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SECTION-WELCOME

Quick Reference Box
Yy Member services, claim inquiries, Personal Health Sanqgtdental
HealthSubstanceRelated andddictive DisordexAdministratorl- 8443338015.

Yy Claims submittal addresiited HealthcareClaims, P.O. Box 30555, Salt Lake
City, UT 84130555

Yy Online assistanogsww.myuhc.com

Clermont County is pleased to provide you with this Summary RigptdegSPD),
which describes the health Benefits available to you and your covered family members under
the Clermont County Welfare Benefit Plan. It includes summaries of:

Who is eligible.

Services that are covered, called Covered Health Services.
Serwvtes that are not covered, called Exclusions and Limitations.
How Benefits are paid.

Your rights and responsibilities under the Plan.

This SPD is designed to meet your information needs. It supersedes any previous printed or
electronic SPD for this Plan.

IMPORTANT
The healthcare service, supply or Pharmaceutical Product is only a Covered Heglth
Service if it is Medically Necessary. (See definitions of Medically Necessary and|Covered
Health Service in Section GlgssadyThe fact that a Physician or ofvavider has
performed or prescribed a procedure or treatment, or the fact that it may be the pnly
available treatment for a Sickness, Injury, Mental IBnlkesgncdielated andddictive
Disorders, disease or its symptoms does not mean that tharerocéiéatment is a
Covered Health Service under the Plan.

Clermont County intends to continue this Plan, but reserves the right, in its sole
discretion, to modify, change, revise, amend or terminate the Plan at any time, fgr any
reason, and without prinotice subject to any collective bargaining agreements bgtween
the Employer and various unions, if applicable. This SPD is not to be construed ps a
contract of or for employment. If there should be an inconsistency between the dontents
of this summaryra the contents of the Plan, your rights shall be determined undgr the
Plan and not under this summary.

UnitedHealthcare is a private healthcare claims administrator.Héatdtare's goal is to

give you the tools you need to make wise healtlezas®ns. Uniteldealthcare also helps

your employer to administer claims. Although UHigadthcare will assist you in many

ways, it does not guarantee any Benefits. Clermont County is solely responsible for paying
Benefits described in this SPD.
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Pleaseead this SPD thoroughly to learn howGhlermont County Plamorks. If you have
guestions contact your local Human Resodegstment 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 familyk&hprit 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 can find copies of your SPD and any future amendmeetgiest 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" and "your" refer to Covered Personsfas
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, this SPD will control.

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 timefnges for enrolling yourself and your eligible Dependents
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 lea20 hours per week

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

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

Your Spouse, as defined in SectioGbssary.

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

An unmarried child age 26 or over who is or becomes disabtgpandent upon you.

To be eligible for coverage 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 Plan, you may each be enrolled as
a Participant or be covered as a Dependent of the other person, but not ddttiomn i&

you and your Spouse are both covered under the Clermont County Plan, only one parent
may enroll your child as a Dependent.

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

Cost of Coverage
You and Clermont County share in the cost of the Plan. Your contribution amount depends
on the Plan you select and the family memberfigosecto enroll.

Your contributions are deducted from your paychecks on atbefbeesis. Befotax
dollars come out of your pay before federal income and Social Security taxes are withheld

4 SECTION - INTRODUCTION
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and in most states, before state and local taxes are withisegd.es your contributions a
special tax advantage and lowers the actual cost to you.

Your contributions are subject to review and Clermont County reserves the right to change
your contribution amount from time to time.

You can obtain current contrilartirates 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 Opelanroliment to make your benefit elections.

Each year during annual Open Enroliment, you have the opportunity to review and change
your medical election. 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, adopIon of a
child, placement for adoption of a child or other family status change, you must ¢ontact
Human Resourcegthin 31 days of the event. Otherwise, you will needttontrbihe
next annual Open Enrollment to change your elections.

When Coverage Begins

Once Human Resourcegeives your properly completed enrollment, coverage will begin
onthe first day of the month following the completion3f day waiting p&rd. Coverage

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

Coverage for a Spouse or Dependent stepchild that you acquire via marriage becomes
effective the date of your marriage, idiey you notify Human Resoureethin 31 days of

your marriage. Coverage for Dependent children acquired through birth, adoption, or
placement for adoption is effective the date of the family status change, provided you notify
Human Resourcegthin 3L days of the birth, adoption, or placement.

If You Are Hospitalized When Your Coverage Begins

If you are an inpatient in a Hospital, Skilled Nursing Facility or Inpatient Rehabilitation
Facility on the day your coverage begins, the Plan will pay Rer@ditered Health

Services that you receive on or after your first day of coverage related to that Inpatient Stay
as long as you receive Covered Health Services in accordance with the terms of the Plan.
These Benefits are subject to any prior carriigatains under state law or contract.

You should notiffnited Healthcaref your hospitalization within 48 hours of the day your
coverage begins, or as soon as is reasonably possible. For Benefit plans that have a Network
Benefit level, Network Benefaie available only if you receive Covered Health Services

from Network providers.
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Changing Your Coverage

You may make coverage changes during the year only if you experience a change in family
status. The change in coverage must be consistent witarige in status (e.g., you cover

your Spouse following your marriage, your child following an adoption, etc.). The following
are considered family status changes for purposes of the Plan:

Your marriage, divorce, legal separation or annulment.
The birth, ¢gal adoption, placement for adoption or legal guardianship of a child.

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

Loss of coveragdue 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 Dependent.
Your Dependent child no longer qualifying as an eligible Dependent.

A change in your or yo8pouse's position or work schedule that impacts eligibility for
health coverage.

Contributions were no longer paid by the employer (this is true even if you or your eligible
Dependent continues to receive coverage under the prior plan and to pay tlse amount
previously paid by the employer).

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

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

Termination of your or your DependeMadicaior Children's Health Insurance Program
(CHIP)coverage as a result of loss of eligibility (you must contact Human Re#burces
60 days of termination).

You or your Dependent become eligible for a premium assistance subshgdindier
CHIP (you must contact Human Resoumiisin 60 days of the date of determination of
subsidy eligibility).

You or your Dependent loskgibility 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 prenums on a timely basis or termination of coverage for cause, such as making a
fraudulent claim or an intentional misrepresentation of a material fact) regardless of whether
you or your Dependent may enroll in other individual market coverage, throtigjder ou

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 wish to change your elections, you must contact
Human Resourcegthin 31 days of the change in family st@tiherwise, you will need to
wait until the next annual Open Enrollment.

While some of these changes in status are similar to qualifying events under COBRA, you, or
your eligible Dependent, do not need to elect COBRA continuation coverage to take
advantagef the special enrollment rights listed above. These will also be available to you or
your eligible Dependent if COBRA is elected.

Note: Any child under age 26 who is placed with you for adoption will be eligible for
coverage on the date the child isgalagith 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 will end when the
placement ends. No provision will be made for continuing coverage (such as COBRA
coverage) for the ibdh.

Change in Family Status Example
Jane is married and has two children who qualify as Dependents. At annual Opgn
Enrollment, she elects not to participate in Clermont County's medical plan, becguse her
husband, Tom, has family coverage under hisyariplmedical plan. In June, Tom
loses his job as part of a downsizing. As a result, Tom loses his eligibility for meglical

coverage. Due to this family status change, Jane can elect family medical coverpge under
Clermont County's medical plan outside nfianOpen Enrollment.
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SECTION-HOW THBLAN WORKS

What this section includes:
Yy Accessing Benefits.

Yy Eligible Expenses.

Yy Annual Deductible.

y* Coinsurance.

Yy Out-of-Pocket Maximum.

Accessing Benefits

As a participant in this Plan, you have the freedom to choose the Physician or health care
professional you prefer each time you need to receive Covered Health Services. The choices
you make affect tte@mounts you pay, as well as the level of Benefits you receive and any
benefit limitations that may apply.

You are eligible for the Network level of Benefits under this Plan when you receive Covered
Health Services from Physicians and other health dassjommals who have contracted
with United Healthcan® provide those services.

You can choose to receive Designated Network Benefits, Network Benefits or Non
Network Benefits.

Designated Network Benefitsapply to Covered Health Services that are pibtagla

Network Physician or other provider that is identified as a Designated Provider. Only certain
Physicians and providers have been identified as a Designated Provider. Designated
Network Benefits are available only for specific Covered Healths@eridtamtified in

Section 5Plan Highligh¥&hen Designated Network Benefits apply, they are included in and
subject to the same Annual Deductible ando®Bbcket Maximumrequirements as all

other Covered Health Services provided by Network pmavider

Network Benefits apply to Covered Health Services that are provided by a Network
Physician or other Network provider. You are not required to select a Primary Physician in
order to obtain Network Benefits. In general health care terminology, a RrysiaigrP

may also be referred to &ramary Care PhysitiRCP

Non-Network Benefits apply to Covered Health Services that are provided by a non
Network Physician or other ndletwork provider, or Covered Health Services that are
provided at a neNetwork facility. In general health care terminology;Ndwork
Benefits may also be referred to asabiMetwork Benefits.

Ground Ambulance transport provided by aNetwork provider will be reimbursed as set
forth underEligible Expenasgiescribed the end of this section.

Emergency Health Services provided by &lebmork provider will be reimbursed as set
forth underEligible Expenaeslescribed at the end of this section.
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Covered Health Services provided at certain Network facilitiesrbiMetwork Physician,

when not Emergency Health Services, will be reimbursed as set foitigibleExpenses

as described at the end of this section. For these Covered Health Services, "certain Network
facility" is limited to a hospital (as definetBibiL(e) of the Social Secyyiyhdspital

outpatient department, a critical access hospital (as defi@@ti(imm)(1) of the Social Security
Acf), an ambulatory surgical center as described in $88®9)(1)(A) of the Social Security

Act and aw other facility specified by the Secretary.

Air Ambulance transport provided by a-IN&twork provider will be reimbursed as set
forth underEligible Expenassiescribed at the end of this section.

You must show your identification card (ID card) eweeyyou 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 same care fromdataork provider. Therefore, in
most instances, your eaftpocket expenses will be less if you use a Netvowikigr.

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

Health Services from NonNetwork Providers Paid as Network Benefits

If specific Covered Health Services aravailable from a Network provider, you may be
eligible to receive Network Benefits when Covered Health Services are receivedfrom a non
Network provider. In this situation, your Network Physician will kltifgd Healthcare

and ifUnited Healthcareonfirms that care is not available from a Network provider,

United Healthcanill work with you and your Network Physician to coordinate care

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
UnitedHealthcare's Network. While Network status may change from time to tim
www.myuhc.comhas the most current source of Netwaformation. Use
www.myuhc.comto search for Physicians available in your Plan.

U

9 SECTIONB - HOWTHEPLANWORKS



CLERMONCOUNTWEDICAICHOICEPLUSHDP$300M@eDUCTIBLELAN

Network Providers

United Healthcarer its affiliates arrange for health care providers to participate in a
Network.At your request)nited Healthcarwill 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 request a provider directory, you can call Heaéticare at the number on your

ID card or log ontavww.myuhc.com

Network providers are independent practitioners and are not employees of Clermont
County otUnited Healthcare

UnitedHealthcare's credentialing process confirms public information about the providers'
licenses and other credentials, basdot 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 change. You can verify the provider's status hjngeliing

HealthcareA directory of praders is available onlinenatw.myuhc.comor by calling

the number on your ID card to request a clbyypu receive a Covered Health Service from

a nonNetwork provider and were informed incorrectly prior to receipt of the Covered
Health Service that tireovider was a Network provider, either through a database, provider
directory, or in a response to your request for such information (via telephone, electronic,
webbased or interndtased means), you may be eligible for Network Benefits.

It is possiblehat you might not be able to obtain services from a 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 choose another Network provider to get Network
BenefitsHowever, if you are currently receiving treatment for Covered Health Services
from a provider whose network status changes from Network-Metwork duringsuch
treatment due to expiration or nonrenewal of the provider's contract, you may be eligible to
request continued care from your current provider at the Network Benefit level for specified
conditions and timeframes. This provision does not apply tdgrogntract terminations

for failure to meet applicable quality standards or for fraud. If you would like help to find
out if you are eligible for continuity of care Benefits, please call the telephone number on
your ID card.

If you are currently underggia course of treatment utilizing a-Network Physician or

health care facility, you may be eligible to receive transition of care Benefits. This transition
period is available 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, pleasemitedact
Healthcarat the number on your ID card.

Do not assume that a Network providageeement includes all Covered Health Services.
Some Network providers contract Withited Healthcare provide only certain Covered

Health Services, but not all Covered Health Services. Some Network providers choose to be
a Network provider for only se of UnitecHealthcare's products. Refer to your provider
directory or contadinited Healthcar®r assistance.
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Designated Providers

If you have a medical condition tbiaited Healthcareelieves needs special services,

United Healthcammay direct yoto a Designated Provider chosetJhited Healthcaref

you require certain complex Covered Health Services for which expertise IdHiteited,
Healthcarenay direct you to a Network facility or provider that is outside your local
geographic area. by are required to travel to obtain such Covered Health Services from a
Designated Providddnited Healthcammay reimburse certain travel expenses at United
Healthcare'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 United Healthcare

You or your Network Physician must ndtlfyited Hedhcareof special service needs (such

as transplants or cancer treatment) that might warrant referral to a Designated Provider. If
you do not notifynited Healthcarna advance, and if you receive services from-a non
Network facility (regardless of whetihés a Desighated Provider) or other-hNetwork

provider, Network Benefits will not be paid. N\®mtwork Benefits may be available if the
special needs services you receive are Covered Health Services for which Benefits are
provided under the Plan.

Limitations on Selection of Providers

If United Healthcargetermines 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 be requareelect 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 kbtifestiHealthcare
will select a single Network Physician for you. In #r that you do not use the selected
Network Physician, Covered Health Services will be paid-&eiark Benefits.

Eligible Expenses

Clermont County has delegated to the Claims Administrator the discretion and authority to
decide whether a treatmensopply is a Covered Health Service and how the Eligible
Expenses will be determined and otherwise covered under the Plan.

Eligible Expenses are the amdunitedHealthcardetermines that the Plan will pay for
Benefits.

Yy ForDesignated Network Benefits ddetwork Benefits for Covered Health Services
provided by a Network provider, except for your cost sharing obligations, you are not
responsible for any difference between Eligible Expenses and the amount the provider
bills.

Yy For Non-Network Benefits, exceas described below, you are responsible for paying,
directly to thenon-Network provider, any difference between the amount the provider
bills you and the amount the Claims Administrator will p&jiddyle Expenses
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For Covered Health Services thatacillary Services received at certain

Network facilities on a nonEmergency basis fronrnon-Network Physicians you

are not responsible, and the iNetwork provider may not bill you, for amounts in

excess of your Copayment, Coinsurance or deduciitiieisMbased on the Recognized

Amount as defined in this SPD.

- For Covered Health Services thanareAncillary Services received at certain
Network facilities on a nonEmergency basis fronmon-Network Physicians who
have not satisfied the notice and gtsent criteriaor for unforeseen or urgent
medical needs that arise at the time a neAncillary Service is provided for which
notice and consent has been satisfieas described belowyou are not responsible,
and thenon-Network provider may not bill ydoy amounts in excess of your
Copayment, Coinsurance or deductible which is based on the Recognized Amount as
defined in the SPD.

- For Covered Health Services thatanergency Health Services provided by a
non-Network provider, you are not responsible, andribie-Network provider may
not bill you, for amounts in excess of your applicable Copayment, Coinsurance or
deductible which is based on the Recognized Amount as defined in this SPD.

- For Covered Health Services thattarédmbulance services provided by aon-

Network provider, you are not responsible, andribie-Network provider may not bill

you, for amounts in excess of your applicable Copayment, Coinsurance or deductible

which is based on the rates that would applg gervice was provided by a Network
provider which is based on the Recognized Amount as defined in the SPD

Eligible Expenses are determined in accordance witbnitedHealthcare's
reimbursementpolicy guidelines or as required by law, as described in the SPD.

Designated Network Benefits andVetwork Benefits
Eligible Expenses are based on the following:

Yy When Covered Health Services are received ftesmi@ated Network amNetwork
provider, Elidble Expenses are our contracted fee(s) with that provider.

y° When Covered Health Services are received fiomNetwork provider as arranged
bythe Claims Administratoncluding when there is no Network provider who is
reasonably accessible or avaitalpjeovide Covered Health Servjédigible Expenses
are an amount negotiatedivy Claims Administrator an amount permitted by law.
Please contattie Claims Administratdryou are billed for amounts in excess of your
applicable Coinsurance, Copegt or any deductiblEhe Plarwill not pay excessive
charges or amounts you are not legally obligated to pay.

Non-Network Benefits

When Covered Health Services are received from a ANietwork provider as
described below, Eligible Expenses are determineaks follows:

y" For non-Emergency Covered Health Services received at certain Network
facilities from non-Network Physicianswhen such services are either Ancillary
Services, or nefincillary Services that have not satisfied the notice and consent criteria
of sectior2799R2(d) of the Public Health Servitté Aedpect to a visit as defined by the
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Secretary (including némcillary Services that have satisfied the notice and consent
criteria but unforeseen urgent medical needs arise at the time the services are provided),
the Eligible Expense is based oe ofithe following in the order listed below as

applicable:

- The reimbursement rate as determined by aA#itRi@yer Model Agreement

- The reimbursement rate as determined by state law.

- The initial payment made by the Claims Administrator, or the antmsatusntly
agreed
to by the norNetwork provider and the Claims Administrator.

- The amount determined Imdependent Dispute Resolution (IDR)

For the purpose of this provision, "certain Network facilities" are limited to a hospital (as
defined inl&1(e) of the Social SecUrity Watpital outpatient department, a critical access
hospital (as defined 1861(mm)(1) of the Social Sequaty &abulatory surgical center as
described in sectidi®33(i)(1)(A) of the Social Secyriyddanyther facility specified by

the Secretary.

IMPORTANT NOTICE: For Ancillary Services, némcillary Services provided without
notice and consent, and pAncillary Services for unforeseen or urgent medical needs that
arise at the time a service is provided/hich notice and consent has been satisfied, you

are not responsible, and a detwork Physician may not bill you, for amounts in excess of
your applicable Copayment, Coinsurance or deductible which is based on the Recognized
Amount as defined in ti8PD.

Yy For Emergency Health Services provided by a neNetwork provider, the Eligible
Expense is based one of the following in the order listed below as applicable

The reimbursement rate as determined by aA#tR&yer Model Agreement

The reimburgeent rate as determined by state law.

The initial payment made by the Claims Administrator, or the amount subsequently
agreed to by the nawetwork provider and the Claims Administrator.
- The amount determined mdependent Dispute Resolution (IDR)
IMPORTANT NOTICE: You are not responsible, and a-hNetwork provider may
not bill you, for amounts in excess of your applicable Copayment, Coinsurance or
deductible which is based on the Recognized Amount as defined in the SPD.

Yy For Air Ambulancetransportation provided by a norNetwork provider, the
Eligible Expense is basedame of the following in the order listed below as applicable

- The reimbursement rate as determined by aA#tR&yer Model Agreement

- The reimbursement rate as deteedhiby state law.

- The initial payment made by the Claims Administrator, or the amount subsequently
agreed to by the ndwetwork provideand the Claims Administrator.

- The amount determined mdependent Dispute Resolution (IDR)
IMPORTANT NOTICE: You ae not responsible, and a Agetwork provider may
not bill you, for amounts in excess of your Copayment, Coinsurance or deductible which
is based on the rates that would apply if the service was provided by a Network provider
which is based on the RecogdiAmount as defined in the SPD
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y For Emergencyground ambulance transportation provided by a neietwork
provider, the Eligible Expensevhich includes mileage, is a rate agreed upon by the
norntNetwork provider or, unless a different amount is requitagpligable law,
determined based upon the median amount negotiated with Network providers for the
same or similar service.

IMPORTANT NOTICE: Non-Network providers may bill you for any difference
bet ween the providerds bededcibddherdhar ges and

When Covered Health Services are received from a rRNetwork provider, except as
described above, Eligible Expenses are determined as follow§:an amount

negotiated by the Claims Administrator, (ii) a specific amount required bghaw (w
required by law), or (iii) an amount the Claims Administrator has determined is typically
accepted by a healthcare provider for the same or similar service. The Plan will not pay
excessive charges. You are responsible for paying, directly teNba®vodaprovider, the
applicable Coinsurance, Copayment or any deductible. Please contact the Claims
Administrator if you are billed for amounts in excess of your applicable Coinsurance,
Copayment or any deductible to access the Advocacy Services ak laserildeollowing

the conclusion of the Advocacy Services described below, any responsibility to pay more
than the Eligible Expense (which includes your Coinsurance, Copayment, and deductible) is
yours.

Advocacy Services

The Plan has contracted with theii@s Administrator to provide advocacy services on your
behalf with respect twon-network providers that have questions aboEligile

Expenseand how the Claims Administrator determined those amounts. Please call the
Claims Administrator at the nber on your ID card to access these advocacy services, or if
you are billed for amounts in excess of your applicable coinsurance or copayment. In
addition, if the Claims Administrator, or its designee, reasonably concludes that the
particular facts and cirmstances related to a claim provide justification for reimbursement
greater than that which would result from the application Bfigilele Expensend the

Claims Administrator, or its designee, determines that it would serve the best interests of the
Plan and it®articipantgincluding interests in avoiding costs and expenses of disputes over
payment of claims), the Claims Administrator, or its designee, may use its sole discretion to
increase thEligible Expenstor that particular claim.

Don't Forget Your ID Card
Remember 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 the amount of Eligible Expensasthe Recognized Amount

when applicablgpu must pay each calendar year for Covered Health Services before you
are eligible to begin receiving Benefits. There are separate NetworkiNetd/odn

Annual Deductibles fdhis PlanThe amounts you pay toward your Annual Deductible
accumulate over the course of the calendar year.
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Amounts paid toward the Annual Deductible for Covered Health Services that are subject to
a visit or day limit will also be calculated aghaishaximum benefit limit. As a result, the
limited benefit will be reduced by the number of days or visits you used toward meeting the
Annual Deductible.

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 annual Owbf-Pocket Maximum is the most you pay each calendar year for Covered
Health Services. There are sspaNetwork and neNetwork Outof-Pocket Maximums

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

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

The following table identifies what does and does not apply towaxetyeank and non
Network Outof-Pocket Maximums:
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Plan Features

Applies to the
Network Out-of-
Pocket Maximum?

Applies to the
Non-Network
Out-of-Pocket

the Recognized Amount when applicable

Maximum?
Payments toward the Annual Deductible Yes Yes
Coinsurance for Covered Health Service
available under your outpatient prescripti Yes Yes
drug plan
Charges for neovered Health Services No No
The amounts of any reductions in Benefi
you incur by nobbtaining prior No No
authorization agquired
Charges that exceed Eligible Expermses No No
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SECTION4ERSONAHEALTFSUPPORAND PRIOR AUTHORIION

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

y Covered Health Services which Require Prior Authorization.

Care Management

When you seek prior authorization as required, the Claimss@mnoinwill work with you

to implement the care management process and to provide you with information about
additional services that are available to you, such as disease management programs, health
education, and patient advocacy.

United Healthcanerovides a program called Personal Health Sugsighed 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 earfThe goal of the program is to ensure you receive the most appropriate
and coskffective services available.

If you are living with a chronic condition or dealing with complex health car&nieeds,
Healthcarenay assign to you a primary nurse reeféo as a Personal Health Support
Nurse,to guide you through your treatment. This assigned nurse will answer questions,
explain options, identify your needs, and may refer you to specialized care programs. The
Personal Health Support Nurse will proymie with their telephone number so you can call
them with questions about your conditions, or your overall health aoeirvgell

Personal Health Support Nursels provide a variety of different services to help you and

your covered family memberseiee appropriate medical care. Program components are
subject to change without notice. When the Claims Administrator is called as required, they
will work with you to implement the Personal Health Suppartss and to provide you

with information abduadditional services that are available to you, such as disease
management programs, health education, and patient advocacy. As of the publication of this
SPD, the Personal Health Suppoogram includes:

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.

Inpatient care management If you are hospitalizedP&rsonal Health Suppaorirsewill
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.

Readmission Management This program serves as a bridge between the Hospital and

your home if you are at higbkrof 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 Nurséo confirm that medications, needed equipment, or fopicservices are in
placeThe Personal Health Support Nussk also share important health care information,
reiterate and reinforce discharge instructions, and support a safe transition home.

17 SECTIOM - PERSONAHEALTHSUPPORT ANPRIORAUTHORIZATION



CLERMONCOUNTWEDICAICHOICEPLUSHDP$300M@eDUCTIBLELAN

Risk Management- Designed for participants with certain chronic or complex cosditi

this program addresses such health care needs as access to medical specialists, medication
information, and coordination of equipment and supplies. Participants may receive a phone
call from a Personal Health Support Ntosiscuss and share imjnt health care

information related to the participant's specific chronic or complex condition.

Cancer Management You have the opportunity to engage with a nurse that specializes in
cancer, education and guidance throughout your care path.

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 couldenefit
from any of these programs, please call the number on your ID card.

Prior Authorization

UnitedHealthcare requires prior authorization for certain Covered Health Servicqs.
Network Primary Physicians and other Network providers are responsitiaifiang
prior authorization before they provide these services to you.

It is recommended that you confirm with the Claims Administrator that all Covered Health
Services 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 that they have
obtained the required prior authorizatietwork facilities and Network progid 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 you choose to receive certain Covered Health Services fidetwank providers,

you are respaible 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 authorization, please review it
carefully so that you understand what services have been authorizedpaodidératare
authorized to deliver the services that are subject to the authorization.

The utilization review process is a set of formal techniques designed to monitor the use of,

or evaluate the clinical necessity, appropriateness, efficacy, ayedffidealth care

services, procedures or settings. Such techniques may include ambulatory review, prospective
review, second opinion, certification, concurrent review, case management, discharge
planning, retrospective review or similar programs.
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Contacting United Healthcare or 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 yoiwchoose to receive certain Covered Health Services fraxetaork providers,

you are responsible for obtaining prior authorization from the Claims Administrator before
you receive these services. In many cases, yoNieNwoork Benefits will be reducethié

Claims Administratdras not provided prior authorization.

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

Special Note Regarding Medicare

If you are enrolled in Medicare on a primary basis (Medicaref@aythbdlan pays

Benefits) the prior authorization requirements do not apply to you. Since Medicare is the
primary payer, the Plan will pay as secondary payer as described in &aioina@pn of
Benefits (COBPu are not required to obtain authation before receiving Covered Health
Services.
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SECTIONHLAN HIGLIGHTS

What this sectionincludes:
Yy Payment Terms and Features.

Yy Schedule of Benefits.

Payment Terms and Features

The table below provides an overviethefPlan's Annual Deductible and-OfsPocket
Maximum

Non-Network

Plan Features Network Amounts
Amounts

Annual Deductible

Individual. $3200 $6,000

Family (not to exceed the applicable
Individual amount for all Covered Pers
in a family).

