ends.

y

The date coverage would otherwise terminate under the Plan as described in the
beginning of this section.

Note: If you selected continuation coverage under a prior plan which was then replaced by
coverage under this Plan, continuatimei@ge will end as scheduled under the prior plan
or in accordance with the terminating events listed in this section, whichever is earlier.

Uniformed Services Employment and Reemployment Rights Act

A Participant who is absent from employment for more3thdays by reason of service in
the Uniformed Services may elect to continue Plan coverage for the Participant and the
Participant's Dependents in accordance with the Uniformed Services Employment and
Reemployment Rights Act of 1994, as amended (USERRA).
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The terms "Uniformed Services" or "Military Service™ mean the Armed Forces, the Army
National Guard and the Air National Guard when engaged in active duty for training,

inactive duty training, or ftiline National Guard duty, the commissioned corps of the

Public Health Service, and any other category of persons designated by the President in time
of war or national emergency.

If qualified to continue coverage pursuant to the USERRA, Participants may elect to
continue coverage under the Plan by notifys@lm Administrator in advance, and

providing payment of any required contribution for the health coverage. This may include
the amount the Plan Administrator normally pays on a Participant's behalf. If a Participant's
Military Service is for a periodtiofie less than 31 days, the Participant may not be required
to pay more than the regular contribution amount, if any, for continuation of health
coverage.

A Participant may continue Plan coverage under USERRA for up to the lesser of:

Yy The 24 month period baning on the date of the Participant's absence from work.

Yy The day after the date on which the Participant fails to apply for, or return to, a position
of employment.

Regardless of whether a Participant continues health coverage, if the Rattioisatot a

position of employment, the Participant's health coverage and that of the Participant's
eligible Dependents will be reinstated under the Plan. No exclusions or waiting period may
be imposed on a Participant or the Participant's eligible Befseimdconnection with this
reinstatement, unless a Sickness or Injury is determined by the Secretary of Veterans Affairs
to have been incurred in, or aggravated during, the performance of military service.

You should call the Plan Administrator if yotelguestions about your rights to continue
health coverage under USERRA.
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SECTION :3DTHERMPORTANT INFORMATION

What this sction includes:
Yy Courtordered Benefits for Dependent children.

Your relationship with UnitedHealthcare and Clermont County.
Relationships with providers.

Interpretation of Benefits.

Information and records.

Incentives to providers and you.

S SSSSYS

The future oftie Plan.

Yy~ How to access the official Plan documents.

Qualified Medical Child Support Orders (QMCSOSs)

A qualified medical child support order (QMCSO) is a judgment, decree or order issued by a
court or appropriate state agency that requires a child tetedov medical benefits.

Generally, a QMCSO is issued as part of a paternity, divorce, or other child support
settlement.

If the Plan receives a medical child support order for your child that instructs the Plan to
cover the child, the Plan Administratdf review it to determine if it meets the

requirements for a QMCSO. If it determines that it does, your child will be enrolled in the
Plan as your Dependent, and the Plan will be required to pay Benefits as directed by the
order.

You may obtain, withogharge, a copy of the procedures governing QMCSOs from the
Plan Administrator.

Note. A National Medical Support Notice will be recognized as a QMCSO if it meets the
requirements of a QMCSO.

Your Relationship with UnitedHealthcare and Clermont County

In order to make choices about your health care coverage and treatment, Clermont County
believes that it is important for you to understand how UnitedHealthcare interacts with the
Plan Sponsor's benefit Plan and how it may affect you. UnitedHealthcare hregtsradm

the Plan Sponsor's benefit plan in which you are enrolled. UnitedHealthcare does not
provide medical services or make treatment decisions. This means:

Yy UnitedHealthcare communicates to you decisions about whether the Plan will cover or
pay for thehealth care that you may receive. The Plan pays for Covered Health Services,
which are more fully described in this SPD.

Yy The Plan may not pay for all treatments you or your Physician may believe are necessary.
If the Plan does not pay, you will be resptnfor the cost.

123 SECTIONL.3- OTHERMPORTANINFORMATION



CLERMONTCOUNTWEDICAICHOICEPLUS WITKOPAYP200MEDUCTIBLELAN

Clermont County and UnitedHealthcare may use individually identifiable information about
you to identify for you (and you alone) procedures, products or services that you may find
valuable. Clermont County and UnitedHealthcare willdigeually identifiable

information about you as permitted or required by law, including in operations and in
research. Clermont County and UnitedHealthcare will-itentiBed data for commercial
purposes including research.

Relationship with Providers

The Claims Administrator has agreements in place that govern the relationships between it
andClermont Countgnd Network providers, some of which are affiliated providers.

Network providers enter into agreements with the Claims Administrator to Gomadsd

Health Services to Covered Persons.

Clermont Countgnd UnitedHealthcare do not provide health care services or supplies, nor

do they practice medicine. Instéadrmont Countgnd UnitedHealthcare arrange for

health care providers to participata Network and administer payment of Benefits.

Network providers are independent practitioners who run their own offices and facilities.
UnitedHealthcare's credentialing process confirms public information about the providers'

licenses and other credalst but does not assure the quality of the services provided. They

are nolClermont Counys empl oyees nor are they employee
Clermont Countand UnitedHealthcare are not responsible for any act or omission of any

provider.

UnitedHeéhcare is not considered to be an employer of the Plan Administrator for any
purpose with respect to the administration or provision of benefits under this Plan.

Clermont Countys solely responsible for:

y' Enrollment and classification changes (inclathsgification changes resulting in your
enrollment or the termination of your coverage).

Yy The timely payment of the service fee to UnitedHealthcare.

y' The funding of Benefits on a timely basis.

Yy Notifying you of the termination or modifications to the Plan.

Your Relationship with Providers
The relationship between you and any provider is that of provider and patient.

Yy You are responsible for choosing your own provider.

Yy You are responsible for paying, directly to your provider, any amount identified as a
memberresponsibility, including Copayments, Coinsurance, any deductible and any
amount that exceeds Eligible Expenses.

Yy You are responsible for paying, directly to your provider, the cost of €@gveozd
Health Service.
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Yy You must decide if any provider treayiog is right for you. This includes Network
providers you choose and providers to whom you have been referred.

Yy Must decide with your provider what care you should receive.
Yy Your provider is solely responsible for the quality of the services provided to you

The relationship between you and Clermont County is that of employer and employee,
Dependent or other classification as defined in the SPD.

Interpretation of Benefits

Clermont County and UnitedHealthcare have the sole and exclusive disdetdrdto
the following

Yy Interpret Benefits under the Plan.

Yy Interpret the other terms, conditions, limitations and exclusions of the Plan, including
this SPDthe Schedule of Benefirsd anyA d d e n d u mand/orAMandnsents.

Yy Make factual determinations relatetthe Plan and its Benefits.

Clermont County and UnitedHealthcare may delegate this discretionary authority to other
persons or entities that provide services in regard to the administration of the Plan.

In certain circumstances, for purposes of ovestlsavings or efficiency, Clermont County

may, in its discretion, offer Benefits for services that would otherwise not be Covered Health
Services. The fact that Clermont County does so in any particular case shall not in any way
be deemed to require Clemh County to do so in other similar cases.

Review and Determine Benefits in Accordance with UnitedHealthcare
Reimbursement Policies

UnitedHealthcare develops its reimbursement policy guidelines, in its sole discretion, in
accordance with one or more o thllowing methodologies:

Yy As indicated in the most recent edition of the Current Procedural Terminology (CPT), a
publication of the American Medical Association, and/&eheers for Medicare and
Medicaid Services (CMS)

Yy As reported by generally recagdiprofessionals or publications.
Yy As used for Medicare.

Yy As determined by medical staff and outside medical consultants pursuant to other
appropriate sources or determinations that UnitedHealthcare accepts.

Following evaluation and validation of certain provider billings (e.g., error, abuse and fraud
reviews), UnitedHealthcare's reimbursement policies are applied to provider billings.
UnitedHealthcare shares it's reimbursement policies with Physiciansrgrdwdtiers in
UnitedHealthcare's Network through UnitedHealthcare's provider website. Network
Physicians and providers may not bill you for the difference between their contract rate (as
may be modified by UnitedHealthcare's reimbursement polici¢® bilidd charge.