Coupons:The Plan Sponsor may not
permit certain coupons or offers from
pharmaceutical manufacturers or an
affiliate to apply to yodmnnual
Deductible.

$6,000 $12,000

Annual Out-of-Pocket Maximum

Individual (single coverage). $4,000 $10,000

Family (not to exceed the applicable
Individual amount for all Covered Pers
in a family).

Coupons:The Plan Sponsor may not
permit certailroupons or offers from
pharmaceutical manufacturers or an
affiliate to apply to your Annual Gaft
Pocket Maximum.

$8,000 $20,000

The Annual Deductible applies toward
Out-of-Pocket Maximum for all Covere(
Health Services.
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Plan Features

Non-Network

Network Amounts
Amounts

Lifetime Maximum Benefit

There is no dollar limit to the amount th
Plan will pay for essential Benefits duri
the entire period you are enrolled in thi
Plan.

Generally the following are considered
be essential benefits underRiadient
Protection and Affor@ainé=Act:

Ambulatory patient services; emergenc
services, hospitalization; maternity and
newborn caréylental Healtland
Substanc®elated and Addictive
Disordersservices (including behavioral
health treatment); prescription drug
products; rehabilitatiaad habilitative
services and devices; laboratory servic
preventive and wellness services and
chronic disease management; and ped

services (including oral and vision care

Unlimited
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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

Amounts which you are required to pay as shown belowScheule of Beaeditsased

on Eligible Expensedor specific Covered Health Services as described in the definition of

Recognized Amount in Section G#gssary

Covered Health Servicé's

Benefit

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

Network

Non-Network

Acupuncture Services

See Section Bdditional Coverage Débails
limits.

9% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible

Ambulance Services

Emergency Ambulance.

Eligible Expenses for ground and Air

Ambulance transport provided by a-nor
Network provider will be determined as
described in Sectionkw the Plan Worl

Non-Emergency Ambulance.

Ground orAir Ambulanceas the Claims
Administrator determines appropriate.

Eligible Expenses fground andhir

Ambulance transport provided by a-nor
Network provider will be determined as
described in Sectionk3w the Plan Wor]

Ground Ambulang

9% after you meet
the Annual
Deductible

Air Ambulance
90%after you meet
the Annual
Deductible

Ground Ambulang

9% after you meet
the Annual
Deductible

Air Ambulance

Ground Ambulan

Same as Network

Air Ambulance

Same as Network

Ground Ambulan

Same as Network

Air Ambulance
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Covered Health Servicés

Benefit

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

Network

Non-Network

90% after you mee
the Annual
Deductible

Same as Network

Cellular and Gene Therapy

Services must be received at a Design|
Provider.

Depending upon
where the Covered
Health Service is
provided, Benefits
will be the same ag
those stated undel
each Covered Heal
Service categoiry

this section.

Non-Network
Benefits are not
available.
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Covered Health Servicés

Benefit

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

Network

Non-Network

Clinical Trials

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

Depending upon
where the Covered
Health Service is
provided Benefits
will be the same ag
those stated under
each Covered Heall
Service category ir
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.

Congenital Heart Disease (CHD)
Surgeries

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

9% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible

Dental Services Accident Only

See Section Additional Coverage Dé&bails
limits.

9% afteryou meet
the Annual
Deductible

9% after you mee

the Annual
Network

Deductible

Dental Anesthesia

See Section Additional Coverage Dé&bails
limits.

9% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible
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Covered Health Servicés

Benefit

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

Network

Non-Network

Diabetes Services

Diabetes SeManagement and Training|
Diabetic Eye Examinations/Foot Care

Diabetes SeManagement ltems
Diabetes equipment.

Diabetes supplies.

Depending upon
where the Coverec
Health Service is
provided, Benefits
for diabetes self
management and
training/diabetic eyé¢
examinations/foot
carewill be paid the
same as those stat
under each Covere
Health Service
category in this
section.

Benefits for diabete
equipment will be
the same as thoseg

stated undddurable

Medical Equipmant

this section.

For diabetes suppli¢
the Benefit i90%
after you meet the
Annual Deductible.

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

Benefits for
diabetes equipmel
will be the same a|
those stated unde|

Durable Medical
Equipmeint this
section.

For diabetes
supplies the Benef
is 70%after you
meet the Annual
Deductible.

Durable Medical Equipment (DME)

SeeDurable Medical Equipmé&gction 6,
Additional Coverage Dé&bailnits.

9% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible

25

SECTIOND - PLANHIGHLIGHTS



CLERMONCOUNTWEDICAICHOICEPLUSHDP$300M@eDUCTIBLELAN

Covered Health Servicés

Benefit

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

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.

Eligible Expenses for Emgency Health
Services provided by a Adatwork

provider will be determined as describe
underEligible ExpenseSection 31ow thq
Plan Works

90% after you meet
the Annual
Deductible

9% after you mee

the Annual
Network

Deductible

Enteral Nutrition

90% after you mee
the Annual
Deductible

70% after you meg
the Annual
Deductible

Gender Dysphoria

Depending upon
where the Covered
Health Service is
provided, Benefits
will be the same ag
those stated undel
each Covered Heal
Servie category in
the Schedule of Ben

Depending upon
where the Covere
Health Service is
provided, Benefits
will be the same 4|
those stated unde|
each Covered
Health Service
category in the
Schedule of Bene

Hearing Aids

90% after you mee
the Annual
Deductible

70% after you mee
the Annual
Deductible

Home Health Care

See Section Additional Coverage Dé&bails
limits.

90% after you mee
the Annual
Deductible

70% after you meg
the Annual
Deductible
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Covered Health Servicés

Benefit

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

Network

Non-Network

Hospice Care

90% after you mee
the Annual
Deductible

70% after you meg
the Annual
Deductible

Hospital - Inpatient Stay

90% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible

Lab, X-Ray and Diagnostics-
Outpatient

Lab Testing Outpatient.

X-Ray and Other Diagnostic Testing
Outpatient.

Mammogram.

90% after you meet
the Annual
Deductible

9% after you meet
the Annual
Deductible

100%

70% after you mee
the Annual
Deductible

70% after you meg
the Annual
Deductible

Not Applicable

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

90% after you meet
the Annual
Deductible

70% after you mee
the Annual
Deductible
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Covered Health Servicés

Benefit

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

Network

Non-Network

Mental Health Services

Inpatient.

Outpatient.

Virtual Behavioral Health Therapy and
Coaching.

90% after you meet
the Annual
Deductible

90% after you meet
the Annual
Deductible

9% for Partial
Hospitalization/Inte
nsive Outpatient
Treatment after you
meet theAnnual
Deductible

Designated
Network (AbleTo)

100% after you meg
the Annual
Deductible; Benefits
for the Initial
Consultation will bg
paid at 100%

70% after you meg
the Annual
Deductible

70%after you mee
the Annual
Deductible

70% for Partial
Hospitalization/Int
ensive Outpatient
Treatment after yo
meet theAnnual
Deductible

Not Covered

Neurobiological Disorders- Autism
Spectrum Disorder Services

Inpatient.

Outpatient.

90% after you meet
the Annual
Deductible

90% after you meet
the Annual
Deductible

9% for Partial
Hospitalization/Inte
nsive Outpatient
Treatment after you
meet theAnnual
Deductible

Not Covered
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Covered Health Servicés

Benefit

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

Network

Non-Network

Nutritional Counseling

9% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible

Ostomy Supplies

90% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible

Pharmaceutical Products Outpatient

9% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible

Physician Fees for Surgical and
Medical Services

Covered Health Services provided by g
nortNetwork Physician in certain
Network facilities will apply the same c{
sharing (Copayment, Coinsurance and
applicable deductible) as if those servi(
were provided by a Network provider;
however Eligible Experswill be
determined as described in Sectibiog,
the Plan WorkmdelEligible Expenses

9% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible

Physician's Office Services Sickness
and Injury

Primary Physician.

Specialist Physician.

90% after you meet
the Annual
Deductible

9% after you meet
the Annual
Deductible

70% after you mee
the Annual
Deductible
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Covered Health Servicés

Benefit

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

Network

Non-Network

Pregnancyd Maternity Services

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

Benefits will béhe
same as those stat
under each Covere
Health Service
category in this

Benefits will be the
same as those stal
under each Coversg
Health Service
category in this

section. section.

Preventive Care Services

the Annual

Deductible
Lab, Xray or Other Preventive Tests. 100% 70% after you mee

the Annual

Deductible
Breast Pumps. 100% 70% after you meg

the Annual

Deductible
Prosthetic Devices 9% after you meetl 70% after you mee
See Section Additional Coverage Détails the Annual the Annual
limits. Deductible Deductible

Reconstructive Procedures

Depending upon
where the Covered
Health Service is
provided, Benefits
will be the same ag
those stated undel
each Covered Heal
Service category if
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.
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Covered Health Servicés

Benefit

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

Network

Non-Network

Rehabilitation Services Outpatient
Therapy and Manipulatve Treatment

See Section Additional Coverage Dé&bails
visit limits.

90% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible

Scopic Procedures Outpatient
Diagnostic and Therapeutic

Colonoscopy.

9% after youneet
the Annual
Deductible

100%

70% after you meg
the Annual
Deductible

Not Applicable

Skilled Nursing Facility/Inpatient
Rehabilitation Facility Services

See Section Additional Coverage Dé&bails
limits.

90% after you meet
the Annual
Deductible

70% 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 neargical manageme
of spine and joirdervices will be the sar
as those stated under each Covered H
Service category in this Schedule of
Benefits.

9% after you meet
the Annual
Deductible

Non-Network
Benefits are not
available
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Covered Health Servicés

Benefit

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

Network

Non-Network

SubstanceRelated and Addictive
Disorders Services

Inpatient.

Outpatient.

90% after you meet
the Annual
Deductible

9% after you meet
the Annual
Deductible

90% for Partial
Hospitalization/Inte
nsive Outpatient
Treatment after you
meet theAnnual
Deductible

70% after you meg
the Annual
Deductible

70% after you meg
the Annual
Deductible

70% for Partial
Hospitalization/Int
ensive Outpatient
Treatment after yo
meet theAnnual
Deductible

Surgery- Outpatient

9% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible

Therapeutic Treatments- Outpatient

90% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible

For dialysis service
Non-Network
Benefits are not
available.

Transplantation Services

For NetworkBenefits, transplantation
services must be received at a Designé
Provider. The Claims Administrator do¢
not require that cornea transplants be

performed at a Designated Provider in
order for you to receive Network Benef|

Depending upon
where the Ceered
Health Service is
provided, Benefits
will be the same as
those stated undel
each Covered Heal
Service category if
this section.

Non-Network
Benefits are not
available
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Covered Health Servicés

Benefit

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

Network

Non-Network

Urgent Care Center Services

9% after you meet
the Annual
Deductible

70%after you mee
the Annual
Deductible

Urinary Catheters

90% after you mee
the Annual
Deductible

70% after you meg
the Annual
Deductible

Virtual Care Services

Network Benefits are available only wh
services are delivered through a
Designated Virtual Network Provider. Y
can find a Designated Virtual Network
Provider by going t@ww.myuhc.comor
by calling the telephone number on yol
ID card.

9% after you met
the Annual
Deductible

Non-Network
Benefits are not
available.

Vision Care

Yy Lenses Post Cataract Surgery.

See Section Additional Coverage Dé&bails
limits.

9% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible

Wigs
See Section 6, Additional Coverage Detall]
limits.

9% after you meet
the Annual

Deductible

70% after you meg
the Annual
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, and anyuetion in Benefits that may apply if you do not call to optain
prior authorization.

This section supplements the second table in Sed?ian Highlights

While the table provides you with Benefit limitations alon@uiitsurance and Annual

Deductble information for each Covered Health Service, this section includes descriptions

of the Benefits. These descriptions include any additional limitations that may apfly

as Covered Health Services for which you must obtain prior autmofizati the Claims
Administrator as requirethe 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
Section 8Exclusions and Limitations

Benefits ar provided for services delivered via Telehealth/TelemeBamedits are also
provided for Remote Physiologic MonitorBenefits for these services are provided to the
same extent as angarson service under any applicable Benefit categoryeuttars s
unless otherwise specified in the table.

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 following, either practicing
within thescope of his/her license (if state license is available) or who is certified by a
national accrediting body:

Doctor of Medicine.

Doctor of Osteopathy.

Chiropractor.

Acupuncturist.

Covered Health Services include treatment of nausea as a result of;

Chemotlerapy.
Pregnancy.
Postoperative procedures.

Any combination of Network Benefits and Nd&twork Benefits is limited i@
treatments per calendar year.

Did you knowé
You generally pay less-ot{pocket when you use a Network provider?
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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.

Ambulance service by aicavered in an Emergency if ground transportation is impossible,
or would put your life or health in serious jeopardy. If special circumstandéssitexist,
Healthcarenay pay Benefits for Emergency air transportation to a Hospital that is not the
closestacility to provide Emergency Health Services.

The Plan also covers nBmergency transportation provided by a licensed professional
ambulance (either groundfr Ambulanceas UnitedHealthcare determines appropriate)
between facilities when tinensport is:

From a norANetwork Hospital to a Network Hospital.

To a Hospital that provides a higher level of care that was not available at the original
Hospital.

To a more costffective acute care facility.
From an acute facility to a satute setting

Prior Authorization Requirement

In most cases, the Claims Administrator will initiate and direéEtmengency
ambulance transportatidfar Non-Network Benefitsf you are requesting non
Emergencyir Ambulanceservicegjincluding any affiliated nédmergency ground
ambulance transport in conjunction with-Bomergencyiir Ambulanceransport),
please remember that you must obtain prior authorization as soon as possible pfior to
transport.

If you fail to obtain prior authorization as requiyed,wil be responsible for paying &
charges and no Benefits will be paid

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 Bhysiaian's office.

Benefits for CAR therapy for malignancies are provided as described tardgiantation
Services
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Clinical Trials

Benefits are available for routine patient care costs incurred during participation in a
qualifying Clinical Trialf¢he treatment of:

Cancer or other lfthreatening 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 intedup

Cardiovascular disease (cardiac/stroke) which is not life threatening, for Whitdd as
Healthcareletermines, a Clinical Trial meets the qualifying Clinical Trial criteria stated
below.

Surgical musculoskeletal disorders of the spine, hip asdwhieh are not life threatening,
for which, asJnited Healthcardetermines, a Clinical Trial meets the qualifying Clinical
Trial criteria stated below.

Other diseases or disorders which are not life threatening for whicke@slealthcare
determins, a Clinical Trial meets 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.

Berefits are available 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:

Covered Health Services for whichaBigs are typically provided absent a Clinical Trial.

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 threvention of complications.

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:

The Experimental or Invegditional Service(s) or item. The only exceptions to this are:

- CertainCategorydBvices.

- Certain promising interventions for patients with terminal illnesses.

- Other items and services that meet specified criteria in accordance with United
Healthcare'mmedical and drug policies.

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.

A service that is clearly inconsistent with widely accepted and essihtidheds of care
for a particular diagnosis.

Items and services provided by the research sponsors free of charge for any person enrolled
in the trial.
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With respect to cancer or other-tlieeatening diseases or conditions, a qualifying Clinical
Trial isa Phase I, Phase I, Phase lll, or Phase IV Clinical Trial that is conducted in relation
to the prevention, detection or treatment of cancer or othéréégening disease or

condition and which meets any of the following criteria in the bullebetblist

With respect to cardiovascular disease, musculoskeletal disorders of the spine, hip and knees
and other diseases or disorders which are rbtrégening, a qualifying Clinical Trial is a

Phase I, Phase Il, or Phase 1l Clinical Trial tltainiducted in relation to the detection or
treatment of such ndife-threatening disease or disorder and which meets any of the

following criteria in the bulleted list below.

Federally funded trials. The study or investigation is approved or fundeth@yhichiude
funding through kkind contributions) by one or more of the following:

- National Institutes of Health (lit¢t)JudedNational Cancer Institute YNCI)

- Centers for Disease Control and Prevention (CDC)

- Agency for Healthcare Researchya(HRQ)it

- Centers for Medicare and Medicaid Services (CMS)

- A cooperative group or center of any of the entities described above or the
Department of Defense @@i2)Veterans Administration (VA)

- A qualified norgovernmental research entity identifigtie guidelines issued 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 approvea through
system of peer review that is determined byeatbetary 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 unbsed review of the highest scientific standards by qualified
individuals who have no interest in the outcome of the review.

The study or investigation is conducted under an investigational new drug application
reviewed by thg.S. Food and Drug Admimnosira

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

The Clinical Trial must have a written protocol that describes a scientifically sound study and
have been approved by all relevatitutisnal review boards (IRBs) before participants are
enrolled in the trialUnited Healthcamnay, at any time, request documentation about the

trial.

The subject or purpose of the trial must be the evaluation of an item or service that meets
the defintion of a Covered Health Service and is not otherwise excluded under the Plan.
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Prior Authorization Requirement

For Non-Network Benefits,gu must obtain prior authorization as soon as the posgibility
of participation in a Clinical Trial arises. If youdfabtain prior authorization as
requiredyou will be responsible for paying all charges and no Benefits will be pald

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 conditions such as coarctation of the aorta, aortic
stenosis, tetralogy of fallot, transposition of the great vessels and hypoplastic left or right
heart syndrome.

United Healthcareas specific guidelines regardingeits for CHD services. Contact
United Healthcarat 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 Serviaegram. 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 procedayelseopenformed
through interventional cardiac catheterization.

Benefits are available for the following CHD services:

Outpatient diagnostic testing.

Evaluation.

Surgical interventions.

Interventional cardiac catheterizations (insertion of a tubularidévecbeart).

Fetal echocardiograms (examination, measurement and diagnosis of the heart using
ultrasound technology).

Approved fetal interventions.

CHD services other than those listed above are excluded from coverage, unless determined
by the Claims Adinistrator to be proven procedures for the involved diagnoses. Contact
CHD Resource Services €@8B9367246 before receiving care for information about

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

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

Physician's Office Servie€ickness and Injury.

Physician Fees for Surgical and Medical Services.

Scopic Procedure®utpatient Diagnostic dirherapeutic.
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Therapeutic Treatment®utpatient.
Hospital- Inpatient Stay.
Surgery Outpatient.

To receive Benefits under the CHD program, you must contact CHD Resource ervices
at 18889367246 prior to obtaining Covered Health Services. TheiPlamypay
Benefits under the CHD program if CHD 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 LodgiregCoveretiealth Services only in
connection with CHD services received at a Congenital Heart Disease Resource Services
program.

Prior Authorization Requirement

For Covered Health Services required to be retyadikbsignated Providgrou must
obtain prior adtorization from the Claims Administrator as soon as the possibilityjof a
CHD surgery arises. If you do not obtain prior authorization and if, as a result, the CHD
surgeries are not received Reaignated ProvideMetwork Benefits will apply.

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

Dental ServicesAccident @Qly
Dental services are covered by the Plan when all of the following are true:

Treatment is necessary because of accidental damage.

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

The dental damage is sewsreugh that initial contact with a Physician or dentist occurs
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
severiy of the Injury.)

Please note that dental damage that occurs as a result 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 dedregga result of such activities.

The Plan also covers dental care (oral examinatiays,»extractions and nsurgical
elimination of oral infection) required for the direct treatment of a medical condition limited
to:

Dental services relatednedical transplant procedures.
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Initiation of immunosuppressive (medication used to reduce inflammation and suppress the
immune system).

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

Dental services to repair the damage caused @ntddigjury must conform to the

following timeframes: Treatment is 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 circumetaexist (such as prolonged hospitalization or the
presence of fixation 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 coveraginder the Plan.

The Plan pays for treatment of accidental Injury limited to the following:

Emergency examination.

Necessary diagnostierays.

Endodontic (root canal) treatment.

Temporary splinting of teeth.

Prefabricated post and core.

Simple minimal storative procedures (fillings).

Extractions.

Posttraumatic crowns if such are the only clinically acceptable treatment.
Replacement of lost teeth due to the Injury by implant, dentures or bridges.

Dental ServicedDental Anesthesia

The Plan pays for D&t 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 hospitalization or
general anesthesia.

Diabetes Services

Diabetes SeliManagement and Training/Diabetic Eye Examinations/Foot Care

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

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

Diabetic SelfManagement ltems

Insulin pumpsand supplies for the management and treatment of diabetes, based upon your
medical needsclude:
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Insulin pumps that are subject to all the conditions of coverage stated under Durable
Medical EquipmerfDME).

Blood glucose monitors, including continuous glucose monitors.
Insulin syringes with needles.

Blood glucose and urine test strips.

Ketone test strips and tablets.

Lancets and lancet devices.

Benefits for diabetes equipment that meet the definitiorrablBwedical Equipment are
subject to the limit stated undarrable Medical Equipimémis section.

Prior Authorization Requirement

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

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

Ordered or proded by a Physician for outpatient use primarily in a home setting.
Used for 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 diseasalulitgi
Durable enough to withstand repeated use.

Benefits under this section 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 equipmerattmeets the minimum specifications for your needs.
Benefits are provided for a single unit of DME (example: one insulin pump) and for repairs
of that unit.

Examples of DME include but are not limited to:

Oxygen and the rental of equipment to adminisygieox(including tubing, connectors and
masks).

Equipment to assist mobility, such as a standard wheelchair.

A standard Hospit&ype beds.

Negative pressure wound therapy pumps (wound vacuums).

Burn garments.
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Insulin pumps and all related necessary supplaescribed und2iabetes Serwicdss
section.

External cochlear devices 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 madjczdiBenefit

categories in this SPD. $iespital Inpatient Std&ehabilitation Serni@epatient Therapy
andSurgernOutpatiem this section.

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

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

Benefits also includiedicatedpeeclyeneratingevices and trachesophageal voice
devices required for treatment of severe spapairmenbr lack of speech directly
attributed to Sickness or Injurgngfits for the purchasetbesedevices 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 thedigo

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 is
enrolled under the Plan. Benefits for repair/replacement are limited to once every three
years.

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

At UnitedHealthcare's discretion, replacements are covered for damage beyond repair with
normal wear and tear, when repair costs exceed new purcbasewhien a change in the
Covered Person's medical condition occurs sooner than the three year timeframe. Repairs,
including the replacement of essential accessories, such as hoses, tubes, mouth pieces, etc.,
for necessary DME are only covered when eghigrmake the item/device serviceable and

the estimated repair expense does not exceed the cost of purchasing or renting another
item/device. Requests for repairs may be made at any time and are not subject to the three
year timeline for replacement.

Cranal banding will be covered for infants up to 18 months.
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Prior Authorization Requirement

For NonNetwork Benefits you must obtain prior authorizdtmm the Claims
Administratobefore obtaining any Durable Medical Equipment that exceeds $1,J00 in
cost gither retail purchase cost or cumulative retail rental cost of a single item). If you fail
to obtain prior authorization from the Claims Administrator, as reguiredill be
responsible for paying all charges and no Benefits will be paid

Emergency Héth Services Outpatient

The Plan's Emergency services Benefit pays for outpatient treatment at a Hospital or
Alternate Facility when required to stabilize a patient or initiate treatment.

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

Netwak Benefits will be paid for an Emergency admission toMetaork Hospital as

long as the Claims Administragnotified withim8 hourof the admission or on the same
day of admission if reasonably possible after you are admitted-detwark Hspital.

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 stay inNetwark Hospital after

the date your Physician determines that it is medically appropréatsfer you to a

Network Hospital, Network Benefits will not be provided.-Network Benefits may be
available if the continued stay is determined to be a Covered Health Service. Eligible
Expenses will be determined as described Hhgibte ExpesgeSection 31ow the Plan
Works

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

Note: If you are confined in a ndietwork Hospital after you receive outpatient
Emergency Hath Services, you must notify the Claims Administrator within two
business days or on the same day of admission if reasonably possible. The Claijns
Administrator may elect to transfer you to a Network Hospital as soon as it is mgdically
appropriate to doos If you choose to stay in the Agatwork Hospital after the date
the Claims Administrator decides a transfer is medically appropriate, Network B¢nefits
will not be provided. NeNetwork Benefits may be available if the continued stay s
determined to ba Covered Health Service.

Enteral Nutrition

Benefits are provided for specialized enteral formulas administered either orally or by tube
feeding for certain conditions under the direction of a Physician.

Gender Dysphoria

Benefits for the treatment @énder dysphoria provided by or under the direction of a
Physician.
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For the purpose of this Benefit, "gender dysphoria” is a disorder characterized by the
specific diagnostic criteria classified in the current editionagmostic and Statistical
Manal of the American Psychiatric Association
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Prior Authorization Requirement for Surgical Treatment
For Non-Network Benefits,gu must obtain prior authorization as soon as the posgibility
of surgery arises.

In addition, for NorNetwork Benefits, you mustntact the Claims Administrator 24
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

Administrator to provide you with additional information and services that may b¢g
available to you and are designed to achieve the best outcomes for you.

14

If you fail to obtain prior authorization as required, Benefits will be reduced to 50p6 of
Eligible Expenses.

Prior Authorization Requirement for NonSurgical Treatment
Depending upon where the Covered Health Service is provided, any applicable prior

authorization requirements will be the same as those stated under each Covere§l Health
Service category in this section.

Hearing Aids

The Plan pays Benefits for hearing aids required for the correction of a hearing impairment
(a reduction in the ability to perceive sound which may range from slight to complete
deafness). Hearing aids are electronic amplifying devicesidedigimg sound more

effectively into the ear. A hearing aid consists of a microphone, amplifier and receiver.

Benefits are available for a hearing aid that is purttivasegh a licensed audiologist,
hearing aid dispenser, otolaryngologist or otheoreagtd providerBenefits are provided
for the hearing aid and associated fitting charges and testing.

Benefits are also provided for certain-tvecounter hearing aids for Covered Persons age
18 and older who have mild to moderate hearing loss.
Benefits for ovethe-counter hearing aids do not require any of the following:

y A medical exam.
y Afitting by an audiologist.
y A written prescription.

If more than one type of hearing aid can meet your functional needs, Benefits are available
only for the learing aid that meets the minimum specifications for your needs. If you

purchase a hearing aid that exceeds these minimum specifications, the Plan will pay only the
amount that the Plan would have paid for the hearing aid that meets the minimum
specificatins, and you will be responsible for paying any difference in cost.
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Benefits do not include bone anchored hearing aids. Bone anchored hearing aids are a
Covered Health Service for which Benefits are available under the applicable
medical/surgical Coveredblth Services categories in this section only for Covered
Persons who have either of the following:

y  Craniofacial anomalies whose abnormal or absent ear canals preclude the use of a
wearable hearing aid.

Yy Hearing loss of sufficient severity that it woutda@dequately remedied by a wearable
hearing aid.

Any combination of Network Benefits and Network Benefits is limited to $5,000 per
calendar year. Benefits are limited to a single purchase (including repair/replacement) per
hearing impaired ear every - five calendar years.

Home Health Care

Covered Health Services are services that a Home Health Agency provides if you need care
in your home due to the nature of your condition. Services must be:

Ordered by a Physician.

Provided by or supervised hbegistered nurse in your home, or provided by either a home
health aide or licensed practical nurse and supervised by a registered nurse.

Not considered Custodial Care, as defined in SectGlod<ary

Provided on a patime, Intermittent Care scheelwhen Skilled Care is required. Refer to
Section 14Glossafgr the definition of Skilled Care.

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

Any combination of Network Benefits and Nd&twork Benefits is limited 6D visits per
calendar year. One visit equals four hourslEdSKiare services.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior auttatian for nutritional
foodsfrom the Claims Administrator five business days before receiving serviceq or as
soon as is reasonably possible. Ifgibto obtain prior authorization as required,
Benefits will be reduced to 50% of Eligible Expenses.

Hospice Care

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

the Covered Person is regggvhospice care. Benefits are available only when hospice care

is received from a licensed hospice agency, which can include a Hospital.
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Prior Authorization Requirement

For NonNetwork Benefits you must obtain prior authorization from the Claims
Administator five business days before admission for an Inpatient Stay in a hosy
facility or as soon as is reasonably possible.

ce

In addition, for NoANetwork Benefits, you must contact the Claims Administrator
within 24 hours of admission for an Inpatient i@tayhospice facilitif.you fail to

obtain prior authorization as required, Benefits will be reduced to 50% of Eligiblg
Expenses.

Hospital Inpatient Stay
Hospital Benefits are available for:

Non-Physician services and supplies received during aenlripiaty.
Room and board in a Sepnivate Room (a room with two or more beds).

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

The Plan will pay the difference in cost between gp8eate Room and aipate room
only if a private room is necessary according to generally accepted medical practice.

Benefits for an Inpatient Stay in a Hospital are available only when the Inpatient Stay is
necessary to prevent, diagnose or treat a Sickness or Injuitg. fBen#fer Hospital

based Physician services are described in this sectidPhysagan Fees for Surgical and
Medical Services

Benefits for Emergency admissions and admissions of less than 24 hours are described
underEmergency Health SandSasgeryOutpatierscopic Proced@etpatient Diagnostic
and TherapewitdTherapeutic Treatm@nitpatientespectively.

Prior Authorization Requirement

Please remember for Ndletwork Benefits, for:

y" A scheduled admission, you must oliaor authorization five business days before
admission.

Yy A nonscheduled admission, you must provide notification as soon as is reaspnably
possible.

In addition, for NorANetwork Benefits, you must contact the Claims Administrator P4
hours before admissi@or scheduled admissions or as soon as is reasonably posgible for
non-scheduled admissiotfsauthorization is not obtained as required, or notificatiop is
not provided, Benefits will be reduced to 50% of Eligible Expenses.
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Lab, XRay and Diagnostie®utpatient

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

Lab and radiology/Xay.

Mammaography.

Benefits under this section include:

The facility charge and ttigarge for supplies and equipment.

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

Presumptive Drug Tests and Definifbreg Tests.

Any combination of Network Benefits and Nde&twork Benefits is limited to 18
Presumptive Drug Tests per calendar year.

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

Beneits for other Physician services are described in this sectioRhysigan Fees for
Surgical and Medical Sémf;esray and diagnostic services for preventive care are
described undétreventive Caeevicesthis section. CT scans, PET scisiid, MRA,
nuclear medicine and major diagnostic services are describkdhyndeny and Major
Diagnostie€T, PET Scans, MRI, MRA and Nuclear Mé&litpadient this section.

Prior Authorization Requirement
For Non-Network Benefits for Genefiesting and sleep studies, you must obtain prior
authorization from the Claims Administrator five business days before scheduled fervices
are received. If you fail to obtain prior authorization as required, Benefits will be rqduced

to 5095% of Eligible Epenses.

Lab, XRay and Major DiagnostidST, PET Scans, MRI, MRA and Nuclear Medicine
Outpatient

Services for CT scans, PET scans, MRI, MRA, nuclear medicine, and major diagnostic
services received on an outpatient basis at a Hospital or Alteiitigte Fac
Benefits under this section include:

The facility charge and the charge for supplies and equipment.
Physician services for radiologists, anesthesiologists and pathologists.

Benefits for other Physician services are described in this secti®ysicdan Fees for
Surgical and Medical Services

48 SECTION - ADDITIONACOVERAGEETAILS



CLERMONCOUNTWEDICAICHOICEPLUSHDP$300M@eDUCTIBLELAN

Mental HealtBervices

Mental HealtlServices 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 behavioral health prowHteris properly licensed and qualified

by law and acting within the scope of their licensure

Benefits include the following levels of care:

Inpatient treatment.

Residential Treatment.
PartiaHospitalization/Day Treatment.
Intensive Outpatient Treatment.
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 esuations, assessment and treataretior procedures

Medication management.

Individual, family, and group therapy.

Crisis intervention.

TheMental HealthSubstanc®elated and Addictive DisordAdiministrator provides
administrative services for alkls\of care.

You are encouraged to contactiental HealthSubstanc®elated and Addictive
DisordersAdministrator forssistance in locatingravider and coordination of care.
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Prior Authorization Requirement

For Non-Network Benefits for:

y A scheduleddmission for Mental Health Services (including an admission for
services at a Residential Treatment facility) you must obtain prior authorizatign from
the Claims Administrator five business days before admission.

Yy A nonscheduled admission you must pronat#ication as soon as is reasonabl
possible.

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 Hospitatina/Day Treatment; Intensive Outpatient Treatmen
programs; outpatient electronvulsive treatment; psychological testangscranial
magnetic stimulation

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

Virtual Behavioral Health Therapy and Coaching

Specialized virtual behavior al heal th care
Programé) f or Cov e r-cedrmringehasiaraiand meditah cer t ai n
conditions.

AbleTo Therapy360 Program provides behavioral Covered Health Services through virtual
therapy and coaching services that are individualized and tailored to your specific health
needs. Virtual therapy is providgditensed therapists. Coaching services are provided by
coaches who are supervised by licensed professionals.

There are no deductibles, Copayments or Coinsurance you must meet or pay for when
receiving these services.

If you would like information regard these services, you may contact the Claims
Administrator at the telephone number on your ID Card.

Neurobiological Disordergutism Spectrum Disorder Services

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

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

Provided by 8oard Certified Applied Behavior Analyso(B@®Apualified provider
under the appropriate supervision.

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 caempof treatment for Autism Spectrum

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.
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Benefis include the following levels of care:

Inpatient treatment.

Residential Treatment.

Partial Hospitalization/Day Treatment.
Intensive Outpatient Treatment.
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 treaimoéort procedures

Medication management.

Individual, family, and group therapy.

Crisis intervention.

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

You are encouraged to contactental HealthSubstanc®elated and Atictive
DisordersAdministrator forassistance in locatimg@vider and coordination of care.

Prior Authorization Requirement

For Non-Network Benefits for:

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

Yy A nonscheduled admission you must provide notification as soon as is reasdqnably
possible.

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 Treatpent

programs; psychological testing; Intensive Behavioral Therapy, iAgptgthBehavigr
Analysis (ABA)

If you fail to obtain prior authorization from or provide notification to the Claims
Administrator as required, Benefits will be reduced to 50%gibfeEtxpenses.

Nutritional Counseling

The Plan will pay for Covered Health Services for medical education services provided in a
Physician's office by an appropriately licensed or healthcare professional when:
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Education is required for a disease in wiatkent selfnanagement is an important
component of treatment.

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

Some examples of such medical conditions include, but are notdimited

Coronary artery disease.

Congestive heart failure.

Severe obstructive airway disease.

Gout (a form of arthritis).

Renal failure.

Phenylketonuria (a genetic disorder diagnosed at infancy).
Hyperlipidemia (excess of fatty substances in the blood).

When mtritional counseling services are billed as a preventive care service, these services
will be paid as described under Preventive Care Services in this section.
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Ostomy Supplies
Benefits for ostomy supplies are limited to:

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

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

Pharmaceutical Product®utpatent

The Plan pays for Pharmaceutical Products that are administered on an outpatient basis in a
Hospital, Alternate Facility, Physician's office, or in a Covered Person's home. Examples of
what would be included under this category are antibiotic mgéctibe Physician's office

or inhaled medication in an Urgent Care Center for treatment of an asthma attack.

Benefits under this section are provided only for Pharmaceutical Products which, due to
their characteristics (as determinedribted Healthcajemust typically be administered or
directly supervised by a qualified provider or licensed/certified health professional.
Depending on where the Pharmaceutical Product is administered, Benefits will be provided
for administration of the PharmaceuticatiBct under the corresponding Benefit category

in this SPD.

If you require certain Pharmaceutical Prodincisiding specialty Pharmaceutical Products,
United Healthcammay direct you to a designated dispensing entity withWhitad
Healthcardas anm@angement to provide those Pharmaceutical Products. Such Dispensing
Entities may include an outpatient pharmacy, specialty pharmacy, Home Health Agency
provider, Hospitaffiliated 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,
NetworkBenefits are not available for that Pharmaceutical Product.

Certain Pharmaceuticab8ucts are subject to step therapy requirements. This means that
in order to receive Benefits for such Pharmaceutical Products, you must use a different
Pharmaceutical Product and/or prescription drug product first. You may find out whether a
particular Rarmaceutical Product is subject to step therapy requirements by contacting
United Healthcarat www.myuhc.com or by calling the telephone number on your ID card.

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

number onyour ID card.
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Physician Fees for Surgical and Medical Services

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

Physician's Office ServiceSickness and Injury

Benefits are paid by the Plan for Covered Health Services provided in a Physician's office for
the diagnosis and treatment of a Sickness or Injury. Benefits are prmedéus section
regardless of whether the Physician's office is freestanding, located in a clinic or located in a
Hospital. Benefits under this section include allergy injections and hearing exams in case of
Injury or Sickness.

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

Education is required for a disease in which patientasgigement is an iorpant
component of treatment.

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

Covered Health Services include genetic counseling. Benefits are available for Genetic
Testing which idetermined to be Medically Necessary following genetic counseling when
ordered by the Physician and authorized in advablcetég Healthcare

Benefits for preventive services are describedRmedentive Care Semntiuessection.

When a test is dermed 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, radiobygydxd other

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

Ray and Diagnostigpatient

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

Pregnancy Maternity Services

Benefits for Pregnancy will be paid at the sameddéehafits for any other condition,
Sickness or Injury. This includes all matemgyed medical services for prenatal care,
postnatal care, delivery, and any related complications.

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

48 hourdor the mother and newborn child following a vaginal delivery.
96 hours for the mother and newborn child following a cesarean section delivery.
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These are federally mandated requirements unéiavwtberns' and Mothers' Health Protection
Act of 199&hich gply to this Plan. The Hospital or other provider is not required to get
authorization for the time periods stated above. Authorizations are required for 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 counselor
when provided or referred by a Physician. These Benefits are available to all Covered
Persons in the immedid&enily. Covered Health Services include related tests and
treatment.

Prior Authorization Requirement

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

notification will open the opportunity to become enrolled in prenatal programs tht are

It is important that you notify the Claims Administrator regarding your Pregnancy]. Your
designed tachieve the best outcomes for you and your baby. }

Healthy moms and babies
The Plan provides a special prenatal program to help during Pregnancy. Particigation 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 Alternate Facility or a Hospital. Preventive care services encompass
medical services that have been demonstrateddat 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 beneficial effect on health outcomes and include the following as required under
applicable law:

Evidencebased items or services that have in effect a rating of "A" or "B" in the current
recommendations of thénited States Preventive Services Task Force

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

With respect to infants, children and adolescents, evid@nced preventive care and
screenings provided for in the comprehensive guidelines supportdddajtthResources
and Services Adbtriation

With respect to women, such additional preventive care and screenings as provided for in
comprehensive guidelines supported bii¢iadth Resources and Services Administration
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Preventive care Benefits defined undedédsdth Resources andeSekdministration (HRSA)
requirement include the cost of renting one breast pump per Pregnancy in conjunction with
childbirth. Breast pumps must be ordered by or provided by a Physician. You can obtain
additional information on how to access Benefitsréast 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 pump per Pregnancy in conjunction with
childbirth. These Benefits are described under Sed#dan BighlightsnderCovered Health
Services

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

Which pump is the most cost effective.

Whethetthe pump should be purchased or rented.

Duration of a rental.

Timing of an acquisition.

Benefits are only available if breast pumps are obtained from a DME provider or Physician.

For questions about your preventive care Benefits under this Plan cadb#reonuyour
ID card.

Prosthetic Devices

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

Artificial arms, legs, feet and hands.
Artificial face, eyes, ears and noses.

Breast prosthesis as requivgdheWomen's Health and Cancer Rights AcBeh&f&3
include mastectomy bras and lymphedema stockings for the arm.

Benefits under this section are provided only for external prosthetic devices and do not
include any device that is fully implaim&mthe body.

If more than one prosthetic device can meet your functional needs, Benefits are available
only for the prosthetic device that meets the minimum specifications for your needs. The
device must be ordered or provided either by a PhysiciadepalPhysician's direction. If

you purchase a prosthetic device that exceeds these minimum specifications, the Plan will
pay only the amount that it would have paid for the prosthetic that meets the minimum
specifications, and you may be responsibp@yarg any difference in cost.

Benefits are available for repairs and replacement, except that:

There are no Benefits for repairs due to misuse, malicious damage or gross neglect.

There are no Benefits for replacement due to misuse, malicious damageg)egbes for
lost or stolen prosthetic devices.
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Benefits are limited to a single purchase of each type of prosthetic device every three
calendar yearBhis requirement can be waived if the reason for the replacement is a change
in the patient's physica

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

Prior Authorization Requirement

For NonNetwork Benefits you 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,will be responsible for payirig al
charges and no Benefits will be paid

Reconstructive 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 obody part. Reconstructive Procedures include surgery or 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 pBiplogic function means that the organ or body part is made 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 Proceduresdediweast reconstruction following a

mastectomy and reconstruction of the-afd@cted 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 regquyrédteWomen'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
contactUnited Healthcarat thenumber 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:

Shoulder grooving or excoriation resulting tteerbrassiere shoulder straps, due to the
weight of the breasts

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

Determined not to be cosmetic by Care Coordination
Note: Breast Reduction Surgery is not a covered health service 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 (®part of the federal mandate).
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There may be times when 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 procemheregcluded from coverage. Procedures

that correct an 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 tpriore 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 define@ati@ 14Glossary

The fact that a Covered Person may 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 conseguamioehavior) as a Reconstructive
Procedures.

Prior Authorization Requirement

For Non-Network Benefits for:

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

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

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

hous before admission for scheduled admissions or as soon as is reasonably pgssible for
non-scheduled admissioifsauthorization is not obtained from the Claims
Administrator as required, or notification is not provided, Benefits will be reduceq to
50% ofEligible Expenses.

Rehabilitation Service®utpatient Therapy and Manipulative Treatment
The Plan provides shdgrm outpatient rehabilitation services (including habilitative
services) limited 1o

Physical therapy.

Occupational therapy.

Manipulative reatment.

Speech therap{Epeech Therapy is covered regardless of diagnosis)
Postcochlear implant aural therapy.

Cognitive rehabilitation therapy following a-frastmatic brain Injury @troke
Pulmonary rehabilitation.

Cardiac rehabilitation.

For all rehabilitation services, a licensed therapy provider, under the direction of a Physician
(when required by state law), must perform the services. Benefits under this section include
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rehabilitation services provided in a Physician's office opatpatient basis at a Hospital
or Alternate Facility. Rehabilitative services provided 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 aihdntla 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.

For outpatient rehabilitation services for speech therapy, the Plan will pay Benefits for the
treatment of disorders of speech, language, voice, communication and auditorg processin
only when the disorder results from Injury, stroke, cancer, or Congenital Anomaly.

Habilitative Services

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

The services are part of a prescribed plan of treatment or maintenance program that is
Medically Necessary to maintain a Covered Persoafg 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 with activities of daily living, including
dressing, feeding, bathior transferring from a bed to a chair.

It requires clinical training in order to be delivered safely and effectively.
It is not Custodial Care.

The Claims Administrator will determine if Benefits are available by reviewing both the
skilled nature of theervice and the need for Phystdiaected medical management.

Therapies provided for the purpose of generabeial) or conditioning in the absence of a
disabling condition are not considered habilitative services. A service will not be determined
to be "skilled" simply because there is not an available caregiver.

Benefits are provided for habilitative services provided for Covered Persons with a disabling
condition when both of the following conditions are met:

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

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

Benefits for habilitative servicesnbt 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, therapeutic recreduicatjonalfocational training and
Residentialreatment are not habilitative services. A senvicesatment plathat does not

help the Covered Person to meet functional goals is not a habilitative service.
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The Plan may requittee followingoe provided, medical records, other necessary data to
alow the Plaprovemedical treatment is needed. When the treating prexpa@tshat
continued treatment is or will be requirealltmvthe Covered Person to achieve progress,
the Claims Administrator may request additional medical records

Benefits fo Durable Medical Equipment and prosthetic devices, when used as a component
of habilitative services, are described iw@ble Medical Equipamelitrosthetic Devices

Benefits are limited to:

60Vvisits per calendar year for physical therapy.

60Vvisits per calendar year for occupational therapy.

60visits per calendar year for speech therapy.

20visits per calendar year for pulmonary rehabilitation therapy.

36visits per calendar year for cardiac rehabilitation therapy.

60Vvisits per calendar year for cognitive rehabilitation therapy.

12visits per calendar year for Manipulative Treatment.

30visits per calendar year for pasthlear implant aural therapy.

These visit limits apply to Network Benefits and-Network Benefs combined.

Note: Additional visits after the visit limits listed above require review for medical necessity.

Scopic ProcedureQutpatient Diagnostic and Therapeutic
The Plan pays for diagnostic and therapeutic scopic procedures and related samiites rec
on an outpatient basis at a Hospital or Alternate Facility

Diagnostic scopic procedures are those for visualization, biopsy and polyp removal.
Examples of diagnostic scopic procedures include colonoscopy, sigmoidoscopy, and
diagnostic endoscopy.

Berefits under this section include:

The facility charge and the charge for supplies and equipment.
Physician services for radiologists, anesthesiologists and pathologists.

Benefits for other Physician services are described in this secti®hysidemdsefor
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&urgerOutpatierfExamples of surgical scopic procedures include

arthroscopy, laparoscopy, bronchoscopy, hysteroscopy.

When these services are performed for preventive screening purposes, Benefits are described
in this section undé@&reventive Care Services
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Skilled Nursig Facility/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:

Supplies and neldhysician services received duhadnpatient Stay.

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

Physician services for radiologists, anesthesiologists and pathologists.

Benefits are available when skilled nursing and/or Inpatient Rehabilitation Facility services
are needed 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 Phy&n services are described in this section Bhgsician Fees for
Surgical and Medical Services

United Healthcareill determine if Benefits are available by reviewing both the skilled
nature of the service and the need for Physirested medical management. A service will
not be determined to be "skilled" simply because there is not an available caregiver.

Beneits are available only if both of the following are true:

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.

You will receive skilledreaservices that are not primarily Custodial Care.

Skilled care is skilled nursing, skilled teaching, and skilled rehabilitation services when all of
the following are true:

It must be delivered or supervised by licensed technical or professional ensotce! pn

order to obtain the specified medical outcome, and provide for the safety of the patient.

It is ordered by a Physician.

It is not delivered for the purpose of assisting with activities of daily living, including
dressing, feeding, bathing ansferring from a bed to a chair.

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

You are expected to improve to a predictable level of recovery. Benefits can be denied or
shortened for Covered Persons who are not progresgimgdirected 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 Nd&twork Benefits is limited i0days per
calendar year.

| Prior Authorization Requirement |
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Please remember for Ndletwork Benefits for:
Yy A scheduled admission, you must obtain prior authorization five busisésfata
admission.

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

In addition, for NorANetwork Benefits, you must contact the Claims Administrator P4
hours before adission for scheduled admissions or as soon as is reasonably pogsible for
nonscheduled admissioifsauthorization is not obtained as required, or notificatiop is
not provided, Benefits will be reduced to 50% of Eligible Expenses.

Spine and Joint Surgesie

Benefits for spine and joint surgeries which are ordered by a Physician. Spine and joint
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 $200 for using Designator Provider.

SubstanceéRelated and Addictive Disord€esvices

Substanc®elated and Addictive Disord8exvices include those received on an inpatient
or outpatient basis in a Hospital, an Alternate Facility, or in a prof¥iider'$\ll services
must be provided by or under the direction of a behavioral health puindgiproperly
licensed and qualified by law and acting within the scope of their licensure

Benefits include the following levels of care:

Inpatient treatment

Residential Treatment.

Partial Hospitalization/Day Treatment.
Intensive Outpatient Treatment.
Outpatient treatment.

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

Servicesclude the following:
Diagnostic evaluations, assessment and treaimaéort procedures

Medication management.
Individual, family, and group therapy.
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Crisis intervention.

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

You are encouraged to contactiental HealthSubstanc®elated and Addictive
DisordersAdministrator forassistance in locatingravider and coordination of care.

Prior Authorization Requirement

For Non-Network Benefits for:

y A scheduled admission for Substd®elated and Addictive Disorders Services
(including an admission for services at a Residential Treatment facility), you fnust
obtain authorization from the Claims Administrator five businedseftags
admission.

Yy A nonscheduled admission you must provide notification as soon as is reasgnably
possible.

In addition, for NorANetwork Benefits you must obtain prior authorization from thg
Claims Administrator before the following services are reSswades requiring priof
authorization: Partial Hospitalization/Day Treatment; Intensive Outpatient Treatpent
programs; psychological testing.

If you fail to obtain prior authorization from or provide notification to the Claims
Administrator as requirdglenefits 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.

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

Benefits under this section include:

The facility charge and the charge for supplies and equipment.

Physician services for radiologists, anesthesiologists and pathologists. Benefits for other
Physician services are described in this sectiorPinyd@ian 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 are received esdloechaed services,
within one business day or as soon as is reasonably possible. If you fail to obtaip prior
authorization a®quired, Benefits will be reduced to 50% of Eligible Expenses.
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Therapeutic Treatment®utpatient

The Plan pays Benefits for therapeutic treatments received on an outpatient basis at a
Hospital or Alternate Facility including dialysis (both hemodialygsritoneal dialysis),
intravenous chemotherapy or other intravenous infusion therapy and radiation oncology.

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

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

There exists a knowledge deficit regarding the disease which requires thenndérvent
trained health professional.

Benefits under this section include:

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

Physician services for anesthesiologists, pathologists and radiologists. Benefits for other
Physician services are described in this sectiorPinydian Fees for Surgical and Medical
Services

Prior Authorization Requirement
For Non-Network Benefitsdr the following outpatient therapeutic services you must
obtain prior authorization from the Claims Administrator five business days befoje
scheduled services are received or, fesctweduled services, within one business day or
as soon as is reasongiugsible. Services that require prior authorization: dialysis,|IV
infusion, intensity modulated radiation therapy andwitied focused ultrasound. If you

fail to obtain prior authorization from the Claims Administrator, as required, Bengfits will
be redeed to 50% of Eligible Expenses.

Transplantation Services

Organ and tissue transplantduding CART cell therapy for malignanomesen ordered

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

Examples of transplants for which Benefits are available include bonenukdow
CAR-T cell therapy for malignancieeart, heart/lung, lung, kidney, kidney/pancligas,
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 related to organ removal or procurement are Covered
Health Serves for which Benefits are payable through the organ recipient's coverage under
the Plan.
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The Claims Administrator has specific guidelines regarding Benefits for transplant services.
Contact the Claims Administrator at the number on your ID card for ititorralaout
these guidelines.

Transplantation services including evaluation for transplant, organ procurement and donor
searches and transplantation procedures must be rece@esighated Provider

Benefits are also available for cornea transplantareynot 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 untievel and LodgiregCovered HehlServices only in
connection with transplant services receiveDedignated Provider

Prior Authorization Requirement
For Non-Network Benefits yomust obtain prior authorization as soon as the possppility

of a transplant arises (and before thedipretransplantation evaluation is performefl at

a transplant center). If you don't obtain prior authorization and if, as a result, the|services
are not performebly a Designated ProvideXetwork Benefits will not be paid.

In addition, for NorNetworkBenefits you must contact the Claims Administrator 34
hours before admission for scheduled admissions or as soon as is reasonably ppssible for
non-scheduled admissions.

Support in the event of serious illness

If you or a covered family member has camaegamls an organ or bone marrow
transplantUnited Healthcarean put you in touch with quality treatment centers ar¢und
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 Plan pays Benefits as descrildedysiaies Office
ServiceSickness and Injury
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Urinary Catheters

Benefits foexternalindwelling and intermittent urinary catheters for incontinence or
retention.

Benefits include related urologic supplies for indwelling catheters limited to:

Yy Urinary draiage bag and insertion tray (kit).

Yy~ Anchoring device.

Yy lrrigation tubing set.

Virtual Care Services

Virtual care for Covered Health Services that includes the diagnosis and treatment of less
serious medical conditions. Virtual care provides communicatiedicdl information in

realtime between the patient and a distant Physician or health specialist, 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 Provider by contacting the
Claims Administrator at www.myuhc.com or the telephone number on your ID card.

Benefits are available for the following:
A Urgent ondemand health care delivered throughalisdio with video or audio only

technology for treatment of acute but-eamergency medical needs.

Please Note: Not all medical conditions can be treated through virtual care. The Designated
Virtual Network Provider will identify any condition for whigatiment by Hperson
Physician contact is needed.

Benefits do not include email, fax and standard telephone calls, or for services that occur
within medical facilitie€MSdefined originating facilities).

Vision Examinations

The Plan pays Benefits foreamutine vision exam, including refraction, to detect vision
impairment by a provider in the provider's office every calendar year.

Benefits for eye examinations required for the diagnosis and treatment of a Sickness or
Injury are provided undPhysician's Office SeBimasess and Injury

Lenses Post Cataract Sur@agnefits for only the initial pair of eyeglasses or contact
lenses after cataract surgery are covered.
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Wigs

The Plan pays Benefits for wigs and other scalp hair prostasiless of the reason of
hair loss.

Any combination of Network Benefits and Ndetwork Benefits is limited to $500 per 36
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&emdices.

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, egsible by phone and the Internet, which can help you to:

Take care of yourself and your family members.

Manage a chronic health condition.

Navigate the complexities of the health care system.

NOTE:
Information obtained through the services identified in this section is based on cprrent
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 car
decisions and take a greater responsibility for your own Weiaétth. Healthcarand

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 eekto s
professional medical care, your choosing of which provider to seek professionaljmedical
care from or your choosing or not choosing specific treatment.

Consumer Solutions and Sg#rvice Tools

Health Survey

You are invited to learn more about healthvagilness atww.myuhc.comand are
encouraged to participate in the online 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 Gdential. Completing the survey will not impact your Benefits
or eligibility for Benefits in any way.

If you need any assistance with the online survey, please call the number on your ID card.
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Reminder Programs
To help you stay healtiynitedHealthcarenay send you and your covered Dependents

reminders to schedule recommended screening exams. Examples of reminders include:
Mammograms for women between the ages of 40 and 68.

Pediatric and adolescent immunizations.

Cervical cancer screeningsfomen between the ages of 20 and 64.