However, nofNetwork providers are not subject to this prohibition, and may bill you for
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any amounts the Plan does not pay, including amounts that are denied because one of
UnitedHealthcare's reimbursement policies does not reimbursel¢ior in part) for the
service billed. You may obtain copies of UnitedHealthcare's reimbursement policies for
yourself or to share with your Aetwork Physician or provider by going to
www.myuhc.comor by calling the telephone number on your ID card.

UnitedHealthcare may apply a reimbursement methodology establhtedniysight

and/or a third party vendor, which is base@btScoding principles, to determine

appropriate reimbursement levels for Emergency Health Services. The methodology is
usuallypased on elements reflecting the patient complexity, direct costs, and indirect costs of
an Emergency Health Service. If the methodology(ies) currently in use become no longer
available, UnitedHealthcare will use a comparable methodology(ies). UhtadHaatt
Optuminsigire related companies through common ownershipitegdHealth GroRefer

to UnitedHeal wawwanguheconsfor wieriation regardang the vendor

that provides the applicable methodology.

Information and Records

Clermon County and UnitedHealthcare may use your individually identifiable health
information to administer the Plan and pay claims, to identify procedures, products, or
services that you may find valuable, and as otherwise permitted or required by law. Clermont
County and UnitedHealthcare may request additional information from you to decide your
claim for Benefits. Clermont County and UnitedHealthcare will keep this information
confidential. Clermont County and UnitedHealthcare may also useiglentifiled dta

for commercial purposes, including research, as permitted by law.

By accepting Benefits under the Plan, you authorize and direct any person or institution that
has provided services to you to furnish Clermont County and UnitedHealthcare with all
information or copies of records relating to the services provided to you. Clermont County
and UnitedHealthcare have the right to request this information at any reasonable time. This
applies to all Covered Persons, including enrolled Dependents whethéegrheote

signed the Participant's enrollment form. Clermont County and UnitedHealthcare agree that
such information and records will be considered confidential.

Clermont County and UnitedHealthcare have the right to release any and all records
concerning éalth care services which are necessary to implement and administer the terms
of the Plan, for appropriate medical review or quality assessment, or as Clermont County is
required to do by law or regulation. During and after the term of the Plan, Cleumont C

and UnitedHealthcare and its related entities may use and transfer the information gathered
under the Plan in a-identified format for commercial purposes, including research and
analytic purposes.

For complete listings of your medical recorddlmgstatements Clermont County
recommends that you contact your health care provider. Providers may charge you
reasonable fees to cover their costs for providing records or completing requested forms.

If you request medical forms or records ftomtedHealthcare, they also may charge you
reasonable fees to cover costs for completing the forms or providing the records.
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In some cases, as permitted by law, Clermont County and UnitedHealthcare will designate
other persons or entities to request rexcordnformation from or related to you, and to

release those records as necessary. UnitedHealthcare's designees have the same rights to this
information as does the Plan Administrator.

Incentives to Providers

Network providers may be provided financantives by UnitedHealthcare to promote
the delivery of health care in a cost efficient and effective manner. These financial incentives
are not intended to affect your access to health care.

Examples of financial incentives for Network providers are:

Yy Bonuwses for performance based on factors that may include quality, member satisfaction,
and/or costeffectiveness.

y A practice called capitation which is when a group of Network providers receives a
monthly payment from UnitedHealthcare for each Covered Rérsaelects a
Network provider within the group to perform or coordinate certain health services. The
Network providers receive this monthly payment regardless of whether the cost of
providing or arranging to provide the Covered Person's health carthasles more
than the payment.

Yy Bundled paymentertain Network providers receive a bundled payment for a group
of Covered Health Services for a particular procedure or medical condition. Your
Copayment and/or Coinsurance will be calculated basezlovfder type that
received the bundled payment. The Network providers receive these bundled payments
regardless of whether the cost of providing or arranging to provide the Covered Person's
health care is less than or more than the payment. If yga felbevup services
related to a procedure where a bundled payment is made, an additional Copayment
and/or Coinsurance may not be required if such folfpgervices are included in the
bundled payment. You may receive some Covered Health Servicesthat a
considered part of the inclusive bundled payment and those Covered Health Services
would be subject to the applicable Copayment and/or Coinsurance as described in your
Schedule of Benefits.