Comprehensive screenings for individuals with diabetes.

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
hawe not had a recommended screening exam.

Decision Support

In order to help you make informed decisions about your healthnitee Healthcarieas
a program called Decision Support. This program targets specific conditions as well as the
treatments and pcedures for those conditions.

This program offers:

Accesgo health care information.

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

Information on providers and programs.

Conditions fowhich this program is available include:

Back pain.

Knee & hip replacement.
Prostate disease.
Prostate cancer.

Benign uterine conditions.
Breast cancer.

Coronary disease.

Participation is completely voluntary and without extra charge. If you think peu may
eligible to participate or would like additional information regarding the program, 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
efficiencyUnited Healthcanases evidendssed medicine and national industry guidelines
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to evaluate quality. The cost efficiency standards rely on local market benchnearks for th
efficient use of resources in providing care.

For details on the UnitedHealth Prenfiggtogram 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 membeebsiteyww.myuhc.com provides information at your
fingertips anywhere and anytime you have access to the lnt@wnetyuhc.comopens
the door to a wealth of health information andsgelfice tools.

With www.myuhc.comyou can:

Research a heattbndition and treatment options to get ready for a discussion with your
Physician.

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 healdurvey to help you identify health habits you may improve, learn about
healthy lifestyle 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 Hggital comparison tool to compare Hospitals in your area on various patient
safety and quality measures.

Registering on www.myuhc.com

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

Visitwww.myuhc.comand:

Make realime inquiries into the status and history of your claims.
View eligibility and Plan Benefit information, incluéimgual Deductibles.
View and print all ofour Explanation of Benefits (EOBS) online.

Order a new or replacement ID card 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, how corpmon it
is, and what to ask your Physician.
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Disease Management Services

Disease Management Services

If you have beediagnosed with certain chronic medical conditions you may be eligible to
participate in a disease management program at no additional cost tohgaut fetlere,

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 a registered nurse who is a specialist in
your specific medical condition. This nurse will be a resource to advige yndrhahage

your condition.

These programs offer:

Yy Educational materials that provide guidance on managing your specific chronic medical
condition. This may include information on symptoms, warning sigmsrsgiement
techniques, recommended exams attications.

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

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

Yy Access to and orm-one support frona 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.
- Preparationrad support for upcoming Physician visits.

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

- Use of maibrder pharmacy and Network providers.

Participation is completely voluntary and without extra chargethinkogou may be
eligible to participate or would like additional information regarding the program, please
contact the number on your ID card.
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Health Management Virtual Behavioral Therapy and Coaching Programs

The Virtual Behavioral Therapy and Coagtriogram identifies Covered Persons with

chronic medical conditions that frequentip@mur with mental health challenges, and

provides support through virtual sessions for depression, anxiety and stress that often
accompany chronic medical health is#ueditibetes, cancer or cardiac conditions. This

means that you may be called by a licensed clinical social worker or coach. You may also call
the program and speak with a licensed clinical social worker or coach.

This Plan includes access to an onlirtalgorailable specifically for Covered Persons
enrolled in the program for monitoring your progress toward meeting all the participation
criteria.

Youdre encouraged to visit the site frequent
completing ashensure that your information istoplate. The site also includes links to
other helpful tools and resources for Behavioral Health.

The program is provided through AbleTo, Inc. Participation is completely voluntary and
without extra charge. If you tkiyiou 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 Resze 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 ca

To learn more abo@RS visit www.myoptumhealthroplexmedical.com or call the
number on your ID card or call the program directhB669366002.

Coverage for oncology servicesandoncolagy at ed services are based
terms, exclusions, limitations and conditions, includingthenpd s el i gi bi Il ity r e
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) Fesource Services

United Healthcanerovides a program that identifies and supports a Covered Person who
has Congenital Heart Disease (CHD) through all stages of treatment and recovery. This
program will work with you and your Physicians, as appropradter 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 aboCHD Resource Services program, visit
www.myoptumhealthcomplexmedical.com oUcdtkd Healthcarat the number on your
ID card or you can call the CHD Resource Services Nurse Teard2t B3E6.
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Coverage for CHD surgeries and related servicesagedba on your heal th pl a
exclusions, | imitations and conditions, incl
coverage guidelines. Participation in this program is voluntary. If you are considering any

CHD surgeries you must contact CHD Reso&ervices prior to surgery to enroll in the

program in order for the surgery to be a considered a Covered Health Service under the

Plan.

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

Kidney Resource Services (KRS) program

End-Stage Renal Disease (ESRD)

The Kidney Resource Services program provides Covered Persons with access to a

registered nurse advocate who specializes in helping individuals live with kidney disease. As a
partc i pant i n the KRS program, youdoll work wit
and information. The nurse can help you manage other conditions, such as diabetes and high
blood pressure. He or she can also help you find doctors, specialistsasncedizs.

This program is available at no extra cost to you.

With KRS, you have access to a registered nurse 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 tihe KRS program by your medical provider or from past claim information.

As part of your health insurance benefits, I

KRS nurse advocates are available, Monday through Fritley #ill8665617518
(TTY: 711).

Coverage for dialysisand kidneg | at ed services are based on y
exclusions, | imitations and conditions, incl
coverage guidelines. Participation in this program is voluntary.

Specialist Management Solutions Program

Specialist Management Solutions is a program that provides guidance and options for both
conservative and surgical care as well as access to networks of ambulatory surgery centers
and designated providers to help support a positive journey and béditeutueaites.

If you think you may be eligible to participate or would like additional information regarding
the program, please call the number on your ID card.

If you are considering surgery, you must contact ands@&te prior to surgery to enroll
in the program in order for the surgery to be a considered a Covered Health Service under
the Plan.

You have access to Kaia Health, a mobile app for on demand, personalized support to help
relieve pain and live heathier.
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Transplant Resource Services (TR$)ogram

Your Plan offers Transplant Resource Services (TRS) program to provide you with access to
one of the nationds | eading transplant prog
program means your transplaesotaeptmanh f so0
health care professionals with extensive expertise in transplantation.

r
b

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

Coverage for transplant and transplagt] at ed servi ces are based o1
exclusions, | imitations and conditions, incl
coverage guidelines. Participation in this pragrastuntary.

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

Complex Medical Conditions Travel and Lodging Assistance ProgranCtettesl

Health Servicd3escribedelowYour Plan Sponsor may provide you with Travel and

Lodging assistance. Travel and Lodging assistance is only available for you or your eligible
family member if you meet the qualifications for the benefit, inaieckngng care at a
Designated Provider and the distance from your home address to the facility. Eligible
Expenses are reimbursed after the expense forms have been completed and submitted with
the appropriate receipts.

If you have specific questions regaythe 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 mpanion as follows:

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

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

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

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

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

Thecancer, congenital heart diseaséransplant program offers a combined overall
lifetime maximum of $10,000 per Covered Person for all transportation and lodging

74 SECTION - CLINICAPROGRAMS ANRESOURCES


http://www.myoptumhealthcomplexmedical.com/

CLERMONCOUNTWEDICAICHOICEPLUSHDP$300M@eDUCTIBLELAN

expenses incurred by you and reimbursed tiredBtan in connection with all qualified
procedures.

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

Lodging
A per diem rate, up to $50.00 per day, for the patientaartdggver if the patient is in the
Hospital.

A per diem rate, up to $100.00 per day, for the patient and one caregiver. When a child is the
patient, two persons may accompany the child.

Wellness Programs

Quit For Life Program

United Healthcangrovides adbacco cessation program to help tobacco users withdraw

from nicotine dependendehe Quit For Lif& program employs an evidehesed

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

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

Unlimited access to Quit Coach® staffoiegoing support for the duration of your
program via toliree phone and live chat.

Nicotine replacement therapy (patch or gum) sent to you in conjunction with your quit date.

Unlimited access to a moHilendly online web portal, including support ttas
complement your pho#msed coaching.

An online Quit Guide designed to complement your pbased coaching sessions and
web activity.

Tailored motivational emails sent throughout your quitting process.
Personalized, interactive text messages.
If youwould like to enroll in Quit For Lffeor if you would like additional information

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 pegnant or thinking about becoming pregnant, and you are enrolled in the

medical Plan, 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
handed by an OB nurse who is assigned to you.

This program offers:
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Enrollment by an OB nurse.

Preconception health coaching.

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

First and second trimester risk screenings.

Identificationand management of at highrisk conditions that may impact pregnancy.
Predelivery consultation.

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

A phone call from a nurse approximately two weeks postgarprovide information on
postpartum and newborn care, feeding, nutrition, immunizations and more.

Postpartum depression screening.
Participation is completely voluntary and without extra charge. To take full advantage of the

program, you aencouraged to enroll within the first trimester of Pregnancy. You can
enroll any time, up to 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.

Note: you may have access to certain mobile apps for personalized support to help live
healthier. Please call the number on your ID card for additional information.
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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 specifically praded 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 Bertés 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 Sectiddn Highlightsmits may also applysome 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 for any arthees, 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 United Healthcare's intent to limit the
description 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. Arttherapy, music therapy, dance thesapyalassistetherapy and other forms of
alternative treatment as defined byN#igonal Center for Complementary and Alternative
Medicine (NCCANM theNational Institutes of Hegtiik exclsion does not apply to
Manipulative Treatment and Am@nipulative osteopathic care for which Benefits are
provided as described in SectioAddlitional Coverage Details

Dental

1. Dental care (which includes @¢ix-rays, supplies and 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 regesrhospitalization or general anesdhesia
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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 doestnapply to dental anesthesia 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 eliminatioof oral infection) required 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 traumatigrinjcancer or cleft palate.

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 moutératidiation treatment or as a 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:

- Extractions (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 whichi8aereprovided 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 pdoagddescribed und®ental Services
Accident OrySection 6Additional Coverage Details

3. Dental implants, bone grafts, and other impédated procedures.
This exclusion does not apply to accidglated dental services for which Benefits are

provided as described undental ServicAscident OmtySection 6Additional Coverage
Details

4. Dental braces (ortdontics).
5. Treatment of congenitally 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 performancerelsi@orts
activities.
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7.

8.

Orthotic appliances and devices that straightershape a body part, except as

described und@&urable Medicajuipment (DME) Section 6Additional Coverage Details
This exclusion does not apply to cranial molding helmets and cranial banding that meet
clinical criteria.

Examples of excluded orthotic appliances and devices include but are not limited to,
foot orthotics and some types of braces, including orthotic braces availdbhée over
counter. This exclusion does not include diabetic footwear which may be covered for a
Covered Person with diabetic foot disease.

The following items are excluded, evereggibed by a Physician:

- Blood pressure cuff/monitor.

- Enuresis alarm.

- Non-wearable external defibrillator.
- Trusses.

- Ultrasonic nebulizers.

Repairs to prosthetic devices due to misuse, malicious damage or gross neglect.

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

Devices and computers to assist in communication and speech egeelptted
speeclgeneartingevices and trachesophageal voice devices for which Bensdits
provided as described unBerable Medical Equipm&#ction 6Additional Coverage
Details

Oral appliances for snoring.

Powered and nemowered exoskeleton devices.

Drugs

1

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

Selfadministered or sefffused medications. This exclusion does not apply to
medications which, due to their characteristics, (avidettbyUnited Healthcarthe

Claims Administrator), must typically be administered or directly supervised by a
gualified provider or licensed/certified health professional in an outpatient setting. This
exclusion does not apply to hemophilia treatmetdrseontracted to dispense

hemophilia factor medications directly to Covered Persons-fiofusadin.

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

Overthecounter drugs and treatments.
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5. Growth hormone therapy.

6. Certain Newharmaceutical Products and/or new dosage forms until the date as
determined by the Claims Administrator or
later than December 31st of the following calendar year.

This exclusion does not apply if you hdife-threatening 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 condition, under such circumstances, Benefits may be
available for the New Pharmaceuticadliret to the extent provided for in Section 6,
Additional Coverage Details.

7. A Pharmaceutical Product that contains (an) active ingredient(s) available in 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.

8. A Pharmaceutical Product that contains (an) active ingredient(s) which is (are) a
modified version of and therapeutically equivalent (lesgeagtially 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.

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

10. A Pharmaceutical Product with an approved biosimilar or a biosimilar and
therapeutically equivalent (having essentially the same efficacy and adverse effect profile)
to another covered Pharmaceutical isodror 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 biological Pharmaceutical Product) and has no
clinically meaningful differences nmie 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 which there are therapeutically equivalent (having
essentially the same efficacy andsaeleéfect 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.

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

Experimental or Investigational or Unproven Services

1. Experimental or Investigational Services and Unproven Services and all services related
to Experimental or Investigational and Unproven Services are exXdtedadt that an
Experimental or Investigational or Unproven Service, treatment, device or
pharmacological regimen is the only available treatment for a particular condition will
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not resit in Benefits if the procedure is considered to be Experimental or
Investigational or Unproven in the treatment of that particular condition.

This exclusion does not apply to Covered Health Services provided during a Clinical
Trial for which Benefits apeovided as described un@dinical Triais Section 6,
Additional Coverage Details

Foot Care
1. Routine foot care. Examples include the cutting or removal of corns and calluses.

2. Nail trimmingnailcutting, omaildebricement
3. Hygienic and preventive maintenance foot care. Examples include:

- Cleaning and soaking the feet.
- Applying skin creams in order to nteim skin tone.

This exclusion does not apply to preventive footdoaré conditions associated with
metabolic, neurologic or peripheral vascular disease

4. Treatment of flat feet.

5. Treatment of subluxation of the foot.
6. Shoes.

7. Shoe orthotics.

8. Shoe inserts.

9. Arch supports.

Gender Dysphoria
1. Cosmetic Procedures, including the following:

- Abdominoplasty.

- Blepharoplasty.

- Body contouring, such as lipoplasty.

- Brow lift.

- Calfimplants.

- Cheek, chin, and nose implants.

- Injection of fillers or neurotoxins.

- Face lift, forehead lift, or neck tightening.

- Facial bone remodeling for facial feminizations.

- Hair removalexcept as part of a genital reconstruction procedure by a Ploysician
the treatment of Gender Dysphoria

- Hair transplantation.

- Lip augmentation.
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- Lip reduction.

- Liposuction.

- Mastopexy.

- Pectoral implants for chest masculinization.
- Rhinoplasty.

- Skin resurfacing.

Medical Supplies
1. Prescribed or neprescribed medicslipplies. 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 inatable Medical Equipiment
Section 6Additional Coverage Details
- Diabetic supplies for which Benefits are providecsasimkd undddiabetes Services
in Section 6Additional Coverage Details
- Ostomy supplies for which Benefits are provided as describe@siodey Supplies
in Section 6Additional Coverage Details
- Urinary catheters for which Benefits are provideelsasiloed undésrinary Catheters
in Section 6Additional Coverage Details

2. Tubings and masks except when used with Durable Medical Equipment as described
underDurable Medical Equipm&etctiohAdditionaCoverage Details

Mental HealtiNeurobiological Disorder8utism Spectrum Disorder Servieesl
SubstanceéRelated and Addictive Disord€esvices

In addition to all other exclusions listed in this SectiexcRisions and Limitatibes
exclusionsisted directly below apply to services describedMedtal Heal8ervices,
Neurobiological Diserélatsm Spectrum Disorder 8ad/meSubstarRelated and Addictive
DisordeBgervices in Section 6, Additional Coverage Details

1. Services performed in connection with conditions not classified in the current edition of
thelnternational Classification of Diseases section on Mental and BaHanagreldiicsorders
and Statistical Manual ahtleeican Psychiatric Association

2. Outside of an initial assessment, services as treatments for a primary diagnosis of
conditions and problems that may be a focus of clinical attention, but are specifically
notednot to be mental disorders within the current edition ditgnostic and Statistical
Manual of the American Psychiatric Association

3. Outside of initial assessment, services as treatments for the primary diagnoses of learning
disabilitiespyromaniakleptomaniagambling disorder, and paraphilic disorders.
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Services that are solely educational in nature or otherwise paid under state or federal law
for purely educational purposes.

Tuition for or services @t are schodlased for children and adolescents required to be
provided by, or paid for by, the school undemmtiwiduals with Disabilities Education Act.

Outside of initial assessment, unspecified diséwderkich the provider is not
obligated to provide clinical rationale as defined in the current editioDiafjthastic
and Statistical Manual of the American Psychiatric Association

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

High intensity residential care includingerican Society of Addiction Medicine (ASAM)
criteria for Covered Persons with substegleged and addictive disorders who are
unable to participate in the@re 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. Exangilele supplements,

electrolytes and foods of any kind (including high protein foods and low carbohydrate
foods).

Food of any kind, infant formula, standard-tai&ed formula, and donor breast milk.
This exclusn does not apply &pecializednteral formula for which Benefits are
provided as described unéeteral Nutrition Section 6Additional Coverage Details

Health education classes unless offerebhibgdHealthcarer its affiliates, including
but not limited to asthma, smoking cessation, and weight control classes.

Personal Care, Comfort or Convenience

1. Television.
2. Telephone.
3. Beauty/barber service.
4. Guest service.
5. Supplies, equipment and similar incidentals for personal comfort. Exartoples
- Air conditioners, 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 thEealth Resources and Services Adminisétiequir#dsent.)
- Car seats.
83 SECTIONBT EXCLUSIONS AMIMITATIONS



CLERMONCOUNTWEDICAICHOICEPLUSHDP$300M@eDUCTIBLELAN

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 beds, neHospital 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 vés. li
Video players.

Whirlpools.

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

Liposuction or removal of fat deposits considered undesirable, irfeluding
accumulation under the male breast and nigipieexclusion does not apply to
liposuction for which Benefits are provided as describedRew@rstructive Procedures
in Section 6Additional Coverage Details

Pharmacological regimens, nutritionad¢gulures 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 oryareatment 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 treatment 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 existing breast implant is
considered reconstructive if the initial breast implant followed mastectomy. See
Reconstructive Proced@eetson 6Additional Coverage Details
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5.

Physical conddning programs such as athletic training,-botiying, exercise, fitness,
flexibility, health club memberships and programs, spa treatments and diversion or
general motivation.

Weight loss programs whethenot they are under medical supervision or for medical
reasons, even if for morbid obesity.

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

Procedures and Treatments

1

2.

10.

11.

Biofeedback.

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

Rehabilitation services and Manipulativeriesd to improve general physical

condition that are provided to reduce potential risk factors, where significant therapeutic
improvement is not expected, including routinesteyngor maintenance/preventive
treatment.

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

Psychosurgery (lobotomy).

Standalone multdisciplinary smoking cessation programs. These are programs that
usually include healtare providers specializing in smoking cessation and may include a
psychologist, social worker or other licensed or certified professional. The programs
usually include intensive psychological support, behavior modification techniques and
medications to edrol cravings.

Chelation therapy, except to treat heavy metal poisoning.

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

The following treatments for obesity:

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

Medical and surgical treatment of excessive swhgpagidrosis).

Services for the evaluation and treatment of temporomandibular joint syndrome (TMJ),
whether the services are considered to be medical or dental in nature.
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13.

14.

15.

16.

. Upper and lower jawbone surgery, orthognathic surgery and jaw alignment. T

exclusion does not apply to reconstructive jaw surigenythere is a facial skeletal
abnormality and associated functional medical impairment

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 is requested to treat a physiologic functional impairment or to
coverage required by Wwemen's Health and Cancer Rights Atbioivh898Benefits
aredescribed und@&econstructive Prote@eetsor6, Additional Coverage Details

Congenital Heart Disease surgery that is not receivedsagiaated Provider

Habilitative services or therapies for the purpose of genetainglbr condibn in
the absence of a disabling condition

Intracellular micronutrient testing.

Providers

1

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

Services performed by a provider with your same legal residence.
Servicesrdered or delivered by a Christian Science practitioner.

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

Services provided at a Freestanding Facility or diagnostic HaspiaFacility without

an order written by a Physician or other provider. Services whichdarecsedf to a
Freestanding Facility or diagnostic Hosp#aéd Facility. Sengaerdered by a

Physician or other provider who is an employee or representative of a Freestanding
Facility or diagnostic Hospitssed Facility, when that Physician or other provider:

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

This exclusion does not apply to mammography.

Reproduction

1.

Health care services and related expenses for infertility treatments, including assisted
reproductiveechnology, regardless of the reason for the treatment

The following services related to a Gestational Carrier or Surrogate:
- Fees for the use of a Gestational Carrier or Surrogate.
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Insemination or InVitro fertilization procedures for Surrogdtarmfer of
an embryo to Gestational Carrier.

Pregnancy services for a Gestational Carrier or Surrogate who is not a
Covered Person.

3. Donor, Gestational Carrier or Surrogate administration, agency fees or compensation.

The following services relateddonor services for donor sperm, ovum (egg cell) or
oocytes (eggs), or embryos (fertilized eggs):

Known egg donor (altruistic donation i.e., friend, relative or acquaintance)
The cost of donor eggs. Medical costs related to donor stimulation and egg
retrieval. This refers to purchasing or receiving a donated egg that is fresh, or one
that has already been retrieved and is frozen.

Purchased egg donor (i.e., clinic or egg &4 cost of donor eggs.
Medical costs related to donor stimulation anceéggyal. This refers to
purchasing a donor egg that has already been retrieved and is frozen or choosing a
donor who will then undergo an egg retrieval once they have been selected in the
database.

Known donor sperm (altruistic donation i.e., friezidtive or acquaintance)
0 The cost of sperm collection, cryopreservation and storage. This refers to
purchasing or receiving donated sperm that is fresh, or that has already been
obtained and is frozen.

Purchased donor sperm (i.e., clinic or sperm &diie cost of
procurement and storage of donor sperm. This refers to purchasing donor sperm
that has already been obtained and is frozen or choosing a donor from a database

5.  Storage and retrieval of all reproductive materials. Examples include eggs, sperm,
testicular tissue and ovarian tissue.

The reversal of voluntary sterilization.

InVitro fertilization regardless of the reason for treatment.

oo

Assisted Reproductivi echnology procedures done for-genetic disorder sex

selection or eugenic (selective breeding) purposes.

Services Provided under Another Plan

Services for which coverage is available:

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

2. Under workers' compensation, or similar legislation if you 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 medical expense payment provision of an
automobile insurance policy.

4. While on active military duty.

87

SECTIONBT EXCLUSIONS ANIMITATIONS



CLERMONCOUNTWEDICAICHOICEPLUSHDP$300M@eDUCTIBLELAN

5.

For treatment of military sensiadated disabilities when you are legally entitled to other
coverage, and facilities are reasonalligidedo you.

Transplants

1

Health services for organ and tissue transplants except those described under
Transplantation Semi&extion 6Additional Coverage Detkttnited Healthcare
determines the transplant to be appropriate accordimitéol Healthcatletransplant
guidelines.

Health services for transplants involving animal organs

Transplard that are not performed aDasignated Providg(This exclusion does not
apply to cornea transplants.)

Health services connected with the removal of an organ or tissue from you for purposes
of a transplant tanother 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

Health services provided in a foreign coumttgss required as Emergency Health
Services.

Travel or transportation expenses, even if ordered by a Physician, except as identified
underTravel and Lod@gngectiory, Clinical Programs and Regaidiiesal travel

expenses related to Covered Health Services receivedésignated Provider

other Network Providenay be reimbursed at the Plan's discretion. This exclusion does
not apply to ambulance transportation for which Benefits are prowigsdréazed
underAmbulance Serincgsction 6Additional Coverage Details

Types of Care

1
2.
3.

Custodial Care as defined in Sectiosb$sanr maintenance care.
Domiciliary Care, as defined in SectioGlogsary.

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

Private Duty Nursing.

Respite care. This exclusion does not apply to respite care that is part of an integrated
hospice care program of services provided to a terminally ill person by a licensed hosp
care agency for which Benefits are provided as describeldaspies CaneSection 6,
Additional Coverage Details

Rest cures.

Services of personal care attetsla
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8.

Work hardening (individualized treatment programs designed to return a person to work
or to prepare a person for specific work).

Vision and Hearing

1

Implantablednses used only to correct a refractive error (such as Intacs corneal
implants).

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

Eye exercise or visitherapy

Surgery and other related treatment that is intended to correct nearsightedness,
farsightedness, presbyopia and astigmatism including, but not limited to, procedures
such as laser and other refractive eye surgery and radial keratotomy.

Cost and associated fitting charges for eyeglasses or contact lenses except for initial pair
of eyeglasses pasttaract surgery.

All Other Exclusions

1

2.

Autopsies and other coroner services and transportatioceséw a corpse.

Charges for:

Missed appointments.

Room or facility reservations.
Completion of claim forms.
Record processing.

Charges prohibited by fedexatikickback or seffeferral statutes.
Diagnostic tests that are:

- Delivered in other than a Physician's office or health care facility.
- Selfadministered home diagnostic tests, including but not limited sn#ilV
Pregnancy tests.

Expenses for health services and supplies:

- That are received as a result of war or any act of war, whether declared or
undeclared, while part of any armed service force of any countxcllisisn
does not apply to Covered Persons who are civilians injured or otherwise affected by
war, any act of war or terrorism in a-m@m zone.

- That are received after the date your coverage under this Plan ends, including health
services for medicalratitions which began before the date your coverage under the
Plan ends.

- For which you have no legal responsibility to pay, or for which a charge would not
ordinarily be made in the absence of coverage under this Benefit Plan.
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- That exceed Eligible Expenseany specified limitation in this SPD.

6 Inthe event a neNetwork provider waives, does not pursue, or fails to collect,
Copayments, Coinsurance and/or any deductible or other amount owed for a particular
healh care service, no Benefits are provided for the health care service when the
Copayments, Coinsurance and/or deductible are waived, not pursued, or not collected

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, which the Claims
Administrator determines to be all of the following:

- Medically Necessary.

- Described aa Covered Health Service in this SPD under Secéiddiipnal
Coverage Detil$ in Section Blan Highlights.

- Not otherwise excluded in this SPD under this Sectioi@sions and Limitations

10 Health srvices related to a nr@overed Health Service: When a service is not a
Covered Health Service, all services related to th@bmered Health Service are also
excluded. This exclusion does not apply to services the Plan would otherwise determine
to be vered Health Services if they are to treat complications that arise from the non
Covered Health Service.

For the purpose of this exclusion, a "complication” is an unexpected or unanticipated
condition that is superimposed on an existing disease affig¢tabamodifies the
prognosis of the original disease or condition. Examples of a "complication" are
bleeding or infections, following a Cosmetic Procedure, that require hospitalization.

11 Physical, psychiatoc psychological exams, testing, all forms of vaccinations and
immunizations or treatments when:

- Required solely for purposes of education, sports or camp, travel, career or
employment, insurance, marriage or adoption; or as a result of incarceration.

- Corducted for purposes of medical research. This exclusion does not apply to
Covered Health Services provided during a Clinical Trial for which Benefits are
provided as described un@dinical Triais Section 6Additional Coverage Details

- Related tqudicial or administrative proceedings or orders.

- Required to obtain or maintain a license of any type.
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SECTION-CLAIMS ROCEDUES

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 general, if you receive Covered Health Services from a Network poonteer,
Healthcarevill pay the Pysician or facility directly. If a Network provider bills you for any
Covered Health Service other than @ninsurance, please contact the provider or call
United Healthcarat the phone number on your ID card for assistance.

Keep in mind, you are ressible for meeting the Annual Deductible and paying
anyCoinsurance owed to a Network provider at the time of service, or when you receive a
bill from the provider.

NonNetwork Benefits

If you receive a bill for Covered Health Services from-Betarok provider you (or the
provider if they prefer) must send the billhited Healthcar®r processing. To make sure

the claim is processed promptly and accurately, a completed claim form must be attached
and mailed ttnited Healthcarat the address ahe back of your ID card.

If Your Provider Does Not File Your Claim

You can obtain a claim form by visitimgw.myuhc.com calling the tefree number on

your ID card or contacting Human Resourég®u do not have a claim form, simply

attach a fief letter of explanation to the bill, and verify that the bill contains the information
listed below. If any of these items are missing from the bill, you can include them in your
letter:

Your name and address.

The patient's name, age and relationsliye tBarticipant.

The number as shown on your ID card.

The name, address and tax identification number of the provider of the service(s).
A diagnosis from the Physician.

The date of service.

An itemized bill from the provider that includes:

- TheCurrenrocedural Terminologyd@ies)

- A description of, and the charge for, each service.

- The date the Sickness or Injury began.

- A statement indicating either that you are, or you are not, enrolled for coverage
under any other health insurance plgragram. 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 listed above may delay any reimbursement that may be
due you.

For medical claims, the above informatiaulshbe filed wittunited Healthcarat the
address on your ID card.

After United Healthcareas processed your claim, you will receive payment for Benefits that
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

You may not assign, transfer, or in any way convey your Benefits under the Plan or any
cause of action related to your Benefits under the Plarotodepor to any other third

party. Nothing in this Plan shall be construed to make the Plan, Plan Sponsor, or Claims
Administrator or its affiliates liable for payments to a provider or to a third party to whom
you may be liable for payments for Benefits.

The Plan will not recognize claims for Benefits brought by a third party. Also, any such third
party shall not have standing to bring any such claim independently, as a Covered Person or
beneficiary, or derivatively, as an assignee of a Covered Rezsefimary.

References herein to o0third partiesd include
agencies or third parties that have purchased accounts receivable from providers or to whom
accounts receivables have been assigned.

As a matterfoconvenience to a Covered Person, and where practicable for the Claims
Administrator (as determined in its sole discretion), the Claims Administrator may make
payment of Benefits directly to a provider.

Any such payment to a provider:

Yy is NOT an assignmeaf your Benefits under the Plan or of any legal or equitable right
to institute any proceeding relating to your Benefits; and

y  is NOT a waiver of the prohibition on assignment of Benefits under the Plan; and

Yy shall NOT estop the Plan, Plan Sponsor, am€ladministrator from asserting that
any purported assignment of Benefits under the Plan is invalid and prohibited.

|l f this direct payment for your convenience
respect to such Benefits is extinguished by syctepi If any payment of your Benefits is

made to a provider as a convenience to you, the Claims Administrator will treat you, rather

than the provider, as the beneficiary of your claim for Benefits, and the Plan reserves the

right to offset any Benefits be paid to a provider by any amounts that the provider owes

the Plan (including amounts owed as a resul¢t
recovery rights to the Plan), pursuaietund of Overpaym@&sdstion 10: Coordination of

Benefit
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Eligible Expenses due to a Adatwork provider for Covered Health Services that are
subject to thé&lo Surprises Atthe Consolidated Appropriations Act (R260)até paid
directly to the provider.

Form of Payment of Benefits

Payment of Benediunder the Plan shall be in cash or cash equivalents, or in the form of
other consideration thehited Healthcana 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 plans for which

United Healthcammakes payments, where the Plan has taken an assignment of the other
plans' recovery rights for value.

Health Statements

Each month in whicbnitedHealthcar@rocesses at least one claim for you or a covered
Dependent, you will receive 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 tersm

If you would rather track claims for yourself and your covered Dependents online, you may
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 Bexfits (EOB)

You may request thdhited Healthcargend you a paper copy of an Explanation of

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 @dror partial payment. If you would like paper 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 Eplanation 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
Beneits will be reduced, as determinetdbyed Healthcar& his 12month
requirement does not apply if you are legally incapacitated. If your claim relates fo an
Inpatient Stay, the date of service is the date your Inpatient Stay ends.

Claim Denials and Agals

If Your Claim is Denied

If a claim for Benefits is denied in part or in whole, you ménitall Healthcarat the
number on your ID card before requesting a formal appéaitdfl Healthcareannot
resolve the issue to your satisfaction oveahibiee, you have the right to file a formal
appeal as described below.
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How to Appeal a Denied Claim
If you wish to appeal a denied-peevice request for Benefits, pestvice claim or a

rescission of coverage as described below, you or your authaneseshtative must

submit your appeal in 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:

The patient's name and ID number as shown on tbartD

The provider's name.

The date of medical service.

The reason you disagree with the denial.

Any documentation or other written information to support your request.

You or your authorized representative may send a written request for an appeal to:
United HealthcareAppeals

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
United Healthcarat the tolifree number on your ID card to request an appeal.

Types of clams
The timing of the claims appeal process is based on the type of claim you are agpealing.
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.

y' Postservice claim.

y~ Concurrent claim.

Urgent Appeals that Require 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 gtuation is urgent, your review will be conducted 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 Adminigtratouatber listed

on your health plan ID 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 whitaiyéur a decision on your claim

or appeal.

Review of an Appeal

United Healthcareill conduct a full and fair review of your appeal. The appeal may be
reviewed by:
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An appropriate individual(s) who did not make the initial benefit determination.

A health care professional with appropriate expertise who was not consulted during the
initial benefit determination process.

Once the review is completdJifited Healthcanapholds the denial, you will receive a
written explanation of the reasons and fietating to the denial.

Filing a Second Appeal

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 appéhlifechiHealthcareithin
60 days from receipt the first level appeal determination.

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 rquiesessUnited Healthcareill review all

claims in accordance with the rules established BysthBepartment of Lakoy Covered

Person will be automatically provided, free of charge, and sufficiently in advance of the date
on which the notice oirfal internal adverse benefit determination is required, 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.

External Review Program

If, after exhausting your internal appeals, you are not satisfied with the determination made
by United Healthcarer if United Healthcariils to respond to your appeal in accordance

with applicable regations regarding timing, you may be entitled to request an external
review ofUnited Healthcal®determination. 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 the following:

Clinical reasons.

The exclusions for Experimental or Investigational Service(s) or Unproven Service(s).
Rescission of coverage (coverage that was cancelled or discontinued retroactively).

As otherwise requirdyy applicable law.

You or your representative 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 sitaatibesiled 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
United Healthcal®decision.

An externaleview request should include all of the following:

A specific request for an external review.
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The Covered Person's name, address, and insurance ID number.

Your designated representative's name and address, when applicable.

The service that was denied.

Any new, relevant information that was not provided during the internal appeal.

An external review will be performed by an Independent Review Organization (IRO).
United Healthcareas entered into agreements with three or more IROs that have agreed to
performsuch reviews. There are two types of external reviews available:

A standard external review.
An expedited external review.

Standard External Review
A standard external review is comprised of all of the following:

A preliminary review ynited Healthcaref the request.
A referral of the request byited Healthcar® the IRO.
A decision by the IRO.

Within the applicable timeframe after receipt of the reynést] Healthcarill complete
a preliminary review to determine whether the individual for thbaeguest was
submitted meets all of the following:

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.

Has exhausted the applicable internal appeals process.

Has provided all the information and forms required sttiiteid Healthcanmay process
the request.

After United Healthcareompletes the preliminary revielnited Healthcamill issue a
notification in writing to you. If the request is eligiblexterrsal review/Jnited Healthcare
will assign an IRO to conduct such revignited Healthcarill 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 regtig eligibility and acceptance for external

reviewand if necessary, for any additional information needed to conduct the external

review Youwill generally have smbmitthe additional informatian writing to the IRO

within ten business days follogvthe datgou receivéhelRO6 s r e q uadditionalf or t he
information. The IRO is not required to, but may, accept and consider additional

information submitted by you after ten business days.

United Healthcamill provide to the assigned IRO the docuiand information
considered in makingnited Healthcale determination. The documents include:

All relevant medical records.
All other documents relied uponUyited Healthcare
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All other information or evidence that you or your Physician subthitiede is any
information or evidence you or your Physician wish to submit that was not previously
provided, you may include this information with your external review requistexhd
Healthcarevill 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 reachedmiyed Healthcard'he IRO will provide written notice

of its determination (the "Final External Review Decision") within 45tdajtsrateives

the request for the external review (unless they request additional time and you agree). The
IRO will deliver the notice of Final External Review Decision to yainéed Healthcare

and it will include the clinical basis for the detatiam

Upon receipt of &inal External Review De@sensindJnited Healthcardetermination,

the Plan will immediately provide coverage or payment for the benefit claim at issue in

accordance with the terms and conditions of the Plan, and ampkplalve regarding plan

remedies. If thEinal External Review Degiggagne e s wi t h Uni t ed,Heal t hc a
the Plan will not be obligated to provide Benefits for the health care service or procedure.

Expedited External Review

An expedited exteshreview is similar to a standard external review. The most significant
difference between the two is that the time periods for completing certain portions of the
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 the following:

An adverse benefit determination of a claim or appeal if the adversddtensiihation
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 functionwaheve filed a request
for an expedited internal appeal.

A final appeal decision, if the determination involves a medical condition where the
timeframe for completion of a standard external review would seriously jeopardize the life or
health of the indidual or would jeopardize the individual's ability to regain maximum
function, or if the final appeal decision concerns an admission, availability of care, continued
stay, or health care service, procedure or product for which the individual received
emergncy services, but has not been discharged from a facility.

Immediately upon receipt of the requdstted Healthcareill determine whether the
individual meets both of the following:

Is or was covered under the Plan at the time the health careos@nacedure that is at
issue in the request was provided.

Has provided all the information and forms required sttiiteid Healthcanmay process
the request.

After United Healthcareompletes the revieWnited Healthcareill immediately send a
noticein writing to you. Upon a determination that a request is eligible for expedited
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external reviewnited Healthcareill assign an IRO in the same matireted Healthcare

utilizes to assign standard external reviews to UR{@sd Healthcarill provice all

necessary documents and information considered in making the adverse benefit
determination or final adverse benefit determination to the assigned IRO electronically or by
telephone or facsimile or any other available expeditious method. The hR@xtent the
information or documents are available and the IRO considers them appropriate, must
consider the same type of information and documents considered in a standard external
review.

In reaching a decision, the IRO will review the claim as nestdoedbound by any

decisions or conclusions reachedmiyed Healthcardhe IRO will provide notice of the

final external review decision for an expedited external review as expeditiously as the
claimant's medical condition or circumstances require,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 notice, the assigned IRO will provide written confirmation of
the decision to you andmited Healthcare

You may contadtinited Healthcarat the toHfree number on your ID card for more
information regarding external review rights, or if making a verbal request for an expedited
external review.

Timing of Appeals Determinations

Separate bedules apply to the timing of claims appeals, depending on the type of claim.
There are three types of claims:

Urgent care request for Benefésrequest for Benefits provided in connection with urgent
care services.

PreService request for Benefiterequest for Benefits which the Plan must approve or in
which you must notifynited Healthcareefore norurgent care is provided.

PostService a claim for reimbursement of the cost of-nggent care that has already
been provided.

Please note that thecision 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 througidapendent Review Orgafiiz@jion

upon the completion of the internal appeatgss. 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 the time frames which yainaed Healthcarare required to
follow.
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Urgent Care Request for Benefits

Type of Request for Benefits or Appeal Timing
If your request for Benefits is incompleteited Healthcare
: e 24 hours
must notify you within:
48hours after

You must then provide completed request for Benefits ta
United Healthcareithin:

receiving notice of
additional informatior
required

United Healthcamaust notify you of the benefit
determination within:

72 hours

If United Healthcaréenies your request for Benefits, you
must appeal an adverse benefit determination no later tk

180 daysfter
receiving the advers
benefit determinatior

United Healthcamaust notify you of the appeal decision
within:

72 hoursafter
receiving the appal

*You do not need to submit urgent care appeals in writing. You shaihitedlHealthcaras

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 for Benefits is filed impropéshited 5 davs
Healthcarenust notify you within: y
If your request for Benefits is incompleteited Healthcare 15 davs
must notify you within: y
You must then provide completed request for Benefits 45 davs
information toUnited Healthcareithin: y
United Healthcammust notify you of the benefit determination:
if the initial request for Benefits is complete, within: 15 days
after receiving theompleted request for Benefits (if the in
request for Benefits is incomplete), within: 15 days

You must appeal an adverse benefit determination no |a
than:

180 daysfter
receiving the advers
benefit determinatior]

United Healthcamaust notify you of the first level appeal

decision within:

15 daysafter receiving
the first level appeal
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Pre-Service Request for Benefits

Type of Request for Benefits or Appeal Timing

60 daysafter receiving
the first level appeal
decision

You must appeal the first level appeal (file a second leve
appeal) within:

United Healthaa must notify you of the second level app( 15 daysafter receiving
decision within: the second level appe

*United Healthcanmay require a oftene extension for the initial claim determination, of t
more than 15 days, only if more time is needed due to circumstances beyond control ¢

PostService Claims

Type of Claim or Appeal Timing
If_yo_ur. claim is incompletgnited Healthcammust notify you 30 days
within:
You must then provide completed claim information to 45 davs
United Healthcareithin: y
United Healthcammust notify you of the benefit determination:
if the initial claim isomplete, within: 30 days
after receiving the completed claim (if the initial claim is
incomplete), within: 30 days

180 daysafter
receiving the advers
benefit determinatior]

You must appeal an adverse benefit determination no la
than:

United Healtharemust notify you of the first level appeal | 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:

UnitedHealthcarenust notify you of the second level app( 30 daysafter receiving
decision within: the second level appe

Concurrent Care Claims

If an ongoing course of treatment was previously approved for a specific period of time or
number of treatmentand 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 hours prior to the end of the approved trgaitadnt.
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Healthcarevill make a determination on your request for the extended treatment within 24
hours from receipt of your request.

If your request for extended treatment is not made at least 24 hours prior to the end of the
approved treatment, the request will be treatad argent care request for Benefits and
decided according to the timeframes described above. {jamg@rourse of treatment

was previously approved for a specific period of time or number of treatments, and you
request to extend treatment in a-oayent 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 legal action against Clermont County or the Claims Adntimistrator
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. If you want to bring a legal action against Clermont Count@laintise

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 action against Clermont County or the Claims Administrator.

You @nnot 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. After completing that process, if you want to bring a legalgaitist

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.

101 SecTIO - CLAIMPROCEDURES



CLERMONJOUNYMEDICACHOICPLUSIDR$300@MEDUCTIBLEH_AN

SECTION H@OORDIATION OF BENEFITOB}

Benefits When You Have Coverage under More than One Plan

This section describes how Benefits under the Plan will be coordinated with those of any
other plarthat provides benefits to you.

When Does Coordination of Benefits Apply?

ThisCoordination of Benefits p@&YB&)jon applies to you if you are covered by more than
one health benefits plan, including any one of the following:

Yy Another employer sponsoreealth benefits plan.

y A medical component of a group ldagn care plan, such as skilled nursing care.

Yy No-fault or traditional "fault" type medical payment benefits or personal injury
protection benefits under an auto insurance policy.

Yy Medical paymenebefits under any premises liability or other types of liability coverage.

Yy Medicare or other governmental health benefit.

If coverage is provided under two or more plans, COB determines which plan is primary

and which plan is secondary. The plan consiolenealy pays its benefits first, without

regard to the possibility that another plan may cover some expenses. Any remaining

expenses may be paid under the other plan, which is considered secondary. The Secondary

Plan may determine its benefits basedeohdhefits paid by the Primary Plan. How much

this Plan will reimburse you, if anything, will also depend in part on the Allowable Expense.

The term, O0OAll owable Expense, 6 is further ex

What Are the Rules for Determining the Order of BayefieRts?

Order of Benefit Determination Rules

The order of benefit determination rules determine whbihiélian is a Primary Plan or
Secondary Plan when the person has health care coverage under more than one Plan. When
this Plan is primary, it deteresrpayment for its benefits first before those of any other

Plan without considering any other Plan's benefits. tikétan is secondary, it

determines its benefits after those of another Plan and may reduce the benefits it pays so
that all Plan beneditlo not exceed 100% of the total Allowable Expense.

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 is called the 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 benefagstgo that payments from all Plans do not
exceed 100% of the total Allowable Expense. Allowable Expense is defined below.
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When a person is covered by two or more Plans, the rules for determining the order of
benefit payments are as follows:

A. This Plan wilalways be secondary to medical payment coverage or personal injury
protection coverage under any auto liability faulbinsurance policy.

B. When you have coverage under two or more medical plans and only one has COB
provisions, the plan without COB pisions will pay benefits first.

C. Each Plan determines its order of benefits using the first of the following rules that
apply:

1.

Non-Dependent or Dependent The Plan that covers the person other than as a
dependent, for example as an employee, fempoyee under COBRA,

policyholder, subscriber or retiree is the Primary Plan and the Plan that covers the
person as a dependent is the Secondary Plan. However, if the person is a Medicare
beneficiary and, as a result of federal law, Medicare is sdochédPjan

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 order of benefits
between the two Plans is reversed so that the Plan covering the person as an
employe, policyholder, subscriber or retiree is the Secondary Plan and the other
Plan is the Primary Plan.

Dependent Child Covered Under More Than One Coverage Plddnless
there is a court decree stating otherwise, plans covering a dependent child shall
detemine 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 Plan of 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 separated or are not
living together, whether or not they have ever been married:

(1) If a court decree statéhat 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 knowledge of those terms, that Plan is primary. If
the parent with responsibility has no health careagevior 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 with respect
to any plan year during which benefits are paid or provided before the
entity has actukhowledge 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 care coverage, the provisions of
subparagraph a) above shall determine the order of benefits.

(3) If acourt decree states that the parents have joint custody without
specifying that one parent has responsibility for the health care expenses or
health care coverage of the dependent child, the provisions of
subparagraph a) above shall determine the otumedits.

103

SECTIONLO- COORDINATIGRF BENEFIT$COB)



CLERMONJOUNYMEDICACHOICPLUSIDR$300@MEDUCTIBLEH_AN

(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 child
are as follows:

a) The Plan covering the Custodial Parent.

b) The Plan covering the Custodial P& eiouse.

c) The Plan covering the n@ustodial Parent.

d) The Plan covering the n@ustodial Parent's spouse.

For purpose of this section, Custodial Parent is the parent awarded custody
by a court decree or, in the absence of a court decree, is theiffarent

whom the child resides more than one half of the calendar year excluding
any temporary visitation.

c) For a dependent child covered under more than one plan of individuals who
are not the parents of the child, the order of benefits shall be detersnined, a
applicable, under subparagraph a) or b) above as if those individuals were
parents of the child.

d (i) For a dependent child who has cove
and al so has his or her own coverage a:
rule in paragraph (5) applies.

(ii) I n the event the dependent chil do:
on the same date as the dependent chil
parentsd plans, the order of benefits
birthday rule in subparagraph (a) to t|

dependent 6s spouse.

3.  Active Employee or Retired or Laidoff Employee.The Plan that covers 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 retwefd or laid
employee. If the other Plan does not have this rule, and, as a result, the Plans do
not agree othe order of benefits, this rule is ignored. This rule does not apply if
the rule labele@.1. can determine the order of benefits.

4. COBRA or State Continuation Coveragéf a person whose coverage is
provided pursuant to COBRA or under a right of naation 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 covering the person as a dependent
of an employee, member, subscriber or retiree is the Primaay & lidue
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 do not agree on
the order of benefits, this rule is ignored. This rule does not apply if the rule
labeledC.1. can determine the order of benefits.

5. Longer or Shorter Length of Coveragélhe Plan that covered the person the
longer period of time is the Primary Plan and the 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
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How Are Benefits Paid When This Plan is Secondary?

If this Plan is secondary, 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 Allowabée Expens

Yy If this Plan would have paid the same amount or less than the Primary Plan paid, this
Plan pays no Benefits.

Yy If this Plan would have paid more than the Primary Plan paid, the Plan will pay the
difference.

You will be responsible for any applicable @ogaty Coinsurance or Deductible payments
as part of the COB payment. The maximum combined payment you can receive from all
plans may be less than 100% of the Allowable Expense.

How is the Allowable Expense Determined when this Plan is Secondary?

Determining the Allowable Expense If this Plan is Secondary

What isan Allowable Expen&é-or purposes of COB, an Allowable Expense is a health
care expense that meets the definition of a Covered Health Services under this Plan.

When the provider isNetwork provider for both the Primary Plan and this Plan, the

Al l owabl e Expense is the Primary Plands netw
provider for the Primary Plan and a-N@iwork provider for this Plan, the Allowable

Expenseisthe Primdyl ands net wor k r at e-Netwdtkmavidet he pr ovi
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 proviér for both the Primary Plan and this Plan, the Allowable Expense is the
greater of the two Plansd reasonable and cus
Medi care, please also refer Deteninngthedi scussi o
Allowable Expense When this Plan is Secondary to Mé&dicare

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
eigible for Medicare, even if you don't elect it. There are, however, Méidibdee
individuals for whom the Plan pays Benefits first and Medicare pays benefits second:

Yy Employees with active current employment status age 65 or older and theiag@pouses
65 or older (however, domestic partners are excluded as provided by Medicare).
Yy Individuals with endtage renal disease, for a limited period of time.

y' 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
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provider acepts reimbursement directly 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.
Medcare typically reimburses such providers a percentage of its approvéaftbarge

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 Mégoeaty 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 isryeiwokigalicare,

or if you have enrolled in Medicare but choose to obtain services froroan @pvider

or one that does not participate in the Medicare program or a provider who does not accept
assignment of Medicare benefits, Benefits will be paisemondary basis under this Plan

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 convenience the Claims Administréitase the provider's

billed charges for covered services as the Allowable Expense for both the Plan and
Medicare

Medicare Crossover Program

The Plan offers a Medicare Crossover program fordvieéiart 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 expenses. Your
Dependent will also have this automated Crossoverg @s lbe 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, the Medicare carrier will electronically submit the necessaationi 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 the explanation
of Medicare benefits (EOMB) states your claim has beemded 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 enrollment or if you have questions about the program, call the
telephone number listed on your ID card.
Right to Receive and Release Needed Information?

Certain facts about health care coverage and services are needed to apply these COB rules
and to determine benefits payable under this Plan and other plans. The Claims
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Administrator may get the facts needed from, or give them to, other organizations or
persons for the purpose of applying these rules and determining benefits payable under this
Plan and other plans covering the person claiming benefits.

The Claims Administtor does not need to tell, or get the consent of, any person to do this.
Each person claiming benefits under this Plan must give the Claims Administrator any facts
needed to apply those rules and determine benefits payable. If you do not provide the
Clams Administrator the information needed to apply these rules and determine the
Benefits payable, your claim for Benefits will be denied.

Does This Plan Have the Right of Recovery?

Overpayment and Underpayment of Benefits

If you are covered under more tloswe medical plan, there is a possibility that the other
plan will pay a benefit that the Plan should 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 shthécepagss

back promptly. Otherwise, the Plan Sponsor may recover the amount in the form of salary,
wages, or benefits payable under any Plan Sfumded benefit plans, including this Plan.

The Plan Sponsor also reserves the right to recover anyrmeeitday legal action or

offset payments on future Eligible Expenses.

If the Plan overpays a health care provider, the Claims Administrator reserves the right to
recover the excess amount from the provider pursudefund of Overpaymentselow.

Refund of Overpayments

If the Plan pays for Benefits for expenses incurred on account of a Covered Person, that
Covered Person or any other person or organization that was paid, must make a refund to
the Plan if:

y The Pl ands obl i gat i entonthe expeasgsirBuwreddéingt s was
legally owed and paid by you, but all or some of the expenses were not paid by you or
did not legally have to be paid by you.

Yy All or some of the payment the Plan made exceeded the Benefits under the Plan.
Yy All or some oflte payment was made in error.

The amount that must be refunded equals the amount the Plan paid in excess of the amount
that should have been paid under the Plan. If the refund is due from another person or
organization, you agree to help the Plan gegftiredrwhen requested.

If the refund is due from you and you do not promptly refund the full amount owed, the
Plan may recover the overpayment by reallocating the overpaid amount to pay, in whole or
in part, future Benefits for you that are payable urel@tah. If the refund is due from a

person or organization other than you, the Plan may recover the overpayment by
reallocating the overpaid amount to pay, in whole or in part, (i) future Benefits that are
payable in connection with services providedy Gtovered Persons under the Plan; or

(i1) future Benefits that are payment in connection with services provided to persons under
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other plans for which the Claims Administrator processes payments, pursuant to a
transaction i n whirecdventrights afé hsaignédgo suck aherplans me n t
in exchange for such plans®é remittance of th
reallocated payment amount will either:

Yy equal the amount of the required refand,

y if less than the full amount of tleguired refund, will be deducted from the amount of
refund owed to the Plan.

The Plan may have other rights in addition to the right to reallocate overpaid amounts and
other enumerated rights, including the right to commence a legal action.
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SECTION }SUBROGAON AND REIMBURSHEWIE

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.

Subrogation applies when the plan has paid Benefits on your behalf for a Sickness or Injury
for which any third party adlegedly responsible. The right to subrogation means that the

Plan is substituted to and shall succeed to any and all legal claims that you may be entitled to
pursue against any third party for the Benefits that the Plan has paid that are related to the
Sckness or Injury for which any third party is considered responsible.

Subrogationd Example
Suppose you are injured in a car accident that is not your fault, and you receive Benefits
under the Plan to treat your injuries. Under subrogation, the Plaa iigist to take
legal action in your name against the driver who caused the accident and that dfiver's
insurance carrier to recover the cost of those Benefits.

The right to reimbursement means that if it is alleged that any third party caused or is
respomsible for a Sickness or Injury for which you receive a settlement, judgment, or other
recovery from any third party, you must use those proceeds to fully return to the Plan 100%
of any Benefits you receive for that Sickness or hpeyight of reimbuesnent 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 Plags @ result of your injuries. In addition, you receive a settlerpent in
a court proceeding from the individual who caused the accident. You must use the
settlement funds to return to the plan 100% of any Benefits you received to treaf your
injuries.

The folowing persons and entities are considered third parties:

Yy A person or entity alleged to have caused you to suffer a Sickness, Injury or damages, or
who is legally responsible for the Sickness, Injury or damages.

Any insurer or other indemnifier of any persr entity alleged to have caused or who
caused the Sickness, Injury or damages.

y
y The Pl an Sponsor in a workersd compensatio
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 coverage (auto, homeowners or
otherwise), workers' compensation coverage, other insurance carriers or third party
admnistrators.
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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 to a Sickness or Injury you allege or could have
alleged were the responsibility of any third party.