If you have any questions regarding financial incentvesmyaontact the telephone

number on your ID card. You can ask whether your Network provider is paid by any
financial incentive, including those listed above; however, the specific terms of the contract,
including rates of payment, are confidential aimdtche disclosed. In addition, you may
choose to discuss these financial incentives with your Network provider.

Incentives to You

Sometimes you may be offered coupons, enhanced Benefits, or other incentives to
encourage you to participate in various @gsllprograms or certain disease management
programs, surveys, discount programs and/or programs to seek care in a more cost effective
setting and/or from Designated Providers. In some instances, these programs may be
offered in combination with a ntmitedHealthcare entity. The decision about whether or

not to participate is yours alone but Clermont County recommends that you discuss
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participating in such programs with your Physician. These incentives are not Benefits and do
not alter or affect your BertefiYou may call the number on your ID card if you have any
guestions. Additional information may be found in Secti@imital Programs and Resources

Rebates and Other Payments

Clermont County and UnitedHealthcare may receive rebates for certdinatangs
administered to you in a Physician's office, or at a Hospital or Alternate Facility. This
includes rebates for those drugs that are administered to you before you meet your Annual
Deductible. Clermont County and UnitedHealthoasepass a portiai these rebates on

to you. When rebates are passed on to you, they may be taken into account in determining
yourCopays or Coinsurance.

Workers' Compensation Not Affected

Benefits provided under the Plan do not substitute for and do not affect aagnesqsir
for coverage by workers' compensation insurance.

Future of the Plan

Although the Company expects to continue the Plan indefinitely, it reserves the right to
discontinue, alter or modify the Plan in whole or in part, at any time and for anytreason, a
its sole determination.

The Company's decision to terminate or amend a Plan may be due to changes in federal or
state laws governing employee benefits, the requirements of the Internal Revenue Code
any other reason. A plan change may transfer g¢és &asd debts to another plan or split a

plan into two or more parts. If the Company does change or terminate a plan, it may decide
to set up a different plan providing similar or different benefits.

If this Plan is terminated, Covered Persons will mettha right to any other Benefits from
the Plan, other than for those claims incurred prior to the date of termination, or as
otherwise provided under the Plan. In addition, if the Plan is amended, Covered Persons
may be subject to altered coverage amefiBe

The amount and form of any final benefit you receive will depend on any Plan document or
contract provisions affecting the Plan and Company decisions. After all Benefits have been
paid and other requirements of the law have been met, certaimgeRiamassets will be

turned over to the Company and others as may be required by any applicable law.

Plan Document

This Summary Plan Description (SPD) represents an overview of your Benefits. In the event
there is a discrepancy between the SPD anffithe plan document, the plan document

will govern. A copy of the plan document is available for your inspection during regular
business hours in the office of the Plan Administrator. You (or your personal representative)
may obtain a copy of this doemhby written request to the Plan Administrator, for a

nominal charge.
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Medicare Eligibility

Benefits under the Plan are not intended to supplement any coverage provided by Medicare.
Nevertheless, in some circumstances Covered Persons who are atigdriecited in
Medicare may also be enrolled under the Plan.

If you are eligible for or enrolled in Medicare, please read the following information
carefully.

If you are eligible for Medicare on a primary basis (Medicare pays before Benefits under the
Plan), you should enroll in and maintain coverage under both Medicare Part A atid Part B
you don't enroll and maintain that coverage, and if the Plareisahe@asy payer as

described in Section TQordination of Bertb&t®lan will pay Benefits under the Plan as if

you were covered under both Medicare Part A and.PetaBesult, you will be

responsible for the costs that Medicare would havamuhydu will incur a larger aft

pocket cost.

If you are enrolled in a Medicare Advantage (Medicare Part C) plan on a primary basis
(Medicare pays before Benefits under the Plan), you should follow all rules of that plan that
require you to seek servifresn that plan's participating providers. When the Plan is the
secondary payer, the Plan will pay any Benefits available to you under the Plan as if you had
followed all rules of the Medicare Advantage plan. You will be responsible for any additional
coss or reduced Benefits that result from your failure to follow these rules, and you will

incur a larger owdf-pocket cost.