Yy Any person or dity 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 protecting its legal and equitable rights to
subrogation and reimbursement in a timely manner, including, buitedtto:

- Notifying the Plan, in writing, of any potential legal claim(s) you may have against
any third party for acts which caused Benefits to be paid or become payable.

- Providing any relevant information requested by the Plan.

- Signing and/or deliveriragich documents as the Plan or its agents reasonably
request to secure the subrogation and reimbursement claim.

- Responding to requests for information about any accident or injuries.

- Making court appearances.

- Obtaining the Pl an 8estbeforeneteasimg anyoparty frams agent
liability or payment of medical expenses.

- Complying with the terms of this section.

Your failure to cooperate with the Plan is considered a breach of contract. As such, the Plan
has the right to terminate y@enefits, 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 party to the extent
not reovered 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 collect third party settlement funds

held by you or your representative, the Plan has the right to recoveethase tosts

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 first priority 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 asseryetdxyical
providers, 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 an d «andseimbursengent rights apply to full and partial settlements,
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. Paymeinisude, but are not limited to, economic-@conomic,
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 adltlorme ydseéd ud ecteesd fsthom t he Pl ands
express written consent. Noecadled "Fund Doctrine" or "Common Fund Doctrine" or
"Attorneyds Fund Doctrine"™ shall defeat th
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Yy Regardless of whether you have been fully compensated wholagdéhe Plan may
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 thoseguis are captioned or
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 unjustrichment, nor any other
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 Sicknesg, @nidjtire 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.

y By participating iand accepting Benefits 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
representativehall be fiduciaries of the Plan 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.

<,

The Pl ands ywillgdthbeseduced due & yaunowrr 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 nefault Benefits, PIPdhefits and/or medical payment Benefitther

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

participating in and acceptingBemet s, you acknowl edge and rec
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.

y' The Plan may, at its option, take necessary and approfidattogreserve its rights
under these provisions, including but not limited to, providing or exchanging medical
payment information with an insurer, the i
party; filing reimbursement lawsuit to recover tharfiidunt of medical Benefits you
receive for the Sickness or Injury out of any settlement, judgment or other recovery from
any third party considered responsi bl e and
which does not obligate the Plan in anytarpay you part of any recovery the Plan
might obtain. Any reimbursement lawsuit stemming from a refusal to refund Benefits as
required under the terms of the Plan is governte [pplicablstatute of limitations.

Yy You may not accept any settlemeat does not fully reimburse the Plan, without its
written approval.

y' The Plan has the authority and discretion to resolve all disputes regarding the
interpretation of the language stated herein.

Yy In the case of your death, giving rise to any wrongful desattvival claim, the
provisions of this section apply to your estate, the personal representative of your estate,
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and your heirs or beneficiaries. Il n the ca
reimbursement and right of subrogation shall apply if ecalaipe 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 tleghent 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 100% of its interest
unless the Plan proles 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
guardian may bring a claim fomdges 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
while you are covered under Blsn, 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, your dependents or the padieiyaiuture
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 party to the extent not redogvtredPlan 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 recover those fees and costg/fronYou 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 reimbursement rights have such Eowlalisties 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 determinations with respecttsubrogation 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:

Made in error.

Due to a mistake in fact.

Advanced during the time peridcheeting the calendar year Deductible.

Advanced during the time period of meeting theoBBbcket Maximum for the calendar
year.

Benefits paid because you or your Dependent misrepresented facts are also subject to
recovery.

112 SECTIONL1- SUBROGATIOMNDREIMBURSEMENT



CLERMONCOUNTWEDICAICHOICEPLUSHDP$300M@eDUCTIBLELAN

If the Plan providesBenefit for you or your Dependent that exceeds the amount that
should have been paid, the Plan will:

Require that the overpayment be returned when requested.

Reduce a future Benefit payment for you or your Dependent by the amount of the
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 monthly statement identifying the
amount you owe with payment instructions. The Plan has the right to recover Benefits it has
advanced by:

Submitting a reminder letter to you or a covered Dependent that details any outstanding
balance owed to the Plan.

Conducting courtesy calls to yoa @overed Dependent to discuss any outstanding balance
owed to the Plan.
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SECTION }:2VHEN CZERAGE ENDS

What this section ircludes:
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 receiving medical 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 that you receive after cendejeeven 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 ends.

Thelast day of the amth you stop making the required contributions.
Thelast day of the montgou are no longer eligible.

Thelast day of the monthinited Healthcaneceives written notice from Clermont County
to end your coverage, or the date requested in the intdiee,

Thelast day of the montjou 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 Dependents will end on the edrliest

The date your coverage ends.
Thelast day of the mongfou stop making the required contributions.

Thelast day of the monthinited Healthcaneceives written notice from Clermont County
to end your coverage, or the date requested in the hediee, |

Thelast day of the mongfour Dependerthildno longer qualdésasaDependents under
this Plan.

The last day of the month your Spouse no longer qualifies as a Dependent under this plan.

Other Events Ending Your Coverage

The Plan will provelat 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 of a material fact includatg, but n
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 on how to pursue your appeal.
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Note: If United Healthcarand 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 demand that you pay bacfktall Bene
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 disabled will not end just
because thehild 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:

Is not able to be sedtipporting because of mental or physical handideability.
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 yda 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 for the child, the Plan magtraquire th
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 examinations at the Plzses drpeazver,
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 that child will end.

Continuing Covege Through COBRA

If you lose your Plan coverage, you may have the right to extend it u@destiidated
Omnibus Budget Reconciliation Act of 1985 &@Biw) in Section Glpssary

Continuation coverage und&dBRAIs available only to Plahat 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 this section comes from thalfedethat 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 "Qualifet 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 Participant's enrolled Dependent, including with respect to the Participant's children, a
child lorn to or placed for adoption with the Participant during a period of continuation
coverage under federal law.

A Participant's former Spouse.

If eligible for COBRA through the OPERS or Social Security disability definition, the
member is still eligible ¢ontinue 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, and the maximum 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 work hours 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
within the first 60 days of losing

coverage

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.g., reaches th N/A N/A 36 months
maximum age limit)

You becomentitled to Medicare N/A See table below S§§|ct,3vble
Clermont County files for
bankruptcy under Title 11, Unité 36 months 36 monthd 36 monthd

States Codfe.
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1Subject to the following conditions: (i) notice of the disability must be providetheititiest 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 Quigld 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 haksadred family members who are also
Qualfied Beneficiaries, then those Hulisabled Qualified Beneficiaries are also entitled to the
additional 11 months of continuation coverage. Notice of any final determination that the Qualified
Beneficiary is no longer disabled must be provided withips36f daich 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 retired Participant and his or her Bapdiedents 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 continuation coverage.

How Your Medicare Eligibilit y 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 For Up To:

You become entitled Medicare and don't experience any

additional qualifying events 18 months
You become entitled to Medicare, after which you exper
a second qualifying event* before the inittahdi@h period 36 months

expires

You experience a qualifying event*, afteéch you become
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 raded 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 termination of employment. The notificatigveiyou
instructions for electing COBRA coverage, and advise you of the monthly cost. Your
monthly cost is the full cost, includihgParticipant and Employer costs, plus a 2%
administrative fee or other cost as permitted by law.

You will have up t60 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 coverage, retroactive to the date your
Plan covexge 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 began.

While you are a participant in thedical Plan under COBRA, you have the right to change
your coverage election:

During Open Enroliment.

Following a change in family status, as describeddvad®ging Your Covier&getion 2
Introduction

Notification Requirements

If your covered Degndents 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:

The date of the divorce, legal separation or an enrolled Dependent's dylstityfaedian
enrolled Dependent.

The date your enrolled Dependent would lose coverage under the Plan.

The date on which you or your enrolled Dependent are informed of your obligation to
provide notice and the procedures for providing such notice.

You oryour 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 within the 60
day period, the Plan Administrasonot 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 adoption of a child.

Once you have notified theaRIAdministrator, 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 are eligible for
disability benefits from Socacurity, you must provide Human Resowitkesotice of

the Social Security Administration's determination within 60 days after you receive that
determination, and before the end of your initteddi@&h continuation period.

The notice requirementsivaé satisfied by providing written notice to the Plan
Administrator at the address stated in Sectidmpértant Administrative Inforniagon:
contents of the notice must be such that the Plan Administrator is able to determine the
covered Employee @gualified 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 sedagd>&IBRA

election period for certain Particiiganho 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 individuals: generally, those who
are receiving trade asiment 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 themselves and 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 requirement that unemployment benefits be exhaustely) and

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 Administrator for additional information. ThepRattmust

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 special second election period is not retroeitteszdate 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 earliest of the
following dates:

The date, after electingntinuation 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.

The date coverage ends for failure to maké&shesiquired premium payment (premium is

not paid within 45 days).

The date coverage ends for failure to make any other monthly premium payment (premium
is not paid within 30 days of its due date).

The date the entire Plan ends.

The date coverage woultietwise 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, continuation coverage will end as scheduled undgaidime prior
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 more than 30 days by reason of service in
the Uniforme 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 "Militaepvige" 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 catej@ersons 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 notifying the Plan Administrator in advance, and
providirg 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 period of time less than 31 days, the Participantwagquired

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:

The 24 month period beginning on the date of the Participant'seafseen work.

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 Participant returns to a
position of employment, the Particifghealth 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 Dependents in connection with this
reinstatement, unlessSickness 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 you have questions about your rights to continue
healthcoverage under USERRA.
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SECTION :3DTHERMPORTANT INFORMATION

What this section includes:
Yy Courtordered Benefits for Dependentidian.

Your relationship witbinited Healthcarand Clermont County.
Relationships with providers.

Interpretation of Benefits.

Information and records.

Incentives to providers and you.

The future of the Plan.

S SSSSYS

Yy~ How to access the official Plan documents.

Quaified Medical Child Support Orders (QMCSOs)

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 to be covered for medical benefits.
Generally, a QMCSO is issasdpart 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 Administrator will review it to determine if it meets the
requiremerstfor 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, without charge, a copy of the procedures governing QMCSfs from
Plan Administrator.

Note. A National Medical Support Notice will be recognized as a QMCSO if it meets the
requirements of a QMCSO.

Your Relationship withnited Healthcasnd Clermont County

In order to make choices about your health care coverage and treatment, Clermont County
believes that it is important for you to understandUroted Healthcanateracts with the

Plan Sponsor's benefit Plan and how it may affediigibed Healthcaredps administer

the Plan Sponsor's benefit plan in which you are endoliesd Healthcardoes not

provide medical services or make treatment decisions. This means:

United Healthcareommunicates to you decisions about whether the Plan will cover or pay
for the health care that you may receive. The Plan pays for Covered Health Services, which
are more fully described in this SPD.

The Plan may not pay for all treatments you or yoaicRimymay believe are necessary. If
the Plan does not pay, you will be responsible for the cost.
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Clermont County andnited Healthcanmay use individually identifiable information about
you to identify for you (and you alone) procedures, productsicesérat you may find
valuable. Clermont County doilited Healthcareill use individually identifiable
information about you as permitted or required by law, including in operations and in
research. Clermont County aihdted Healthcaneill use dedertified data for commercial
purposes including research.

Relationship with Providers

The Claims Administrator has agreements in place that govern the relationships between it
and Clermont County and Network providers, some of which are affiliated providers
Network providers enter into agreements with the Claims Administrator to provide Covered
Health Services to Covered Persons.

Clermont County andnited Healthcargo not provide health care services or supplies, nor

do they practice medicine. Insteddrr@ont County andnited Healthcararrange for

health care providers to participate in a Network and administer payment of Benefits.

Network providers are independent practitioners who run their own offices and facilities.

United Healthcal® credentialg process confirms public information about the providers'

licenses and other credentials, but does not assure the quality of the services provided. They
are not Clermont Countyds UetedHeathcaee s nor ar e
Clermont County andnited Healthcarare not responsible for any act or omission of any

provider.

United Healthcans 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.

Clemont Countys solely responsible for:

y' Enrollment and classification changes (including classification changes resulting in your
enrollment or the termination of your coverage).

Yy The timely payment of the service fddrited Healthcare

Yy The funding of Beefits 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.

You are responsible for choosing your own provider.

Youare responsible for paying, directly to your provider, any amount identified as a member
responsibility, includirn@oinsurance, any deductible and any amount that exceeds Eligible
Expenses.

You are responsible for paying, directly to your providegsthef @any notCovered
Health Service.

You must decide if any provider treating you is right for you. This includes Network
providers you choose and providers to whom you have been referred.
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Must decide with your provider what care you should receive.
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

ClermontCounty andJnited Healthcareave the sole and exclusive discretido &l of
the following

Interpret Benefits under the Plan.

Interpret the other terms, conditions, limitations and exclusions of the Plan, including this
SPD the Schedule of Benefitsd anyA d d e n d u mand/orAMdndnents.

Make factual determinations related to the Plan and its Benefits.

Clermont County andnited Healthcanmay delegate this discretionary authority to other
persons or entities that provide services in regdmel aaiinistration of the Plan.

In certain circumstances, for purposes of overall cost savings or efficiency, Clermont County
may, in its discretion, offer Benefits for services that would otherwise not be Covered Health
Services. The fact that Clermonti@puloes so in any particular case shall not in any way

be deemed to require Clermont County to do so in other similar cases.

Review and Determine Benefits in Accordancé&wiithd Healthcare
Reimbursement Policies

United Healthcargevelops its reimbureent policy guidelines, in its sole discretion, in
accordance with one or more of the following methodologies:

As indicated in the most recent edition of the Current Procedural Terminology (CPT), a
publication of the American Medical Association, andé&ehters for Medicare and Medicaid
Services (CMS)

As reported by generally recognized professionals or publications.
As used for Medicare.

As determined by medical staff and outside medical consultants pursuant to other
appropriate sources or determoraithatUnited Healthcaraccepts.

Following evaluation and validation of certain provider billings (e.g., error, abuse and fraud
reviews)United Healthcal®reimbursement policies are applied to provider billimitgsd
Healthcarshares it's reimb@mment policies with Physicians and other providersted
Healthcars Network througlynited Healthcal®provider website. Network Physicians

and providers may not bill you for the difference between their contract rate (as may be
modified byUnited Healthcare reimbursement policies) and the billed charge. However,
non-Network providers are not subject to this prohibition, and may bill you for any amounts
the Plan does not pay, including amounts that are denied becautivee bealthcale
reimbursement policies does not reimburse (in whole or in part) for the service billed. You
may obtain copies binited Healthcal®reimbursement policies for yourself or to share
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with your noANetwork Physician or provider by goingvtew.myuhc.comor by cding
the telephone number on your ID card.

United Healthcammay apply a reimbursement methodology establis@gduognsight

and/or a third party vendor, which is base@btScoding principles, to determine

appropriate reimbursement levels for Emeygdealth Services. The methodology is

usually based 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
availablelnited Healthcareill use a comparable methodology(i#sjed Healthcarand
Optuninsighaire related companies through common ownershipitadHealth Group

Refer toUnited Healthcaies w e Wwvem.ntywhc.canfor information regarding the

vendor that provides the appbée methodology.

Information and Records

Clermont County andnited Healthcanmay 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 andUnited Healthcanmay request additional information from you to decide your

claim for Benefits. Clermont County ahrdted Healthcareill keep this information

confidential. Clermont County addited Healthcanmay also use your-ifientified data

for commercial purposgincluding 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 Countyréted Healthcareith all

information or copies of recardelating to the services provided toigoluding provider

billing and provider payment recoi@dermont County aridnited Healthcareave the

right to request this information at any reasonable time. This applies to all Covered Persons,
including enrted Dependents whether or not they have signed the Participant's enroliment
form. Clermont County andhited Healthcaragree that such information and records will

be considered confidential.

Clermont County andnited Healthcareave the right to releaany and all records

concerning health 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 takéeterm of the Plan, Clermont County
andUnited Healthcarand 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 d¢tings of your medical records or billing statements 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 ntikcal forms or records frobomited Healthcarehey also may charge you
reasonable fees to cover costs for completing the forms or providing the records.

In some cases, as permitted by law, Clermont Countyided Healthcarill designate
other personer entities to request records or information from or related to you, and to
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release those records as necesbatgd Healthcal® designees have the same rights to this
information as does the Plan Administrator.

Incentives to Providers

Network providers may be provided financial incentivdeited Healthcar® 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 finamal incentives for Network providers are:

Bonuses for performance based on factors that may include quality, member satisfaction,
and/or costeffectiveness.

A practice called capitation which is when a group of Network providers receives a monthly
paymenfrom United Healthcar®r each Covered Person who selects 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 care is less than or more than the payment.

Bundled paymentsertain Network providers receive a bundled payment for a group of
Covered Health Services for a particular procedure or medical cariitapplicable

Copayment and/or Coinsurance will be calculated based on the provider 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 Perséntahealt

less than or more than the payment. If you receive-igil@ervices related to a procedure

where a bundled payment is made, an additional Copayment and/or Coinsurance may not be
required if such followp services are included in the bundlgohpat. You may receive

some Covered Health Services that are not 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 Buiredule of Benefits.

The Claims Administrator uses various payment methods to pay specific Network providers.
From time to time, the payment method may change. If you have questions about whether
your Network provider's contract with the Claims Administrator includes anglfinanc
incentives, the Claims Administrator encourages you to discuss those questions with your
provider. You may also call the Claims Administrator at the telephone number on your ID
card. The Claims Administrator can advise whether your Network pradtebisany

financial incentive, including those listed above.

Incentives to You

Sometimes you may be offered coupons, enhanced Benefits, or other incentives to
encourage you to participate in various wellness programs 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 ndmited Healthcarentity. The decision about wher or

not to participate is yours alone but Clermont County recommends that you discuss
participating in such programs with your Physician. These incentives are not Benefits and do
not alter or affect your Benefits. You may call the number on youd liDyear have any

guestions. Additional information may be found in Sect@@imi¢al Programs and Resources
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Rebates and Other Payments

Clermont County andnited Healthcanmay receive rebates for certain drugs that are
administered to you in a Physig 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 addited Healthcammay pass a portion of these rebates on

to you. When rebaeare passed on to you, they may be taken into account in determining
yourCoinsurance.

Workers' Compensation Not Affected

Benefits provided under the Plan do not substitute for and do not affect any requirements
for coverage by workers' compensatiaramce.

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 any reason, at
its sole determination.

The Company's decisitinterminate 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 plan assets and debts to another plan or split a
plan nto 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 not have the right to any other Benefits from
the Planother 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 and Benefits.

The amount and form of any final bengdit 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, certain remaining Plan assets will be
turned over to the Compyaand 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 and the official 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 document by written request to the Plan Admirfstrator,

nominal charge.

Medicare Eligibility

Benefits under the Plan are not intended to supplement any coverage provided by Medicare.
Nevertheless, in some circumstances Covered Persons who are eligible for or enrolled in
Medicare may also be enrolled utite Plan.
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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 looith Medicare Part A and PartfB

you don't enroll and maintain that coverage, and if the Plan is the secondary payer as
described in Section TQordination of Bertb&t®lan will pay Benefits under the Plan as if

you were covered under boteditare Part A and PartAss a result, you will be

responsible for the costs that Medicare would have paid and you will incur a-t#rger out
pocket cost.

If you are enrolled in a Medicare Advantage (Medicare Part C) plan on a primary basis
(Medicare pes before Benefits under the Plan), you should follow all rules of that plan that
require you to seek services from that plan's participating providers. When the Plan is the
secondary payer, the Plan will pay any Benefits available to you under tifig@idmads

followed all rules of the Medicare Advantage plan. You will be responsible for any additional
costs or reduced Benefits that result from your failure to follow these rules, and you will
incur a larger owdf-pocket cost.
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SECTION H5LOSSAR

What this section includes:
y  Definitions of terms used throughout this SPD.

Many of the terms used throughout this SPDheaynfamiliar to you or have a specific
meaning with regard to the way the Plan is administered and how Benefits 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 exclusions of this 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.

Air Ambulance 8 medical transport by rotary wing Air Ambulance or fixed wing Air
Ambulance helicopter or airplane as definéd @FR 414.605

Alternate Facility - a health care facility that is adtospital and that provides one or
more of the following services on an outpatient basis, as permitted by law:
Surgical services.

Emergency Health Services.

Rehabilitative, laboratory, diagnostic or therapeutic services.

An Alternate Facility may alsoypdeMental Healttservices or SubstariRelated and
Addictive DisordexServices on an outpatient basis or inpatient basis (for example a
Residential Treatment facility).

Amendment- any attached written description of additional or alternative prowdgioms

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.

Ancillary Servicesd items and services provided by-Network Physicians at a Network
facility that are any of the following:

Yy Related to emergenmedicine, anesthesiology, pathology, radiology, and neonatology;
Yy Providedby assistant surgeons, hospitabstd,intensivists;

y" Diagnostic services, including radiology and laboratory services, unless such items and
services amxcludedrom the definition of Ancillary Services as determined by the
Secretary;

Providedoy such other specialty practitioners as determined by the Secretary; and

<,

Provided by a meNetwork Physician when no other Network Physician is available.

<,
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Annual Deductible (or Deductible)- the amount you must pay for Covered Health
Services in a catlar year before the Plan will begin paying Benefits in that calendar year.
The Deductible is shown in the first table in SectiBlas Highlights

Autism Spectrum Disorder- a condition marked by enduring problems communicating
and interacting i 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 (CRSaprogram administered byited Healthcarer its
affiliates made available to you by Clermont County. The CRS program provides:

Specialized consulting services, on a limited basis, to Participants and enrolled Dependents
with cancer.
Access to canceenters with expertise in treating the most rare or complex cancers.

Education to help patients understand their cancer and make informed decisions about their
care and course of treatment.

Cellular Therapy- administration of living whole cells into agmator the treatment of
disease.

CHD - see Congenital Heart Disease (CHD).

Claims Administrator - United Healthcar@lso known as United HealthCare) and its
affiliates, who provide certain claim administration services for the Plan.

Clinical Trial - a ientific study designed to identify new health services that improve
health outcomes. In a Clinical 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 ConsolidateOmnibus Budget Reconciliation Act of 1985 (COBRA).

Coinsuranced the charge, stated as a percentage of Eligible Expenses or the Recognized
Amount when applicable, that you are required to pay for certain Covered Health Services as
described in Sectiontw the Plan Works and Section 15, Outpatient Prescription Drugs

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 Diseasg CHD) - any structural heart problem or abnormality that has
been present since birth. Congenital heart defects may:

Be passed from a parent to a child (inherited).
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Develop in the fetus of a woman who has an infection or is exposed to radiation or other
toxic substances during her Pregnancy.

Have no known cause.

Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRAMR federal law
that requires employers to offer continued health insurance coverage to certain employees
and their dependents whoseugr health insurance has been terminated.

Cosmetic Procedures procedures or services that change or improve appearance without
significantly improving physiological function, as determined by the Claims Administrator.

Cost-Effective - the least expensigguipment that performs the necessary function. This
term applies to Durable Medical Equipment and prosthetic 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, substamelted and addictive disorders, condition, disease or its
symptoms.

Medically Necessary.

Described as a Covered Health Service in this SPD under Sétsorighligleasd 6,
Additional Coverage Details

Provided to a Covered Person who meets the Plan's eligibility requirements, as described
underEligibilityn Section 2ntroduction

Not otherwise excluded in this SPD under Sectixc8jsions and Limitations

Covered Person either the Participant an enrolled 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:
Non-healthrelated services, such as assistance in activities of daily living (examples include

feeding, dressing, bathing, transferring and ambulating).

Healthrelated services that are providedhemtrimary purpose 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 indepkmnt existence.

Services that do not require continued administration by trained medical personnel in order
to be delivered safely and effectively.

Deductible - see Annual Deductible.
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Definitive Drug Test - test to identify specific medications, illiddstances and
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 unddétligibilityn Section 2ntroductioA Dependent does not include anyone

who is also enrolled as a Participjgdmtone can be a Dependent of more than one
Participant.

Designated Dispensing Entity- a pharmacy, provider, or facility that has entered into an
agreement with the Claims Admaistr, or with an organization contracting on the Claims
Administrator's behalf, to provide Pharmaceutical Products for the treatment of specified
diseases or conditions. Not all Network pharmacies, providers, or facilities are Designated
Dispensing Entiis.

Designated Network Benefitsd for Benefit plans that have a Designated Network Benefit
level, this is the description of how Benefits are paid for the Covered Health Services
provided by a Physician or other provider that has been identified as a Designated Provider.
Refer to Sectio5,Plan Highlighte determine whether or not your Benefit plan offers
Designated Network Benefits and for details about how Designated Network Benefits apply.

Designated Provider- a provider and/or facility that:

Has entered into an agreement wighGhkaims Administrator, or with an organization
contracting on the Claims Administrator's behalf, to provide Covered Health Services for
the treatment of specific diseases or conditions; or

The Claims Administrator has identified through the Claims Admbinis designation
programs as a Designated Provider. 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 Phgisins 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 fi@ntered into an

agreement with the Claims Administrator, or with an organization contracting on the Claims
Administrator's behalf, to deliver Covered Health Care Services through live audio with
video technologgr audio only.

DME - see Durable Medical Equipment (DME).

Domiciliary Care - living arrangements designed to meet the needs of people who cannot
live independently but do not require Skilled Nursing Facility services.

Durable Medical Equipment (DME) - medical equipment thatall of the following:

Is used to serve a medical purpose with respect to treatment of a Sickness, Injury or their
symptoms.

Is not disposable.
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Is generally not useful to a person in the absence of a Sickness, Injury or their symptoms.
Can withstand rejated use.

Is not implantable within the body.

Is appropriate for use, and is primarily used, within the home.

Eligible Expenses- for Covered Health Services, incurred while the Plan is in effect,
Eligible Expenses are determinetybyed Healthcaras sated below and as detailed in
Section 3How the Plan Works

Eligible Expenses are determined solely in accordantimiathHealthcale
reimbursement policy guidelirigsited Healthcargevelops the reimbursement policy
guidelines, ibnitedHealthcars discretion, following evaluation and validation of all
provider billings in accordance with one or more of the following methodologies:

As indicated in the most recent edition of the Current Procedural Terminology (CPT), a
publication of the merican Medical Association, and/or the Centers for Medicare and
Medicaid Services (CMS).

As reported by generally recognized professionals or publications.
As used for Medicare.

As determined by medical staff and outside medical consultants purshant to ot
appropriate source or determination thated Healthcaraccept.

Emergency- a medical condition manifesting itself by acute symptoms of sufficient severity
(including severe pain) so that a prudent layperson, who possesses an average knowledge of
health and medicine, could reasonably expect the absence of immediate medical attention to
result in any of the following:

Placing the health of the Covered Person (or, with respect to a pregnant woman, the health
of the woman or her unborn child) in serieopardy.

Serious impairment to bodily functions.
Serious dysfunction of any bodily organ or part.
Emergency Health Services with respect to an Emergency:

y' An appropriate medical screening examination (as required undet&gctidrihe
Social SequAkt, 42 U.S.C. 139%dés would be required under such section if such
section applied to an Independent Freestanding Emergency Dep#ranesntvithin
the capability of the emergency department of a Hospital, or an Independent
Freestanding Emergeridepartment, as applicable, including ancillary services routinely
available to the emergency department to evaluate such Emergency.

Yy Such further medical examination and treatment, to the extent they are within the
capabilities of the staff and facilidieailable at the Hospital or an Independent
Freestanding Emergency Department, as applicable, as are required und863eaftion
the Social Security Act (42 U.S.C. 1395ddés)(8puld be required under such section
if such section applied to kmlependent Freestanding Emergency Department, to

132 SECTIONL4- GLOSSARY



CLERMONCOUNTWEDICAICHOICEPLUSHDP$300M@eDUCTIBLELAN

stabilize the patient (regardless of the department of the Hospital in which such further
exam or treatment is provided). For the pu
meaning as given suchen sectiorl867(e)(3) of the Social Security Act (42 U.S.C.
1395dd(e)(3)).

Yy Emergency Health Services include items and services otherwise covered under the Plan
when provided by a néwetwork provider or facility (regardless of the department of
the Hosjital in which the items are services are provided) after the patient is stabilized
and as part of outpatient observation, or as a part of an Inpatient Stay or outpatient stay
that is connected to the original Emergency unless the following conditiaets are m

a. The attending Emergency Physician or treating provider determines the patient is
able to travel using nonmedical transportation cEnmergency medical
transportation to an available Network provider or facility located within a
reasonable distanceitey into consideration the patient's medical condition.

b. The provider furnishing the additional items and services satisfies notice and
consent criteria in accordance with applicable law.

c. The patient is in such a condition, as determined by the Sdoretagjye
information as stated in b) above and to provide informed consent in accordance
with applicable law.

d. The provider or facility satisfies any additional requirements or prohibitions as
may be imposed by state law.

e. Any other conditions as specifigdthe Secretary.

The above conditions do not apply to unforeseen or urgent medical needs that arise at
the time the service is provided regardless of whether notice and consent criteria has

been satisfied.
Employer - Clermont County.
EOB - see Explanatioof Benefits (EOB).

Experimental or Investigational Service(sp medical, surgical, diagnostic, psychiatric,
mental health, substanetated and addictive disorders or other health care services,
technologies, supplies, treatments, procedures, drpges)eredications, or devices that,
at the time the Claims Administrator makes a determination regarding coverage in a
particular case, are determined to be any of the following:

Yy Not approved by thg.S. Food and Drug Administration {@&DbéJawfully nr&eted
for the proposed use and not as appropriate for the proposed use in any of the
following:

AAHFS Drug Information (AHFS Widler therapeutic uses section;
AElsevier Gold Standard's Clinical Phanmdaolbgyndications section;

ADRUGDEX Systehy Micromedexier the therapeutic uses section and has a strength
recommendation rating of class I, class lla, or class Ilb
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ANational Comprehensive Cancer NetworkiiNS@NJl biologics compendium
category of evidence 1, 2A, or 2B.

Yy~ Subject to regw and approval by any institutional review board for the proposed use
(Devices which afeDA approved under tHéumanitarian Use Dexiemption are not
considered to be Experimental or Investigational.)

Yy The subject of an ongoing Clinical Trial thatsrtee definition of a Phase I, Il or llI
Clinical Trial set forth in tHeDA regulations, regardless of whether the trial is actually
subject td~DA oversight.

Yy Only obtainable, with regard to outcomes for the given indication, within research
settings.

Exceptions:
y" Clinical Trials for which Benefits are available as describe@lumdal Triais Section
6, Additional Coverage Details

Yy If you are not a participant in a qualifying Clinical Trial as described under,Section 6
Additional Coverage Datadlfiave a Sickness or condition that is likely to cause death
within one year of the request for treatment, the Claims Administrator may, at its
discretion, consider an otherwise Experimental or Investigational Service to be a
Covered Health Service fhat Sickness or condition. Prior to such consideration, the
Claims Administrator must determine that, although unproven, the service has
significant potential as an effective treatment for that Sickness or condition.

Explanation of Benefits (EOB)- a statment provided bynited Healthcar® you, your
Physician, or another health care professional that explains:

The Benefits provided (if any).

The allowable reimbursement amounts.

Deductibles.

Coinsurance.

Any other reductions taken.

The net amount paid loye Plan.

The reason(s) why the service or supply was not covered by the Plan.
Freestanding Facility- an outpatient, diagnostic or ambulatory center or independent
laboratory which performs services and submits claims separately from a Hospital.

Gender Dysphoria- A disorder characterized by the diagnostic caolaesgified in the
current edition of thBiagnostic and Statistical Manual of the American Psychiatric Association

Gene Therapy- therapeutic delivery of nucleic acid (DNA or RNA) into a pateefis as
a drug to treat a disease.

Genetic Counseling- counseling by a qualified clinician that includes:

Yy Identifying your potential risks for suspected genetic disorders;
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Yy An individualized discussion about the benefits, risks and limitationstf Gestieg
to help you make informed decisions about Genetic Testing; and

Y Interpretation of the Genetic Testing results in order to guide health decisions.

Certified genetic counselors, medical geneticists and physicians with a professional society's
cerification that they have completed advanced training in genetics are considered qualified
clinicians when Covered Health Services for Genetic Testing require Genetic Counseling.

Genetic Testing- exam of blood or other tissue for changes in genes (DNRArtRat
may indicate an increased risk for developing a specific disease or disorder, or provide
information to guide the selection of treatment of certain diseases, including cancer.

Gestational Carrier a Gestational Carrier is a female who becongsptéy having a
fertilized egg (embryo) implanted in her uterus for the purpose of carrying the fetus to term
for another person. The carrier does not provide the egg and is therefore not biologically
(genetically) related to the child.

Health Statement§) - a single, integrated statement that summarizes EOB information by
providing detailed content on account balances and claim activity.

Home Health Agency- a program or organization authorized by law to provide health
care services in the home.

Hospital - an institution, operated as required by law and that meets both of the following:

It is primarily engaged in providing health services, on an inpatient basis, for the acute care
and treatment of sick or injured individuals. Care is provided through iMedicél,

Health Substancdrelated anédddictiveDisorders, diagnostic and suldaeilities, by or

under the supervision of a staff of Physicians.

It has 24hour nursing services.
A Hospital is not primarily a place for rest, Custodial Care or care of the aged and is not a
nursing home, convalescent home or similar institution.

Hospital-based Facility- an outpatient facility that performs services and submits claims
as part of a Hospital.

Independent Freestanding Emergency Departmenrt ahealthcare facility that:

Yy Isgeographicalseparate and distinct and licensed separately from a Hospital under
applicable law; and

y' Provide€Emergencyealth Services.

Injury - bodily damage other than Sickness, including all related conditions and recurrent

symptoms.

Inpatient Rehabilitation Facility - a long term acute rehabilitation center, a Hospital (or a
special unit of a Hospital designated as an Inpatient Rehabilitation Facility) that provides
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rehabilitation services (including physical therapy, occupational therapy and/or speech
therapy) omn inpatient basis, as authorized by law.

Inpatient Stay- an uninterrupted confinement, following formal admission to a Hospital,
Skilled Nursing Facility or Inpatient Rehabilitation Facility.

Intensive Behavioral Therapy (IBT)- outpatient behavioral/edational services that aim

to reinforce adaptive behaviors, reduce maladaptive behaviors and improve the mastery of
functional age appropriate skills in people with Autism Spectrum Disorders. Examples
includeApplied Behavior Analysis (ABAYPenver Mel andRelationship Development
Intervention (RDI)

Intensive Outpatient Treatment- a structured outpatient treatment program.
Yy For Mental Health Services, the program may be freestanding or-baspiand

provides services for at least three haarday, two or more days per week.

Yy For SubstaneBelated and Addictive Disorders Services, the program provides nine to
nineteen hours per week of structured programming for adults and six to nineteen hours
for adolescents, consisting primarilgoninseling and education about addiction related
and mental healffroblems

Intermittent Care - skilled nursing care that is provided or needed either:

Fewer than seven days each week.

Fewer than eight hours each day for periods of 21 days or less.

Exceptons may be made in special circumstances when the need for additional care is finite
and predictable.

Kidney Resource Services (KRSh program administered bgited Healthcarer its
affiliates made available to you by Clermont County. The KRS poyraes:

Specialized consulting services to Participants and enrolled Dependents with ESRD or
chronic kidney disease.

Access to dialysis centers with expertise in treating kidney disease.
Guidance for the patient on the prescribed plan of care.

Manipulative Treatment- the therapeutic application of chiropractic and/or osteopathic
manipulative treatment with or without ancillary physiologic treatment and/or rehabilitative
methods rendered to restore/improve motion, reduce pain and improve function in the
management of an identifiable neuromusculoskeletal condition.

Medicaid - a federal program administered and operated individually by participating state
and territorial governments that provides medical benefits to eligibleolow people
needing healttare. The federal and state governments share the program's costs.
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Medically Necessaryd health care services that are all of the following as determined by
the Claims Administrator or its designee, wi
The sevices must be:

Yy In accordance witBenerally Accepted Standards of Medical Practice.

Yy Clinically appropriate, in terms of type, frequency, extent, service site and duration, and
considered effective for your 8ieks, Injury, Mental IliInesspstanceelated and
addictive disorders disease or its symptoms.

Yy Not mainly for your convenience or that of your doctor or other health care provider.

Yy Not more costly than an alternative drug, service(s), service site or supply that is at least
as likgf to produce equivalent therapeutic or diagnostic results as to the diagnosis or
treatment of your Sickness, Injury, disease or symptoms.

Generally Accepted Standards of Medaral Reaxctarels that are based on credible scientific
evidence publisben peerreviewed medical literature generally recognized by the relevant
medical community, relying primarily on controlled clinical trials, or, if not available,
observational studies from more than one institution that suggest a causal relationship
between the service or treatment and health outcomes.

If no credible scientific evidence is available, then standards that are based on Physician
specialty society recommendations or professional standards of care may be considered. The
Claims Administratoeserves the right to consult expert opinion in determining whether

health care services are Medically Necessary. The decision to apply Physician specialty

society recommendations, the choice of expert and the determination of when to use any

such expertopni on, shall be within the Claims Admi

The Claims Administrator develops and maintains clinical policies that dessabertiky
Accepted Standards of Medicadreatificeevidence, prevailing medical standards and
clinical guidelines supporting its determinations regarding specific services. These clinical
policies (as developed by the Claims Administrator and revised from time to time), are
available to Covered Personsvarw.myuhc.conor by calling the number on your ID

card, and to Physicians and other health care professiomals.@iHCprovider.com.

Medicare- Parts A, B, C and D of the insurance program established by Titld)dkid,
States Social Securjtgsfamended by W2S.C. Sections 1394, et seq. and as later amended.

Mental Health Services services for the diagnosis and treatment of those mental health
or psychiatric categories that are listed in the current editiotndéithational Classification of
Diseasest@mn on Mental and Behavioral Distireleragnostic and Statistical Manual of the
American Psychiatric Asso€iaidact that a condition is listed in the current edition of the
International Classification of Diseases section on MerdhDasar daidaiagnostic and
Statistical Manual of the American Psychiatricldssoutosan that treatment for the
condition is a Covered Health Service.

Mental Health/ SubstanceRelated and Addictive DisordersAdministrator - the
organizatin or individual designated by Clermont County who provides or akantpds
HealthServices and SubstafRmated and Addictive Disorsl€ervices under the Plan.
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Mental lliness d those mental health or psychiatric diagnostic categories listed in the

curent edition of thénternational Classification of Diseases section on Mental and Behavioral
Disordeos Diagnostic and Statistical Manual of the American Psychiafhe Asstatiatian
condition is listed in the current edition ofltiternigonal Classification of Diseases section on
Mental and Behavioral DisorDegnostic and Statistical Manual of the American Psychiatric
Associatidimes not mean that treatment for the condition is a Covered Health Service

Network - when used to deisbe a provider of health care services, this means a provider
that has a participation agreement in effect (either directly or indirectly) with the Claims
Administrator or with its affiliate to participate in the Network; however, this does not
include hose providers who have agreed to discount their charges for Covered Health
Services. The Claims Administrator's affiliates are those entities affiliated with the Claims
Administrator through common ownership or control with the Claims Administrator or
with the Claims Administrator's ultimate corporate parent, including direct and indirect
subsidiaries.

A provider may enter into an agreement to provide only certain Covered Health Services,
but not all Covered Health Services, or to be a Network providahfeome products. In

this case, the provider will be a Network provider for the Covered Health Services and
products included in the participation agreement, andNetwark provider for other

Covered Health Services and products. The participatisnditproviders will change

from time to time.

Network Benefits - for Benefit Plans that have a Network Benefit level, this is the
description of how Benefits are paid for Covered Health Services provided by Network
providers. Refer to SectiorPfan Hghlights determine whether or not your Benefit plan
offers Network Benefits and SectioR8w the Plan Worfks details about how Network
Benefits apply.

New Pharmaceutical Product a Pharmaceutical Product or new dosage form of a
previously approdePharmaceutical Product. It applies to the period of time starting on the
date the Pharmaceutical Product or new dosage form is approved.8yfoed and Drug
Administration (FDANd ends on the earlier of the following dates.

y The date it is reviewed
Yy December 31st of the following calendar year.

Non-Medical 24Hour Withdrawal Management- An organized residential service,
including those defined Aimerican Society of Addiction Medicine sy 24our
supervision, observation, and supfoorpatients who are intoxicated or experiencing
withdrawal, using peer and social support rather than medical and nursing care.

Non-Network Benefits - for Benefit Plans that have a Ngatwork Benefit level, this is
the description of how Benefits arelgar Covered Health Services provided by non
Network providers. Refer to SectioPBn Highlightsdetermine whether or not your
Benefit plan offers NeNetwork Benefits and SectiorHadw the Plan Worfks details
about how NorNetwork Benefits apyp
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Open Enrollment - the period of time, determined by Clermont County, during which
eligible Participants may enroll themselves and their Dependents under the Plan. Clermont
County determines the period of time that is the Open Enrollment period.

Out-of-Pocket Maximum - for Benefit plans that have an @iHPocket Maximum, this is
the maximum amount you pay every calendar year. Refer to Selziohlighlighits the
Out-of-Pocket Maximum amount. See Sectiblo®, the Plan Wdidsa description of
how the Outof-Pocket Maximum works.

Partial Hospitalization/Day Treatment - a structured ambulatory program that may be a
freestanding or Hospithhsed program and that provides services for at least 20 hours per
week.

Participant - a fulktime Participant of the Employer who meets the eligibility requirements
specified in the Plan, as described uHdgbilityn Section AntroductioA Participant
must live and/or work in the United States.

Personal Health Support programgprovided by the Claims Administrator that focus on
prevention, education, and closing the gaps in care designed to encourage an efficient system
of care for you and your covered Dependents.

Personal Health Support Nurse the primary nurse thahited Helihcaremay assign to

you if you have a chronic or complex health condition. If a Personal Health Support Nurse
is assigned to you, this nurse will call you to assess your progress and provide you with
information and education.

Pharmaceutical Product(s)d U.S. Food and Drug Administration-@pproyved
prescription medications or products administered in connection with a Covered Health
Service by a Physician.

Physician- anyDoctor of MediocinBoctor of Osteopaltiayis properly licensed and
qualifie by law.

Please note: Any podiatrist, dentist, psychologist, chiropractor, optoregast

practitioneior other provider who acts within the scope of his or her license will be
considered on the same basis as a Physician. The fact that a plesictdrad as a

Physician does not mean that Benefits for services from that provider are available to you
under the Plan.

Plan - The Clermont County Medical Plan.

Plan Administrator - Clermont County or its designee.
Plan Sponsor Clermont County.

Pregnancy- includes all of the following:

Prenatal care.
Postnatal care.
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Childbirth.
Any complications associated with the above.

Primary Physician- a Physician who has a majority of his or her practice in general
pediatrics, internal medicine, obs®yymecology, family practice or general medicine.
(Including Nurse Practitioner)

Presumptive Drug Test- test to determine the presence or absence of drugs or a drug
class in which the results are indicated as negative or positive result.

Private Duty Nursing - nursing care that is provided to a patient on-toemee basis by
licensed nurses in an inpatient or a home setting when any of the following are true:

Services exceed the scope of Intermittent Care in the home.

The service is provided to a CoddPerson by an independent nurse who is hired directly
by the Covered Person or his/her family. This includes nursing services provided on an
inpatient or homeare basis, whether the service is skilled eskilted independent

nursing.

Skilled nursingesources are available in the facility.

The Skilled Care can be provided by a Home Health Agency on a per visit basis for a
specific purpose.

Recognized Amountd the amount which Copayment, Coinsurance and applicable
deductible, is based on for the bel@veated Health Services when provided by non
Network providers.

Yy Non-NetworkEmergency Health Services.

Yy Non-Emergency Covered Health Services received at certain Network facilities by non
NetworkPhysiciansvhen such services are either Ancillary Services;Amailbary
Services that have not satisfied the notice and consent criteria 02 588B2(d) of the
PublitiealttService A€or the purpose of this provision, "certain Network facilities" ar
limited to a hospital (as defined&61(e) of the Social Seclridyhdspital outpatient
department, a critical access hospital (as defit@giligimm)(1) of the Social Sequrity Act
an ambulatory surgical center as described in d83R()(A) of the Social Securjty Act
and any other facility specified by the Secretary.

The amount is based on either:

1) An All Payer Model Agreafrastdpted,
2) State law, or

3) The lesser of the qualifying payment amount as determined under applicatble law or
amount billed by the provider or facility.

The Recognized Amount for Air Ambulance services provided byNemark provider
will be calculated based on the lesser of the qualifying payment amount as determined under
applicable law or the amountdallby the Air Ambulance service provider.
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Note: Covered Health Services that use the Recognized Amount to determine your
cost sharing may be higher or lower than if cost sharing for these Covered Health
Services were determined based upon an Eligible Expssa

Reconstructive Procedure a procedure performed to address a physical impairment

where the expected outcome is restored or improved function. The primary purpose of a
Reconstructive Procedure is either to treat a medical condition or to imprdaesor res
physiologic function. Reconstructive Procedures include surgery or other procedures which
are associated with an Injury, Sickness or Congenital Anomaly. The primary result of the
procedure is not changed or improved physical appearance. Thedgardwat may

suffer psychologically as a result of the impairment does not classify surgery or any other
procedure done to relieve the impairment as a Reconstructive Procedure.

Remote Physiologic Monitoring- the automatic collection and electronic trasssom of

patient physiologic data that are analyzed and used by a licensed Physician or other qualified
health care professional to develop and manage a plan of treatment related to a chronic
and/or acute health illness or condition. The plan of treaiviieptovide milestones for

which progress will be tracked by one or more Remote Physiologic Monitoring devices.
Remote Physiologic Monitoring must be ordered by a licensed Physician or other qualified
health professional who has examined the patientthrwdham the patient has an

established, documented, and ongoing relationship. Remote Physiologic Monitoring may not
be used while the patient is inpatient at a Hospital or other facility. Use of multiple devices
must be coordinated by one Physician.

Residential Treatmentd treatment in a facility which providiésntal Health Services or
Substanc®elated and Addictive Disorders Sertteatment. The facility meets all of the
following requirements:

Yy ltis established and operated in accordance wittabfgpstate law for Residential
Treatment programs.

y It provides a program of treatment under the active participation and direction of a
Physician.

y It offers organized treatment services that feature a planned and structured regimen of
care in a 2iour seting and provides at least the following basic services;

Room and board.

Evaluation and diagnosis.

Counseling.

Referral and orientation to specialized community resources.

A Residential Treatment facility that qualifies as a Hospital is considerecla Hospit

Secretaryd as that term is applied in the Surprises AttheConsolidated Appropriations Act
(P.L. 11&60)

Semtprivate Room- a room with two or more beds. When an Inpatient Stay in-a Semi
private Room is a Covered Health Service, the difference in cost betwe@nigagemi
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Room and a private room is a benefit only when a private room is necessary in terms of
generally accegul medical practice, or when a §eimate Room is not available.

Sickness- physical iliness, disease or Pregnancy. The term Sickness as used in this SPD
includes Mental lliness BubstancRelatecandAddictive Disordersegardless of the
cause or origin of the Mental lllnesSudystancdrelated anédddictiveDisorder.

Skilled Care- skilled nursing, teaching, and rehabilitation services when:

They are delivered or supervised by licensed technical or professiorigerssioal in
order to obtain the specified medical outcome and provide for the safety of the patient.

A Physician orders them.

They are not delivered for the purpose of assisting with activities of daily living, including
dressing, feeding, bathing ansferring from a bed to a chair.

They require clinical training in order to be delivered safely and effectively.
They are not Custodial Care, as defined in this section.

Skilled Nursing Facility - a Hospital or nursing facility that is licensed and egerat
required by law. A Skilled Nursing Facility that is part of a Hospital is considered a Skilled
Nursing Facility for purposes of the Plan.

Specialty Pharmaceutical Product Pharmaceutical Products that are generally high cost
biotechnology drugs ustedireat patients with certain ilinesses.

Spouse- an individual to whom you are legally married

SubstanceRelated and Addictive Disorders Servicesservices for the diagnosis and

treatment of alcoholism and substaet@ed and addictive disorders that are listed in the

current edition of thinternational Classification of Diseases section on Mental and Behavioral
Disordeos Diagnostic and Staidtlanual of the American Psychiatric ARsedadtidhat a

disorder is listed in the edition of thiernational Classification of Diseases section on Mental and
Behavioral Disordesagnostic and Statistical Manual of the AmericaAd$syihimes

not mean that treatment of the disorder is a Covered Health Service.

Surrogate- a female who becomes pregnant usually by artificial insemination or transfer of
a fertilized egg (embryo) for the purpose of carrying the fetus for apcdbeiVhen the
surrogate provides the egg the surrogate is biologically (genetically) related to the child.

Telehealth/Telemedicine - live, interactive audio with visual transmissions of a Physician
patient encounter from one site to another using tehegoications technology. The site
may be £MSdefined originating facility or another location such as a Covered Person's
home or place of work. Telehealth/Telemedicine does not include virtual care services
provided by a Designated Virtual Network Peavid

Transitional Living - Mental Health &vices an8ubstancdrelated andddictive
Disordes Services that are provided through facilities, group homes and supervised
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apartments that provide-Bdur supervisigrincluding those definedAmerican Soct
Addiction Medicine (ASAMgria, that are either:

Sober living arrangements such asfdeaghousing or alcohol/drug halfway houses. These
are transitional, supervised living arrangements that provide stable and safe housing, an
alcohol/drugfreeenvironment and support for recovery. A sober living arrangement may

be utilized as an adjunct to ambulatory treatment when treatment doesn't offer the intensity
and structure needed to assist the Covered Person with recovery.

Supervised living arrangemsemhich are residences such as facilities, group homes and
supervised apartments that provide members with stable and safe housing and the
opportunity to learn how to manage their activities of daily living. Supervised living
arrangements may be utiliasdan adjunct to treatment when treatment doesn't offer the
intensity and structure needed to assist the Covered Person with recovery.

Unproven Services$ health services, including medicatimusdevices, regardlest)@.

Food and Drug Administr&iioh) @pprovalthat are not determined to be effective for
treatment of the medical condition or not determined to have a beneficial effect on health
outcomes due to insufficient and inadequate clinical evidence froomaetted

randomized controlledafs or cohort studies in the prevailing publishee@aewed

medical literature.

A Wellconducted randomized controlled trials. (Two or more treatments are compared to
each other, and the patient is not allowed to choose which treatment is received.)

A Wel-conducted cohort studies from more than one institution. (Patients who receive
study treatment are compared to a group of patients who receive standard therapy. The
comparison group must be nearly identical to the study treatment group.)

A UnitedHealthcarkas a process by which it compiles and reviews clinical evidence with
respect to certain health services. From time to time, UnitedHealthcare issues medical
and drug policies that describe the clinical evidence available with respect to specific
health cee services. These medical and drug policies are subject to change without prior
notice. You can view these policiegvaly.myuhc.com

Please note:

y If you have a lifthreatening Sickness or condition (one that is likely to cause death
within one year ohe request for treatment) the Claims Administrator may, at its
discretion, consider an otherwise Unproven Service to be a Covered Health Care Service
for that Sickness or condition. Prior to such a consideration, the Claims Administrator
must first estatslh that there is sufficient evidence to conclude that, even though
unproven, the service has significant potential as an effective treatment for that Sickness
or condition.

Urgent Care- Care that requires prompt attention to avoid adverse consequences, but does
not pose an immediate threat to a person's life. Urgent care is usually deliverenhin a walk
setting and without an appointment. Urgent care facilities are a locatidrfyaiistanc

hospital emergency department, an office or a clinic. The purpose is to diagnose and treat
illness or injury for unscheduled, ambulatory patients seeking immediate medical attention.
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Urgent Care Center a facility that provides Covered HealthiSes that are required to
prevent serious deterioration of your health, and that are required as a result of an
unforeseen Sickness, Injury, or the onset of acute or severe symptoms.
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SECTION :3SMPORTKWT ADMINISTRATIVEORMATION

What this section includes:
y  Plan administrative information.

This section includes information on the administration of the medical Plan. While you may
not need this flermation for your dato-day participation, it is information you may find
important.

Addlitional Plan Description

Claims Administrator. The company which provides certain administrative services for the
Plan Benefits described in this Summary Plan Diescrip

United HealthCare Services, Inc.
9900 Bren Road East
Minnetonka, MN 55343

The Claims Administrator shall not be deemed or construed as an employer for any purpose
with respect to the administration or provision of benefits under the Plan Spamsor's Pl

The Claims Administrator shall not be responsible for fulfilling any duties or obligations of

an employer with respect to the Plan Sponsor's Plan.

Type of Administration of the Plan The Plan Sponsor provides certain administrative
services in conneati with its Plan. The Plan Sponsor may, from time to time in its sole
discretion, contract with outside parties to arrange for the provision of other administrative
services including arrangement of access to a Network Provider; claims processing services,
including coordination of benefits and subrogation; utilization management and complaint
resolution assistance. This external administrator is referred to as the Claims Administrator.
For Benefits as described in this Summary Plan Description, theoRéam &lgo has

selected a provider network establishédhiigd Healthcarmsurance Company. The

named fiduciary of Plan is Clermont County, the Plan Sponsor.

The Plan Sponsor retains all fiduciary responsibilities with respect to the Plan except to the
extent the Plan Sponsor has delegated or allocated to other persons or entities one or more
fiduciary responsibilityith respect to the Plan.
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ATTACHMENTHEALH CARE REFORM NOBCE

Patient Protection and Affordable Care Act ("PPACA")

Patient Protection Notices

The Claims Administrator generally allows the designation of a primary care provider. You
have the right tdesignate any primary care provider who participates in the Claims
Administrator's network and who is available to accept you or your family members. For
information on how to select a primary care provider, and for a list of the participating
primary careroviders, contact the Claims Administrator at the number on your ID card.

For children, you may designate a pediatrician as the primary care provider.