129 SECTIONL.3- OTHERMPORTANINFORMATION



CLERMONTCOUNTWEDICAICHOICEPLUS WITKOPAYP200MEDUCTIBLELAN

SECTION H5LOSSAR

What this section includes:
y  Definitions of terms used throughout this SPD.

Many of the terms used throughout this SPD may be unfamiliar to you or have a specific
meaning with regard to the way the Plan is administereovaBenefits are paid. This
section defines terms used throughout this SPD, but it does not describe the Benefits
provided by the Plan.

Addendum - any attached written description of additional or revised provisions to the
Plan. The benefits and exclusiointhis SPD and any amendments thereto shall apply to
the Addendum except that in the case of any conflict between the Addendum and SPD
and/or Amendments to the SPD, the Addendum shall be controlling.

Alternate Facility - a health care facility that is adHospital and that provides one or
more of the following services on an outpatient basis, as permitted by law:

Yy Surgical services.
Yy Emergency Health Services.
Yy Rehabilitative, laboratory, diagnostic or therapeutic services.

An Alternate Facility may alsoyideMental Healttservices dBubstanc®elated and
Addictive DisorderServices on an outpatient basis or inpatient basis (for example a
Residential Treatment facility).

Amendment- any attached written description of additional or alternative prowistbe

Plan. Amendments are effective only when distributed by the Plan Sponsor or the Plan
Administrator. Amendments are subject to all conditions, limitations and exclusions of the
Plan, except for those that the amendment is specifically changing.

Annual Deductible (or Deductible)- the amount you must pay for Covered Health
Services in a calendar year before the Plan will begin paying Benefits in that calendar year.
The Deductible is shown in the first table in SectiBlab,Highlights

Autism Spectrum Disorder- a condition marked by enduring problems communicating
and interacting with others, along with restricted and repetitive behavior, interests or
activities.

Benefits- Plan payments for Covered Health Services, subject to the terms and conditions
of the Plan and any Addendums and/or Amendments.

Cancer Resource Services (CRSA program administered by UnitedHealthcare or its
affiliates made available to you by Cleti@ounty. The CRS program provides:

Yy Specialized consulting services, on a limited basis, to Participants and enrolled
Dependents with cancer.

130 SECTIONL4- GLOSSARY



CLERMONTCOUNTWEDICAICHOICEPLUS WITKOPAYP200MEDUCTIBLELAN

Yy Access to cancer centers with expertise in treating the most rare or complex cancers.

Yy Education to help patienisderstand their cancer and make informed decisions about
their care and course of treatment.

Cellular Therapy- administration of living whole cells into a patient for the treatment of
disease.
CHD - see Congenital Heart Disease (CHD).

Claims Administrator - UnitedHealthcare (also known as United HealthCare) and its
affiliates, who provide certain claim administration services for the Plan.

Clinical Trial - a scientific study designed to identify new health services that improve
health outcomes. In a Ctial Trial, two or more treatments are compared to each other and
the patient is not allowed to choose which treatment will be received.

COBRA - see Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA).

Coinsurance- the charge, stated as a paeggnof Eligible Expenses, that you are required
to pay for certain Covered Health Services as described in SEctoth®, Plan Works

Company- Clermont County.

Congenital Anomaly- a physical developmental defect that is present at birth and is
identified within the first twelve months of birth.

Congenital Heart Disease (CHD)- any structural heart problem or abnormality that has
been present since birth. Congenital heart defects may:
Yy Be passed from a parent to a child (inherited).

y" Develop in the teis of a woman who has an infection or is exposed to radiation or
other toxic substances during her Pregnancy.

Yy~ Have no known cause.

Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRAR federal law
that requires employers to offer continuedthénsurance coverage to certain employees
and their dependents whose group health insurance has been terminated.

Copayment (or Copay) the charge, stated as a set dollar amount, that you are required to
pay for certain Covered Health Services asb@ekuriSection Blow the Plan Works

Please note that for Covered Health Services, you are responsible for paying the lesser of the
following:

y' The applicable Copayment.
y' The Eligible Expense.
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Cosmetic Procedures procedures or services that change mowe appearance without
significantly improving physiological function, as determined by the Claims Administrator.