You do not need prior authorization from the Claims Administrator or from any other

person (including@imary care provider) in order to obtain access to obstetrical or
gynecological care from a health care professional in the Claims Administrator's network
who specializes in obstetrics or gynecology. The health care professional, however, may be
requiredo comply with certain procedures, including obtaining prior authorization for

certain services, following a-ppproved treatment plan, or procedures for making referrals.
For a list of participating health care professionals who specialize insotustetric

gynecology, contact the Claims Administrator at the number on your ID card.
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ATTACHMENT- LEGA NOTICES

Women's Health and Cancer Rights Act of 1998

As required by thé/omentdealth and Cancer Rights Act ah#&9PBn provides Benefits

under the Plan for mastectomy, including reconstruction and surgery to achieve symmetry
between the breasts, prostheses, and complications resulting from a mastectomy (including
lymphedema).

If you are receiving Benefits in connection with a mastectomy, Benefits are also provided for
the following Covered Health Services, as you determine appropriate with your attending
Physician:

All stages of reconstruction of the breast on which the roastegas performed.
Surgery and reconstruction of the other breast to produce a symmetrical appearance.

Prostheses and treatment of physical complications of the mastectomy, including
lymphedema.

The amount you must pay for such Covered Health Servieesr{gh€opayments and any
Annual Deductible) are the same as are required for any other Covered Health Service.
Limitations on Benefits are the same as for any other Covered Health Service.

Statement of Rights under the Newborns' and Mothers' Healthiderétetc

Under Federal law, group health Plans and health insurance issuers offering group health
insurance coverage generally may not restrict Benefits for any Hospital length of stay in
connection with childbirth for the mother or newborn child toHass48 hours following

a vaginal delivery, or less than 96 hours following a delivery by cesarean section. However,
the Plan or issuer may pay for a shorter stay if the attending provider (e.g., your physician,
nurse midwife, or physician assistant),@tesultation with the mother, discharges the

mother or newborn earlier.

Also, under Federal law, plans and issuers may not set the level of Bendfitpocimit
costs so that any later portion of thénd8r (or 9éhour) stay is treated in a manass |
favorable to the mother or newborn than any earlier portion of the stay.

In addition, a plan or issuer may not, under Federal law, require that a physician or other
health care provider obtain authorization for prescribing a length of stay of lupuis 48

(or 96 hours). However, to use certain providers or facilities, or to reduce-gbpocket

costs, you may be required to obtain prior authorization or notify the Claims Administrator.
For information on notification or prior authorization, atntaur issuer.
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ATTACHMENTAINONDISCRIMINATION ANDCASSIBILITY
REQUIREMENTS

When the Plan uses the words "Cl#@idministrator” in this Attachment, it is a reference to
United Healthcare, Inc., on behalf of itself and its affiliated companies.

The Claims Administrator on behalf of itself and its affiliated companies complies with
applicable Federal civil rights lawd does not discriminate on the basis of race, color,
national origin, age, disability, or Bented Healthcardoes not exclude people or treat
them differently because of race, color, national origin, age, disability, or sex.

The Claims Administratprovides free aids and services to people with disabilities to
communicate effectively with us, such as:

Quialified sign language interpreters

Written information in other formats (large print, audio, accessible electronic formats, other
formats)

Providesree language services to people whose primary language is not English, such as:
Quialified interpreters

Information written in other languages

If you need these services, please call Hieéothember number on your health plan ID
card, TTY 711 or the & Sponsor.

If you believe that the Claims Administrator has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, or
sex, you can file a grievance in writing by mail or emalieM@ivil Rights Coordinator

identified below. A grievance must be sent within 60 calendar days of the date that you
become aware of the discriminatory action and contain the name and address of the person
filing it along with the problem and the requastecdy.

A written decision will be sent to you within 30 calendar days. If you disagree with the
decision, you may file an appeal within 15 calendar days of receiving the decision.

Claims Administrator
Civil Rights Coordinator

United HealthCare Servicesinc. Civil Rights Coordinator

United Healthcar€ivil Rights Grievance

P.O. Box 30608

Salt Lake City, UT 84130

The toliree member phone number listed on your health plan ID card, TTY 711

If you need help filing a grievance, the Civil Rights Coordadeattfied above is available
to help you.
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You can also file a complaint directly with the U.S. Dept. of Health and Human services
online, by phone or mail:

Online https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complaint forms are available at http://wwhs.lgov/ocr/office/file/index.html.
Phone: Tolfree 18003681019, 80®37%7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room
509F, HHH Building Washington, D.C. 20201
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ATTACHMENT®GETTNG HELP IN OTHERGAJAGES OR FORMATS

You have the right to get help and information in your language at no cegieSban
interpreter, call the tdlee member phone number listed on your health plan ID card, press
0. TTY 711.

This letter is also available in other formats like large print. To request the document in
another format, please call thefrek membephone number listed on your health plan ID
card, press 0. TTY 711, Monday through Friday, 8 a.m. to 8 p.m.

LanguageD Translated-TaglinesD

1+ Albanian® | Ju-kenité-drejté t€ mermi ndihmeé -dhe informacion-falas né-gjuhén-
tua). Pérte-kérkuarnjé pérkthves, telefononi né numrin-qé-gjendet né-
kartén-e planittua)shéndetésor, shtvpni 0. TTY 711.0

7+ Amharico PA-TPIR-NEf IXTEF ACAFT -00LE P77 1 00T AT AT CATL -
AT FCAP LA M T -TAT -0 0EP P+ AL, -NAD--(+3 -oller s -Néd R -
HT0- LR T 0T B e TTY 7110

3 Arahich il “ﬂl"\,'?'_.:_‘?é'-*?_ii"' il & :'51.‘1.?-;. '.u=':._-;_?J.J'ﬂ,-':._f_:hn};,_nllj.g_t' -u'|-‘_.__'u:.-__:- :,='I.".__i._-:,__,__',l__';]_'I
- eBn 0-2tls o5 VPN T | B A5+ | W { T LY = fl- 3 B i o fl-oa
citm ol e R S R gl B RS e elan W -, s e A

Yo gaill-cailgll- 0o to daanad JTTY 711-(0

4~ Ammenian® | Bupqumbhs upmhwhebym -hunhup, -quiqubwpk p-2kp-
wnnrewuuhmljub-spugnph-huptmpui 1D tnmluh-Jpw-
ipJus-win]gwp - Uhnudikph-hbpujunuuwhunbwpm), ubnk p-

0:TTY 7110
53—+ Bantu- Urafise uburenganzira bwo kuronka ubufasha n'amakun mu-rorinm -
Kimundi@ rvawe kubuntu. Kugira usabe umusemuz:, hamagara inomerc va-

telephone v'ubuntu vagenewe abanyvwanyi iri ku rutonde ku-
Earangamuntu ¥ umugamb: wawe wubuzima, fronda 0. TTY 71142

6.+ Bisavan- Aduna Eav Eatunged nga mangavoog-tabangugimpormasyon5a-
Visavan- imong-lengguwahe nga walav bavad. -Aronmohangyo-og-tighubad, -
(Cebuano) @ | tawagsa toll-free nga numero-sa-teleponosa mivembro-nga nakalista-

saimong 1D kardsa plancsa panglawas, pindotaang 0. TTY 7112

7-+Bengali- AR ST - N, S - I Sagea - G e A Sl eee - 8 F -
Bangala®

150 ATTACHMENY - GETTINGHELPIN OTHERLANGUAGEGR FORMATS



CLERMONCOUNTWEDICAICHOICEPLUSHDP$300M@eDUCTIBLELAN

23—+ Burmesed

mnonododeumbecdad SGamamennfst mopaapdst combimagobaacociyp:
odepdtial: wopdaotalmplacadsbooph comigbonbiieomé et aobaiogbneqmbaod
cooobedlfaasobiobuprancpodasededcdEled offf: 0 o380k TTY 711

9+ Cambodian- | e Feamiem BT e i anmmagn e ol i damomn T s et zr‘."q'.?m nimmraniEnT
Mon- S e nedan I “Fevig EmEETEn” R mEs 0.-TTY-711=
Khmer
10+Cherckee™ | 8- D4 PP ICZP. 1 J4c0 I HARIW it GTP-AS FRJIJAAT
ACAAAJIIBA®JIT, ol A0rdOL 0. TTY 7110
11aChinese™ | fEF R BELUEAEE SR HEIFI.E., o —(ifiES,

R iR ElE 8 F LARIEE 8 TEME BiE
0. BHFESHEERFERF 7110

12 +ChoctawD

Chim-anumpa va, apela micha nana aiimma vvtnanaivlli kevuhoish-
1sha hinla Evtchim-aiivlhpesa. Tosholi va-asilhha chihokmvtchi-
achukmaka holissokallo1skitiniva tvlisianumpuliholhtena va 1bai-
achvifayvtpehpilahodishipavacha{-ombetipa. TTY 7110

13 +Cushite- Kaffaltiimale afaan keessaniin odeeffannoofi deeggarsa argachuuf
Oromot mirga ni-gabdu. Turjumaana gaafachuufis sarara bilbilaakan bilisaa-
waragaa eenvommaa karoora favvaa Eeerratti tarreefame bilbiluun, O-
tugn TTY 71112
14 +Dmtcho Uheeft-hetrecht-om-hulp-eninformatie inuw-taal te krjgen zonder-

Eosten. Omeen-tolkaante vragen, bel-ons gratis nummer-die u-opuw-
riekteverzekeringskaart treft, drukop 0. TTY 7110

15 +Frenchd

Vous-avezledroitd'obtenir-gratuitement de 1'aide etdes-
renseignements dansvotre langue. Pour-demandera parder-a un-
interprete, appelez le numeéro-de-teléphone sans frais-figurant sur-
votre carte d’affilie durépime-de soinsde-santeé etappuyez surla-
touche 0.-ATS-T11.1T

16 4French-
Creole-
Haitian-
Creoled

Ougen-dwa poujwenned-ak enfomasyonnanlang-natifnatal ou-
gratis. Pou-mande von-entépret, rele nimewo-gratis manm-lan ki-
endike soukatID plan-santeou, peze 0. TTY 7110Q

17 4German

Siehaben-das Recht, Tostenlose Hilfeund Informationenin Threr-
Sprache zu-erhalten. Um-einen Dolmetscher-anzufordem, mafen-5Sie-
die gebihrenfreie Nummer-auf Threr KrankenversicherungsEarte®n-
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und-drickenSiedie-0. TTY 7115

18 +GreekD

Eyeteto-Brralwpo vo haBete BovBela #u iy 00yoples 0T Y AWooT TUs
ywolsyoewor). Tieva Tnoste Sieppiven, %ol eoTe To Bupskv-uoBpo-
hewwvon oL BoloreTal TNV ¥apT Wehoug aopaiiong, Tator 0.
TTY 7111

19 +Gujaratid

et {Aeil Y2l HEE -l -dHL L] el M Bl - e ol =il D5 2-
& eeulda e (dadl-s2al, -dul-deawel- TD -5t uzel-y 2l uiwie--
-l W22 et - sl o42-3UR- BlEt- 5L -0-E0dlell - TTY 7110

20 +Hawaian™

He pono-ke kokua-"anaakuii-oemaka maopopo- ana-o-kéia-ikema-
loko-okiu-olelopono’i-me-kauku-"ole-‘ana. +

E kama ‘ilio-"oe me kekahi kanaka unuhi e kiheaika helukelepona-
kiki-“ole ma koukilekaolakino,aekaomiikahelu). TTY-711.o

21 +Hindid

Y& 9 - ST H e T8 A T e FTo0 S -ahT- -
T g - RT3 - T, 3 Ry we [ D W e -
Wr-waL- 9L B, -0 gard |°TTY 7118

22 sHmongd

Koj muaj cai tau kev pab thiab-tau cov ntaubntawv sauua ko) hom-
lus pub-dawh. Yogzav-tavibtugneegthais, hutus xov-too) rau-tswv-
cuabhu-dawbuas saumuaj nyvobntawm koj daim-vuaj themnqi kho-
mob, mas ). -TTY-711.0

234Ibol

Inwere ikike inweta envemaka nakwa imuta asusu gi nefunakwughi-
ugwo. Maka ikpotum -onve nsughan -okwu, kpoo-akara ekwenti nke di-
nakwukwo njirimara zinkeemere makaahuikepi, pia-0. TTY 711.0

24 4Tlocanc™

Adda karbengam nga makaala ti tulongkenimpormasyoniti-
pagsasacmnga libre. Tapno-agdawatiti mavsangaagipataras, -
tumawagiti toll-free nga numerc-ti telepono nga para kadagiti kameng-
nga nakalista avan 11D card mo-para i plano-ti salun-at, ipindut 0. -
TTY 711o

23 aIndonesian™

Anda-berthak untuk mendapatkan bantuan-daninformasi-dalam-
bahasa Anda tanpa-dikenakantuava. Untuk meminta bantuan-
penerjemah, hubung nomor-telepon-anggota, bebas pulsa, vang:
tercantumpada kartuID rencana Eesehatan-Anda, tekan 0. TTY 71180

264 Ttalian 0

Haiil-diritto-di-ottenere aiutoe informazioni nella tua lingua-
gratuitamente. Perrichiedere uninterprete, chiama il numero-
telefonico verde indicatosulla tua tessera 1dentificativa del piano-
sanitarioe premi-lo-0. Dispositivi pernon-udenti/TTY: 7110
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27 #Japanese

THLEOEBRTHR-FEFTLY, [BEEAFLZVTE
ZTENTEST, B3 A, EREY THEDIES
3. BEY T2 IID

H— Flisdghah Twa A v —HOo 72— S T8
FEOLE, AL T EE, TIWVERESIT 11T,

28 aKarend

294K orean-

=5 9oy ol

SR AR 2 H A AR A
E Eﬂ IDZIEH A E -7 5 &2 H-JAsH 5 R AEet o
TEHA L TTY 7110

E
E -

304K - Bassad

Nipgwe kunde I bat-mahola ni- mawinuhop-nannipehmes be to-dolla. -
Yuiwelni-Kobol mahop-seblana, schoni-sebel numba Tni-tehe mu I
ticketIdoctaInan, bep 0. TTY 7110

31 aKurdish-
Soranid

B
r '.'\..d..‘_ - i

_::'_g"_._—-"‘-ﬂ_,‘.h_:'ﬂ_,“-f'ﬂl_,“-%:"-s"_,!‘ :,_L.c_?“_. e

JaTuraSr gt pnr o & ) 5 SIE 2y

o e e gl glind gl g g o¥ 3 gBadats

5 B30l ytsjae s s TTY 7110

32alactianT

virnDSohetlosuniugoec@scor2ygu 2o sl vwis zaqumus
um?q*aw

cSogsoquiewrz, lnuEmmuisc nlnotsiu Smdu stuagnhlaooyl
slulostuBnasquitn Hiocon- 0-TTY 7110

33aManathi® | srqearaT HrTeaT ST - e He g T AR o TH ST AR 1
Fl Ul HE I TEAH a0 B -Aalad H9e FoaEmsraar0. TTY 7110
34+Marshallesed Eoram-marofnnan-bokjipafiimmelele-lokajineoamilo-ejjelok-

wondin. Nankajjitok fianjuon ri-ukok, kifdok némba-eo-emdj-an-jeje-
ilokaatinIDinkarckin-djmourec-am,jiped0. TTY 7110

33 ahicronesian
-Pohnpeian®

Komw-ahneki manaman unsek komwi-enalehdi sawas ch-mengihtik-
ni-pein-omwi tungoal lokaia ni sohisepe. Pwen peki sawas en-soun-
kawehweh, ekerdelepwohn nempe ong-towehkan me schisepe me-
ntingihdi ni-pein-omwi-dearopwe me pid koascandien-kehl, padik 0.
TTY711.o

364 Navajol

T'éiiﬁk‘ehdccba_a_h 'alinigoo bee baa hane'igii 44 ninizaad bee-
nika'e'ey eegobee na'ahoot'i' 'Ata"halne'i{a Tintkeedgo, ninaaltsoos-
nit1z7 “ats’7 7s bee baa’ahavl bee nd4dhozin g7 7 bik1 1 bd44sh bee-

hane’7£11§77K'ehbee haﬁe’*b;kl’_g"b cl’8 hodiilnih doo 0 -bit-
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'adidulchit. TTY 7110

37 4Nepalin TS AT ST T : e HE AT TS o0 3T - HTEh - A a T
T | HAATE S AT T - 77T AT T, TS T O TRaT-
FISAT A T e Bl A g AT Heaa aee i, O ages) TTY
7110
38 +Nilotic- Yinnor 161 bé vikuony né-werévic de thorn -dudbac ke cin-wéu tidue-
Dinka® ke piny. -Acin-bi ran-vé-kac per-thok-thiééc, ke vintol nimba yene yup-

abac-de-ran-ton ve koc-wiidrthok toné ID-katdudn-de panakimvic, -
thiny 0vic. TTY 711.0

39 +4Norwegiant

Duharretttil-a-fagratis hjelpog-informasjon-padittegetsprak.- ||
For-abe-om-en+tolk, ring“gratismummeret for medlemmersom-
eroppfert-pahelsekortetdittoghrykkd.-TTY 7110

40 +Pennsvlvani

Duhescht-die Recht fer- Hilfunn Information in-deine Schprooch-

anDutch® | griege, fernix Wann-du-enIwwersetzerhawwe willscht, kannscht-du-
die frei Telefon Nummeruff-dei Gesundheit Blann 1D -Kaarde yuuse, -
dricke 0. TTY 7110
41 +Persian- N PN T .-'_.i'.:._J_-._-;'.f__:lJ.J};n.“_:.l_;.;}i.:__:_:.;‘_:._'_:_n_},_;nl .j.J_ﬁd. 2 gLl
Farsiz s Jnlile Al po i B ai-aalic ey Y dlileaals e A0 3 uala 355

a8 el TTY 7110

42 +Punjabi-O

711358, 09| o

43 4+PolishD Masz prawo-do-uzyskania bezplatnej informacii 1 pomocy we-
wiasnymijezyku. Poustugi ttumacza zadzwon pod-bezptatny numer-
umieszczony na karcie identyfikacyjnej planu medycznegoiweisnij .-
TTY 711t

44 +Portuguese | Voce tem-o-direitode -obterajuda e informacio-em-seuidioma-e sem-

custos. Para solicitaruminterprete, lipue para®onumero-de telefone-
gratuitoque consta no-cartiode ID-do-seuplanode -sande, pressione-
O.TTY 711D

45 +RomanianD

Avetidreptul de-a-obtine gratuit ajutor si informatii in-limba-
dumneavoastrd. Pentrua cere uninterpret, sunatila numaral-de-
telefon gratuitcare se-giseste pecardul dumneavoastrd de sdndtate, -
apasatipetastal. TTY 7110

46 +Bussiand

BrerumeeTe Tpas0o Ha DECHAATHOE TOAVIEHHE TIOMOIITH H-
HHOPMAIINE Ha BalTeM A3uKe. UTOOM TOAATE 3aIpOC TIEPEEOATHEA -
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OOECHHTE Mo DeCIIATHOMY HOMepY TeiedpoHa, TKA3aHHOMY Ha -
oOpATHOH CTOPOHE BAIIeH HASHTHDHKAITHONHEOH KAPTE M HARMETE -
0 mEma Ty 7110

47 ASamoan--

Fa'asamoa O

E1atloudidtatavemavaatuaisefescasoanima-fa’amatalagailan-
gagana €-auncama-setotogl. Ina1afa’atalosagaina se tagatafa’aliin, -
viliile-telefoni mo-suiele totogia oloohisiatuilaupeleniilaupepa-
IDmo-lesoifua maloloina, oomile 0. TTY 711.O

43 +5erbo-
CroationD

Imate pravo-da besplatno-dobijete pomoc iinformacije na-Vasem-
jeziku. Da biste zatrazili prevodioca, hazovite besplati broj naveden-
na-iskaznici Vaseg%zdravstenog-osipuranjad pritisnite 0. TTY 711.1

49 +5pamshd

Tiene derecho-a tecibir-ayuda € informacion-en-suidioma-sincosto.-
Para solicitarun intérprete, llame al numero-de teléfono-gratuito para-
miembros-que se encuentra en-su-tarjeta de identificacion del plan-de-
salud vpresione 0.+

TTY 711o

50 +5udanic-
Fulfulde

Dum-hakke maada mballedaa kadinkebaahabaminderwolde maada-
naa maa-a yobii To-a vidi pirtoowo, noddu limngal mo-telefol caahu-
limtaadonderkaatiwol ID maada ngol njamu, nvo”u ). TTY 711.0

51 45vrahili

Una-hakiva%uopata msaadaha aarfaowa Jugha vako%oila gharama. -
Kuomba mkalimani, piga nambariva wanachama va bure-
iliveorodheshwa Ewenve TAMvakadi vakova mpango-wa-afra, -
Fonvezad. TITY 7112

3Z245vriac-
Assyoant

rarfias, dacidlo rfRoad st Rig
el e mlata_asdnefiam o sintirding, Rmias R rfaanl

A¥alntn rf Foony

Y A eliard_ aka?

-

.'D'ru:mm'rﬂﬁa}.gunm"_'l 1o

334Tagalogd

Mav-karapatan kangmakatangeap ngtulongat impormasyon sa 1voeng:
wika nangwalangbavad. Upang-humilingng-tagasalin, tawaganang-
toll-free na numereng-teleponona nakalagavsaivong ID card ng-
planong pangkalusugan, pindutinang ). TTY 7110

34+Telugud

Jerodd B _j*’e:%smm“&u%;oaﬁ Trooen Toscin e armrd Eredrr Da e *
) Ted Susdviterh mouc, o TS P 0d v g o dabeg-
%S Bono® 7535, 025339 TTY 7110

554Thaid

An md @ rw . - & Ars_ @ A3 & .
:'Iil'.d?l'ﬂi'ﬂ AT GETUR TR M R tlli:?lr 1.'-I.Fl1'!l e I!:‘IB.I WF GED LRI 1.'Iﬁl 18" WIFRET AT PR Be
& & o . ST P m e W L
Tl o b syl Erevran ooy T ol @ ?J'-I'J mry TEQ AT FTH T UV ARG WRIAET D }

o . W pw & ] £ - = o]
?HHE‘JiN'.J?I'.I1'..I‘JFﬁIFE1'ﬂHFI1F.Hﬂ'.l'\vffiﬂﬁ'.\'IF|' Tl v In Faevan e -11

36 4Tongan--

‘Okukema’n‘aetoton-kema™n’aetokonimo-e-‘nfakamatala “i-
ho'olea fakafonua ta’etotong. Fe kole ha tokotaha fakatonulea, ta &i-

155

ATTACHMENY - GETTINGHELPIN OTHERLANGUAGEGR FORMATS




CLERMONCOUNTWEDICAICHOICEPLUSHDP$300M@eDUCTIBLELAN

Fakatonga™

he-fika telefoni ta’etotongi ma’ae kau memipa “a ee‘okulisi“Tho’'o-
kaati ID ki ho'o-palani kihe mo'uileles, Lomi' T “a e 0. TTY 7112

37 4Trnakezes
{Chuukese) D

Miwor-omw pwung om-Eopwe nounou 1ka amasounoum-ekkewe-
armiris ika toropwen aninis nge epwe awewetiw non kapasen fonuom, -
ese kamo. Tka ka mrwochen tungoren-aninisin chiakku, ko %ewe-
member-nampa, ese pwan kamoe, mi pachanong won-an noum-health-
plan-katenID, iwe tiki"0". Ren TTY  kori 711.0

538 +Tarkisho

Kendidilinizde Geretsiz olarak vardom ve bilgd alma hakkimz-
bulunmaktadir Birtercimanistemekicin-saghk plaru kimlik karbman-
dzennde veralandcretsiz telefon numarasimi-aravimz, sonra 07a-
basmuz. TTY {vaziliiletigm) icin 71113

594U kraiman™

V-Bace mpaE0-0TPHMATH DE3KOIITORHY ACIIOMOTY T4 1HpOpMATTIID Ha -
Banmin piamii Moei. TI{o0 TOA4TH 3aIHT TPO HAAAHHA TIOCATT -
Imeperiasada, 2aTereOHVHETE Ha Ge3KOIITORHNE HOMEp TeAeDOHT -
VIACHMEKS, BKA33HHH Ha BANTH iAeHTHQKAITHIT KapTi A=Y
MEAMIHOIO CTPaxyBaHHa, HaTucHTs 0. TTY 71113

60+ rduo

-_,_,__,5._1_,_,_._' Jeaz _E --'j'.a-'—.'_, ..-'—_JS--"""—"“—W_?"’"‘:' sl —‘:"—"“_J.,—‘:'_.-_.-i-—l_‘is‘—
Lo .J_.E‘.:.'E-\_?'.l-_ _.r""-:l—'—.a-J d- gz e B ‘E_J:J—“"_;}-J—“"“JJ-H}‘r'—'rJ

ol F-711m

61 A Vietnamese D

Qu'f*'-.—i -cé-qm'én duocgiip-dd va cap-thong-tin bﬁ_ng-ngén nptk-cua-
qu'r'n mién-phi. G‘E]'E“. éuciuduoc thong-dich-vi eng_up d&, vuilong-
20i-30- d_enﬂma -m_enph_ danh cho ‘héi vien dwoc néu-trén the ID-
chucrngtuﬂl ‘bao hiemv- té-cua qui”'-? bams6-0. TTY 7110

62 4Yiddishd

15- IREIR19-E- RO T TR TR T IR R E- 1R S ORI DI T- DR TR

HIRT-R-TTORT IR e
IR T TR IR T O DR - PR § 7T R 2av -y e R0y D e - T
ATTYT1rFD

63 +4Y orubad

O-nietolati riiranwoati 1fitonilet pha ni ede re laisanwo. Latiba-
ogbufo-kansoro, pé-sot nomba ero-ibanisoro laisanwoibode tia-to-
sorikadiidanimo tietoilerate, te<0’. TTY 7110
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ADDENDUBREAL APPAL

This Addendum to the Plan provides Benefits for virtual obesity counseling services for
eligible Covered Persons through Real Appeal. There are no deductibles, Copayments or
Coinsurance you must meet or payfogn receiving these services.

Real Appeal

The Plan provides a virtual lifestyle intervention for wreigiteéd conditions to eligible
Covered Persons 18 years of age or older. Real Appeal is designed to help those at risk from
obesityrelated diseases.

This intensive, mudomponent behavioral intervention provides 52 weeks of support. This
support includes ormn-one coaching with a live virtual coach and online group
participation with supporting video content. The experience will be personadiael for
individual through an introductory online session.

These Covered Health Services will be individualized and may include, but is not limited to,
the following:

Yy~ Virtual support and séielp tools: Personal eoa-one coaching, group support
sessionsdeicational videos, tailored kits, integrated web platform and mobile
applications.

Yy Education and training materials focused on goal setting, psobl&g skills, barriers
and strategies to maintain changes.

Yy Behavioral change counseling by a speaatlydrcoach for clinical weight loss.

If you would like information regarding these Covered Health Services, you may contact the
Claims Administrator throughww.realappeal.comor at the number shown on your ID
card.
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