CostEffective - the least expensive equipment that performs the necessary function. This
term applies to Durable Medical Equipment andhatis devices.

Covered Health Servicesthose health services, including services, supplies or
Pharmaceutical Products, which the Claims Administrator determines to be:

Yy Provided for the purpose of preventing, evaluating, diagnosing or treating a Sickness
Injury, Mental lliness, substamekkated and addictive disorders, condition, disease or its
symptoms.

Medically Necessary.

Described as a Covered Health Service in this SPD under Section 5, Plan Highlights and
6, Additional Coverage Details

Providedo a Covered Person who meets the Plan's eligibility requirements, as described
under Eligibility in Section 2, Introduction.

Not otherwise excluded in this SPD under Section 8, Exclusions and Limitations

<N S S

Covered Person either the Participant or arrelfted Dependent, but this term applies
only while the person is enrolled and eligible for Benefits under the Plan. References to
"you" and "your" throughout this SPD are references to a Covered Person.

CRS- see Cancer Resource Services (CRS).
Custodial Care- services that are any of the following:

Yy Non-healthrelated services, such as assistance in activities of daily living (examples
include feeding, dressing, bathing, transferring and ambulating).

Yy Healthrelated services that are provided for the primapose of meeting the
personal needs of the patient or maintaining a level of function (even if the specific
services are considered to be skilled services), as opposed to improving that function to
an extent that might allow for a more independenem@oes

y' Services that do not require continued administration by trained medical personnel in
order to be delivered safely and effectively.

Deductible - see Annual Deductible.

Definitive Drug Test - test to identify specific medications, illicit substanckes
metabolites and is qualitative or quantitative to identify possible usese nba drug.

Dependent- an individual who meets the eligibility requirements specified in the Plan, as
described undéligibilityn Section AntroductioA Dependendoes not include anyone

who is also enrolled as a Particijdmtone can be a Dependent of more than one
Participant.
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Designated Network Benefits- for Benefit plans that have a Designated Network Benefit
level, this is the description of how Benafispaid for the Covered Health Services
provided by a Physician or other provider thabéagdentified as Designatedrovider.

Refer to Section BJan Highlighte determine whether or not your Benefit plan offers
Designated Network Benefits daddetails about how Designated Network Benefits apply.

Designated Network Also referred to as a O0Pr

Designated Provider- a provider and/or facility that:

Yy Has entered into an agreement with the Claims Administrator, or with antanganiza
contracting on the Claims Administrator's behalf, to provide Covered Health Services
for the treatment of specific diseases or conditions; or

Yy The Claims Administrator has identified through the Claims Administrator's designation
programs as a DesigedProvider. Such designation may apply to specific treatments,
conditions and/or procedures.

A Designated Provider may or may not be located within your geographic area. Not all
Network Hospitals or Network Physicians are Designated Providers.

You can find out if your provider is a Designated Provider by contacting the Claims
Administrator atvww.myuhc.comor the telephone number on your ID card.

Designated Virtual Network Provider- a provider or facility that has entered into an
agreement witbinitedHealthcare, or with an organization contracting on

UnitedHealthcare's behalf, to deliver Covered Health Services via interactive audio and video
modalities.

DME - see Durable Medical Equipment (DME).

Domiciliary Care - living arrangements designedieet the needs of people who cannot
live independently but do not require Skilled Nursing Facility services.

Durable Medical Equipment (DME) - medical equipment that is all of the following:

Is used to serve a medical purpose with respect to treata&itkiiess, Injury or their
symptoms.

Is not disposable.

Is generally not useful to a person in the absence of a Sickness, Injury or their symptoms.

Can withstand repeated use.

S SS S <

Is not implantable within the body.
Yy Is appropriate for use, and is primasigd, within the home.

Eligible Expenses- for Covered Health Services, incurred while the Plan is in effect,
Eligible Expenses are determined by UnitedHealthcare as stated below and as detailed in
Section 3How the Plan Works
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Eligible Expenses are detered solely in accordance with UnitedHealthcare's
reimbursement policy guidelines. UnitedHealthcare deve